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INTRODUCTION 

 
This report identifies the main issues in healthcare enterally and then a single 
topic is chosen to explain in detail using the fishbone analysis and the Burke 
Litwin Change model. 
 
Solution that I think is effective is also written from the help of personal 
knowledge and journals. 

 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



ISSUES IN HEALTHCARE 
 
1. Expenses and straightforwardness. Executing procedures and strategies to 
address development of clinical and drug expenses and effects on access and 
nature of care.  
 
2. Buyer experience. Understanding, tending to, and guaranteeing that all buyer 
collaborations and results are simple, advantageous, opportune, smoothed out, 
and strong so wellbeing fits normally into the "existence stream" of each person's, 
families and local area's everyday exercises.  
 
3. Conveyance framework change. Operationalizing and scaling coordination and 
conveyance framework change of clinical and non-clinical benefits by means of 
associations and joint efforts among medical care and local area-based 
associations to beat hindrances including social determinants of wellbeing to 
impact better results.  
 
4. Information and investigation. Utilizing progressed investigation and new 
wellsprings of dissimilar, non-standard, unstructured, profoundly factor 
information (history, labs, Rx, sensors, mHealth, IoT, Socioeconomic, 
geographic, genomic, segment, way of life practices) to further develop wellbeing 
results, diminish managerial weights, and backing change from volume to esteem 
and work with individual/supplier/payer adequacy.  
 
5. Interoperability/customer information access. Incorporating and working on the 
trading of part, payer, patient, supplier information, and work processes to bring 
worth of totalled information and frameworks (Ear’s, Hoe’s, monetary, 
administrator, and clinical information, and so forth) on a close to ongoing and 
practical premise to all partners impartially. 
 
7. Cutting edge instalment models. Creating and incorporating specialized and 
functional foundation and projects for a more collective and fair way to deal with 
oversee costs, sharing danger and upgraded quality results in the change from 
volume to esteem (packaged instalment, scenes of care, shared reserve funds, 
hazard sharing, and so on)  
 
8. Open places of care. Telehealth, mHealth, wearables, advanced gadgets, 
retail facilities, locally established consideration, miniature medical clinics; and 
acknowledgment of these and different drives drawing care nearer to home and 
office.  
 
9. Medical care strategy. Managing repeal/supplant/alteration of current medical 
services strategy, guidelines, political vulnerability/enmity and absence of a 
trained administrative interaction. Federal medical care for-All, single payer, 
Medicare/Medicaid purchase in, block awards, unexpected expenses, supplier 
catalogues, affiliation wellbeing plans, and momentary approaches, FHIR 
guidelines, and different commands.  
 



10. Protection/security. Remaining in front of online protection dangers on the 
security of buyer and other medical care data to improve shopper trust in sharing 
information. Remaining current with changing scene of government and state 
protection laws. 
 
 
 
 

 
COST AND TRANSPARANCY 
 
 
US$2.4 million. $1.5 million. $2.28 million. These are the measures of cash the 
wellbeing framework where I work, instruct and get medical care spent buying a PET 
scanner, a CT scanner and a three-month supply of pembrolizumab, a medication 
that treats an assortment of strong organ tumours.  
 
To meet the clinical (read "market") requests of patients, who are commonly 
reluctant to sit tight for finding or therapy, UVA Health as of now possesses seven 
CT scanners (that I am aware of) and three PET scanners, which are utilized to 
recognize little stores of known malignant growth. It likewise has enough "Pembro" to 
treat all patients who will or may profit from it. Think about what amount of their 
expenses are billable to protection?  
 
Zero.  
 
In my double jobs at the University of Virginia, as both partner boss clinical official for 
clinical mix for the wellbeing framework and head of the Centre for Health Policy at 
the Frank Batten School of Leadership and Public Policy, I see this distinction play 
out persistently.  
 
Disinformation is perilous. We battle it with realities and ability  
 
For certain medications, Medicare doesn't pay everything  
 
Here's the reason. Medical clinics and doctor rehearse have a solitary wellspring of 
income: instalment for patient consideration administrations delivered. To purchase 
the PET scanner, CT scanner or Pembro, the college medical care framework 
gathers cash from our patients, generally through the guarantor. Thus, our facilities, 
working rooms and crisis offices treat the patient.  
 
