
Learning from Kaiser Permanente: a progress report

1. A group from the Department and the NHS visited Kaiser in February to learn about the Kaiser model and to identify lessons for the NHS. The principal purpose of the visit was to enable NHS managers and clinicians to see for themselves how Kaiser delivers care. The visit involved a combination of briefings from Kaiser staff and site visits to Kaiser hospitals, medical centres and skilled nursing facilities. The membership of the group is listed at annex C.

2. Kaiser is unusual in the US. It brings together three separate organisations – the Kaiser Foundation Health Plans, the Kaiser Foundation Hospitals, and the Permanente Medical Group – in a number of regions to deliver care to the insured membership. These organisations are bound together in mutually exclusive partnership and contractual relationships (see annex A). Kaiser is a not-for-profit organisation that operates for community benefit.

3. During the visit, the group from the Department and the NHS identified a number of features of the Kaiser model of relevance to the NHS. The following features stand out as being particularly noteworthy:

· the emphasis on integration

· the priority given to keeping patients out of hospital

· the active management of patients 

· the emphasis given to self care and shared care

· the role of doctors as leaders 

· the use of information

Each of these features is discussed in more detail below.

4. In the current policy context, the main lesson from Kaiser is its ability to minimise the use of acute hospital beds through an integrated approach to service delivery. At the heart of this approach is a strong focus on the management of people with chronic diseases and the breaking down of barriers between secondary and primary care. Compared with the NHS, more care is delivered in a community setting, and this includes the use of intermediate care, home care and self care by patients. Care in Kaiser is actively planned and managed and this explains its ability to deliver good outcomes with a different pattern of service utilisation to the NHS. Kaiser’s model is shaped by the market in which it operates, and by the partnership between the health plan and Permanente physicians. 

Integration 

5. There are three important aspects of integration in the Kaiser model. First, Kaiser       integrates funding with provision in that as an insurer it collects premiums from members and as a provider it delivers care to these members. Providers know that they have to work within the envelope of resources earned by the insurance plan and they share responsibility for the success of the programme.

6. Second, Kaiser integrates inpatient care and outpatient care. This enables patients to move easily between hospitals and the community, or into skilled nursing facilities should this be needed. Under this arrangement, medical specialists are de-coupled from the hospital and focus on providing care in the most appropriate setting.  Specialists work alongside generalists in multi-specialty medical groups that facilitate communication between physicians. There is no incentive to build up facilities and resources in the hospital at the expense of other settings.

7. Third, Kaiser integrates prevention, diagnosis, treatment and care. As a consequence, a high priority is attached to keeping people healthy and avoiding the use of hospital services. This is most apparent in relation to chronic disease management where care is delivered within the framework of evidence based clinical guidelines and is actively managed at all stages. Doctors who work for Kaiser also have fast access to diagnostic services in the outpatient setting, thereby avoiding stays in hospital, and they practice from relatively large (at least from an English perspective) medical centres that enable diagnostic and other equipment to be easily accessible.

Keeping patients out of hospital

8. Research by the Strategy Unit and EOR has shown that Kaiser uses around one quarter of the number of bed days as the NHS for leading causes of admission like asthma, bronchitis, COPD and stroke for the over 65 population. It achieves these results through lower admission rates and particularly shorter hospital stays. Kaiser’s philosophy is that ‘hospitals are an indicator of system failure’ i.e. patients are admitted to hospital only when prevention and treatment in the community do not succeed. Early discharge is facilitated by the availability of intermediate care (in the form of skilled nursing facilities and home health care services) that ensures hospitals (as the most expensive and most dangerous health care facility) are used sparingly. Nurses and therapists playing a major part in the delivery of intermediate care. Doctors manage patient expectations to enable bed day use to be minimised e.g. by explaining the benefits of early ambulation and day case treatment.

Active management of patients

9. When patients are admitted to hospital, there is a strong emphasis on minimising stays and maintaining the flow of patients through the hospital. A good example is orthopaedics where care pathways have been developed for patients undergoing hip replacements and knee replacements specifying what should happen on each day of hospital treatment. Lengths of stay for these conditions are typically around 4 days in Kaiser compared with 12 days in the NHS. Discharge is planned either on or before admission with the emphasis placed on early rehabilitation. Kaiser employs specialist discharge staff to manage this process and to ensure that patients are not kept in hospital unnecessarily. The aim is to keep patients moving through the system and to review readiness for discharge on a daily basis.

10. Within the hospital, general physicians known as hospitalists are increasingly involved in organising care and keeping treatment active. Kaiser also employs case managers to work intensively with patients most at risk. The model of care used in Kaiser (see annex B) identifies three levels of care: self care support, assisted care, and intensive management. Patients are stratified according to need and intensive management is targeted at those in the highest risk category (Kaiser estimates that 15% of patients account for 70% of expenditure).