Basically, the cash gathered from patients is utilized to purchase all that the medical 
clinic uses to give medical care. In some cases, the wellbeing framework gets cash 
from banks or general society, however even that obligation is as a rule adjusted 
through instalment for administrations delivered. Purchasers endure the worst part; 
as in any business, those expenses are given to the client. 
 
 



The difference between price and cost 

Here’s an analogy: There’s the sticker price of the car you want to buy, and 
then there’s the price you pay. Those numbers are almost always different, 
and no two buyers necessarily pay the same. Instead, a negotiation 
between buyer and seller (the dealership, in this example) takes place. 
Ultimately a price is agreed upon. But whatever that number is, it’s never 
the actual cost of producing the car.  

The carmaker knows, down to the penny, the production cost of that car. 
The consumer doesn’t know. The dealership doesn’t know, either; the 
dealer is privy only to the acquisition cost (price per vehicle) it pays. The 
automaker aggregates the costs of the aluminium and steel, the 
electronics, the glass, the tires, etc., and incorporates it all to derive a unit 
price per vehicle. The manufacturer knows all the costs of each component 
before the company starts to build a single vehicle, including labour and 
overhead. 

Think of hospitals and physicians as the dealership. They don’t know the 
actual cost of things either, partly because there’s not just one “maker.” 
Instead, many “makers” are in the supply chain – all the companies 
providing hospitals and doctors with thousands of medical products and 
services. Just imagine all the suppliers involved in making sure a patient 
receives a chemo treatment. 

For far too long, the lay media has confused price and cost. So have health 
professionals and policymakers. When the Centres for Medicare and 
Medicaid Services references costs, it’s essentially telling consumers how 
much it will pay to Medicare in premiums, deductibles and co-pays. Or, 
alternatively, it is telling consumers how much it will pay based on what 
each hospital indicates its costs are. These costs are different for every 
facility, because they are by-and-large derived, not calculated, numbers. 
No payer – that is, the insurance company for the patient – ever asks about 
how much it actually costs to provide health care. Here’s why: No one 
knows. Health care prices are made-up numbers.  

The practice goes back to the earliest days of modern medicine. Prices 
(also known as “fees”) are determined by the time-honored standard of 
“usual and customary fees” charged locally and regionally for a service. 
That’s it. The federal government added the word “reasonable” to its 
definition some years ago.  

Health care reform proposals such as “Medicare for All,” and its variations, 
will never control the cost of doing business until there’s a better 
understanding of what precisely that is. Big Pharma claims that research 

https://www.cms.gov/Research-Statistics-Data-and-Systems/Statistics-Trends-and-Reports/Medicare-Provider-Cost-Report
https://www.cms.gov/Research-Statistics-Data-and-Systems/Statistics-Trends-and-Reports/Medicare-Provider-Cost-Report
https://www.healthcare.gov/glossary/ucr-usual-customary-and-reasonable/


and development of drugs costs so much that pricing has to recoup the 
investment. I don’t subscribe to this claim at all, because they didn’t provide 
sufficient data to convince me. 

Our country has never even had the corresponding conversation in health 
care, writ large. 

There are better approaches to do it. Movement and time-driven expense 
bookkeeping have arisen as techniques to really work out how much individual units 
of medical care cost.  
 
Basically, each progression in a consideration interaction, be it sidestep a medical 
procedure, anti-toxin organization or a MRI, is cost out and totalled through direct 
perception of the consideration measures. This isn't something that may be executed 
in the far-off future – in certain spots, it's going on at this point. I'm glad to express 
that the University of Virginia Health System has found a way the main ways to go 
along with them.  
 
What amount of time does the professional require to play out an errand? What 
amount would she says she is paid each hour? What amount incidental advantage 
does she get? What amount of time does the patient carrier require? What amount 
does he acquire each hour in addition to periphery? What is the price tag of the MRI 
machine?  
 
To compute the genuine expense of care per care unit, a clinic should include every 
one of the expenses of all the part portions of the method or cycle. This permits 
medical clinics to apply some meticulousness to their estimating blueprint. Some are 
doing this as of now with great outcomes. Perceiving how much consideration costs 
and the costs all medical clinics charge would permit market influences to really 
advise commercialization in medical care.  
 
From that beginning stage, a public discourse concerning costs in medical services 
may have meaning. So would public policymaking. "Out-of-network bills" and "value 
straightforwardness" would have genuine importance. At last, our nation could have 
the very much past due exchange about medical services costs as a calling, an 
industry and a country. 
 
 
 
 
 
 
 
 
 
 
SOLUTION TO THE PROBLEM  
 
Dispense with superfluous cycle varieties and cycles that don't add esteem.  

https://www.healthaffairs.org/do/10.1377/hblog20171113.880918/full/
https://www.healthaffairs.org/do/10.1377/hblog20171113.880918/full/


 
In our pilots, we have recorded critical variety in the cycles, apparatuses, hardware, 
and materials utilized by doctors playing out a similar assistance inside a similar unit 
in a similar office. For instance, in complete knee substitution, specialists utilize 
various inserts, careful units, specialists' hoods, and supplies, in this way presenting 
significant expense variety in treating patients with a similar condition at a similar 
site. The careful unit presently gauges the expenses and results that every specialist 
produces. Therefore, clinical practice pioneers can have more helpful and better 
educated conversations concerning how best to normalize care and treatment cycles 
to decrease the expenses of inconstancy and breaking point the utilization of costly 
methodologies and materials that don't certifiably prompt further developed results.  
 
As well as lessening measure varieties, our pilot destinations have killed steps or 
whole cycles that didn't further develop results. Schön Klinik, for instance, brought 
down costs by decreasing the expansiveness of tests remembered for its normal lab 
board in the wake of discovering that a considerable lot of the tests didn't give new 
data that would prompt improvement in results.  
 
Looking at rehearses across changed nations for a similar condition likewise 
uncovers significant freedoms for development. The repayment for an all-out joint 
substitution care cycle in Germany and Sweden is around $8,500, including all 
doctor and specialized administrations and barring just outpatient recovery. The 
equivalent figure in U.S. clinical focuses is $30,000 or more. Since suppliers in every 
one of the three nations report, in total, comparative edges on joint substitution care, 
U.S. suppliers' expenses are possible a few times as high as those of their European 
partners. By looking at measure guides and asset costs for similar ailment across 
various locales, we can decide the amount of the expense contrast is owing to 
varieties in cycles, conventions, and efficiency and what amount is owing to 
contrasts in asset or supply expenses, for example, wages and embed costs. Our 
underlying examination recommends that although information sources are more 
costly in the United States, the greater expense in U.S. offices is mostly because of 
lower asset efficiency.  
 
Further develop asset limit usage.  
 
The TDABC approach recognizes the amount of every asset's ability is really used to 
perform cycles and treat patients versus what amount is unused and inactive. 
Supervisors can plainly see the amount and cost of unused asset limit at the degree 
of individual doctors, medical attendants, professionals, bits of hardware, chairmen, 
or hierarchical units. Asset use information additionally uncover where expanding the 
inventory of specific assets to ease bottlenecked cycles would empower all the more 
convenient consideration and serve more patients with just humbly higher uses.  
 
At the point when directors have more prominent perceivability into regions where 
significant and costly unused limit exists, they can distinguish the underlying drivers. 
For instance, some underutilization of costly space, gear, and staff is brought about 
by helpless coordination and postpones when a patient is given off starting with one 
forte or administration then onto the next. One more reason for low asset use is 
having particular gear accessible simply in the event that the need emerges. A few 
offices that serve patients with unusual and uncommon clinical requirements settle 



on a conscious choice to convey additional limit. In such cases, a comprehension of 
the real expense of overabundance limit should trigger a conversation on how best 
to solidify the treatment of such patients. Much overabundance asset limit, be that as 
it may, is expected not to uncommon conditions or helpless handoffs but rather to 
the common propensity of numerous clinics and centres to give care to pretty much 
every sort of clinical issue. Such discontinuity of administration lines presents 
exorbitant repetition all through the medical care framework. It can likewise prompt 
sub-par results when suppliers handle a low volume of instances of each kind. Exact 
costing gives administrators a significant device for solidifying patient consideration 
for low-volume methodology in less foundations, which would both diminish the 
significant expenses of unused limit and further develop results.  
 
Convey the perfect cycles at the ideal areas.  
 
Many administrations today are conveyed in over-resourced offices or offices 
intended for the most complicated patient instead of the common patient. By 
precisely estimating the expense of conveying similar administrations at various 
offices, as opposed to utilizing figures dependent on found the middle value of direct 
expenses and off base overhead designations, suppliers can see freedoms to 
perform specific administrations at appropriately resourced and cheaper areas. Such 
realignment of care conveyance, currently under way at Children's Hospital Boston, 
works on the worth and accommodation of more standard administrations for the two 
patients and guardians while permitting tertiary offices to focus their specific assets 
on genuinely complex consideration.  
 
Match clinical abilities to the interaction.  
 
Asset use can likewise be improved by analysing whether every one of the cycles at 
present performed by doctors and other gifted staff individuals require their degree of 
aptitude and preparing. The interaction maps created for TDABC frequently uncover 
openings for suitably gifted yet cheaper medical care experts to play out a portion of 
the cycles as of now performed by doctors without antagonistically influencing 
results. Such replacements would let loose doctors and medical attendants to zero in 
on their most elevated worth added jobs. (For a model from one of our pilot locales, 
see the sidebar "A Cancer Centre Puts the New Approach to Work.") 
 
Advance over the full pattern of care.  
 
Medical care suppliers today are commonly coordinated around claims to fame and 
administrations, which confuses coordination, intrudes on the consistent, 
incorporated progression of patients starting with one interaction then onto the next, 
and prompts the duplication of many cycles. In the run of the mill care conveyance 
measure, for instance, patients see numerous suppliers in various areas and go 
through a different booking collaboration, registration, clinical meeting, and 
demonstrative workup for everyone. This squanders assets and makes delays. The 
TDABC model makes apparent the significant expenses of these repetitive 
managerial and clinical cycles, rousing experts from various offices to cooperate to 
coordinate consideration across offices and claims to fame. Killing superfluous 
regulatory and clinical cycles addresses perhaps the greatest chance for bringing 
down costs.  



 
With a total image of the time and assets included, suppliers can advance across the 
whole consideration cycle, not simply the parts. Doctors and staff might move a 
greater amount of their time and assets to the front finish of the consideration 
cycle—to exercises like patient training and clinical group counsels—to lessen the 
probability of patients encountering undeniably more exorbitant intricacies and 
readmissions later in the cycle.  
 
Also, this asset and interaction-based methodology gives suppliers perceivability into 
significant nongilled occasions in the pattern of care. These exercises, for example, 
nurture advising time, doctor calls to patients, and multidisciplinary care group 
gatherings—can frequently make significant commitments to effectiveness and ideal 
results. Since existing frameworks conceal these expenses in overhead (see Myth 
#1), such significant components of care are inclined to be limited or left unmanaged. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
FISBONE EVALUATION TO THE PROBLEM  

 
 

 
 
 

Cause of cost 
issues in 
healthcare are due 
to clinical issues, 
staff  training 
issues 

Effect 
results In 
shortage 
of money 
to pay 
staff, and 
treatments 
for patient 
take 
longer. 

Drug expenses 



 

 
 
 



 

 
Due to increase in cost the no shows of patients increase day by day leading to 
loosing patients, losing money, and hence also resulting in job shortage for staffs.  

 
 

 
 

 
 
 
 



 

 
 
External factors affecting the cost issues in healthcare are, private practises, 
increase in cost age of staffs, increase in cost of environmental changes that affect 
healthcare, increase in problems due to natural pandemics etc. 
 
  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
 
CONCLUSION 
 
To conclude the report, the objective is to let the reader know the issues in 
healthcare followed by a close-up evaluation on all the titles explained using 
diagrams and research.  
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



REFERENCES 
1. (https://www.managedhealthcareexecutive.com/view/bigg

est-issues-facing-healthcare-today) Issues in healthcare 
2. (https://hbr.org/2011/09/how-to-solve-the-cost-crisis-in-

health-care) Solution to the problem 
3. (https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7280239/) 

patient no shows  
4. (https://worldofwork.io/2019/07/the-burke-litwin-

organizational-change-framework/) burke diagram 

https://www.managedhealthcareexecutive.com/view/biggest-issues-facing-healthcare-today
https://www.managedhealthcareexecutive.com/view/biggest-issues-facing-healthcare-today
https://hbr.org/2011/09/how-to-solve-the-cost-crisis-in-health-care
https://hbr.org/2011/09/how-to-solve-the-cost-crisis-in-health-care
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7280239/
https://worldofwork.io/2019/07/the-burke-litwin-organizational-change-framework/
https://worldofwork.io/2019/07/the-burke-litwin-organizational-change-framework/

	The difference between price and cost