Self Care and Shared Care

11. Patients are enabled to return home by being supported to do as much as possible for themselves. Self care is at the heart of Kaiser’s philosophy and practice to the extent that patients, carers and families are seen as co-providers in health care. Orthopaedic patients are therefore taught how to dress themselves, the exercises they need to undertake and how to administer medication such as anticoagulation in the home. Kaiser staff offer advice and support either in person or by phone and manage the expectations of patients and families to enable hospitals to be used only when necessary. Self care and shared care are particularly important in relation to chronic diseases where Kaiser makes a substantial investment in patient education and the provision of information to help people with conditions like diabetes and asthma remain independent and healthy. Group consultations involving several patients and a health care professional are used to support self care

Doctors as Leaders

12. Kaiser doctors are shareholders in the Permanente Medical Group which has a relationship of mutual exclusivity with the Kaiser Health Plan. The fate of the medical group and the plan is therefore intertwined and this creates a strong incentive for partnership working. In practice, Permanente physicians take on a major role in leading the development of services and managing budgets and other resources in an organisation in which medical leadership is unusually well developed. Each hospital and medical centre has a physician in chief and each clinical department is led by a doctor. The chiefs of clinical departments work with the physician in chief to ensure the effective running of the service. 

13. Medical leadership is supported by a significant investment in training and development of physicians who take on leadership roles. Care pathways and clinical guidelines are developed by doctors and the philosophy in the organisation is to gain medical commitment to best practice rather than to secure compliance. Kaiser has eight applications for every medical vacancy and pays above market rates to secure high quality staff. There are financial incentives to encourage doctors to meet or exceed targets, although these comprise a relatively small proportion (5-7%) of doctors’ incomes.

The Use of Information

14. Kaiser’s IT system is being developed and replaced and this involves a substantial commitment of resources. The existing system enables easy access from different sites to patients’ records and information on tests that need to be done on patients in line with clinical guidelines. It also enables the development and use of disease registries for chronic conditions. These registries are then used to review compliance with the standards set out in guidelines and to identify doctors and patients whose practice or care may be departing from the guidelines. The data captured on the information system is used in part as a tool for quality improvement/peer review and in part to inform how Permanente physicians are paid.

Lessons for the NHS

15. What lessons are there for the NHS from comparison with Kaiser Permanente? The first point to emphasise is that there are some characteristics of Kaiser that would be very difficult to emulate, at least in the short term. Three stand out. The first is the much higher level of medical staffing in Kaiser compared with the NHS. Kaiser has considerably more specialists per 100,000 population than the NHS e.g. twice the concentration of gynaecologists and three times the concentration of cardiologists, and it is likely that these levels of staffing contribute to the differences in resource utilisation we have observed. One hypothesis would be that there is a substitution effect between hospital beds and staff with the NHS having to make greater use of beds at least in part because it employs fewer doctors in relation to the population served.

16. The second distinctive characteristic is the relationship of mutual exclusivity between the medical group and the health plan. In the NHS, the opportunities for private practice for hospital specialists, and the independent contractor status of general practitioners, means that the incentives facing doctors are different than those in Kaiser. In Kaiser, there is a strong sense that physicians and the health plan are working to a common purpose and that doctors have a commitment to the success of the organisation. In the NHS, the relationship with physicians is more complex, as exemplified by the willingness of individual doctors and the bodies representing their interests to be publicly critical of the organisation they work for, while also feeling a strong attachment to its principles. As a consequence, energy that might be directed to the advancement of the organisation in Kaiser is sometimes dissipated on family disagreements in the NHS.

17. The third difference is that, unlike Kaiser, NHS organisations do not function in a competitive market. The incentives to develop a model of care along the lines of that used in Kaiser do not therefore exist in the same way because NHS organisations do not face the same threats as their Californian counterparts. It remains to be seen whether the incentives that are being introduced, including HRG based prices and cross charging of local authorities, will have the effect of driving a different part of service utilisation.

18. What then can the NHS learn?  Six implications follow from this analysis. First, the integration achieved in Kaiser is the main factor that enables it to make much less use of acute beds. The NHS can learn from this by building on the establishment of primary care trusts (PCTs) and using these organisations as the basis for developing stronger links between funding and provision, inpatient care and outpatient care, and prevention, diagnosis and treatment. For example, primary care trusts could start employing medical specialists in areas like diabetes and asthma care in order to promote the model of multi-specialty practice found in Kaiser and to move away from a hospital focused system. This in turn would move us away from the sterile debate about the balance between primary and secondary care to think much more about integrated care.

19. Second, PCTs could also invest in the buildings and equipment that would allow these specialists to work closely with general practitioners and that would enable all doctors to have faster access to diagnostic services. With few exceptions, the NHS lacks the physical infrastructure to enable specialists to be co-located with generalists, and to enable GPs to order laboratory tests and X rays. The development of community facing diagnostic and treatment centres and the use of LIFT to modernise primary care premises create opportunities for the NHS to adapt the Kaiser model to UK conditions.

20. Third, the availability of intermediate care in the form of skilled nursing facilities and home health care is essential if acute hospital beds are to be used differently. This was recognised in the NHS in the national beds inquiry in 2000 and the subsequent decision to invest in the development of intermediate care. The implication is that these developments need to be taken forward further and faster and that investment in intermediate care may be more important than additional expenditure on acute beds and facilities. As intermediate care is developed, the NHS can also learn from the role of nurses and therapists in the Kaiser model.

21. Fourth, the active management of patients at all stages of their journey, both for patients with chronic conditions and those who are acutely ill, suggests that the increasing focus in the NHS on chronic disease management and discharge planning is appropriate. In the case of chronic conditions, this includes identifying patients who are most at risk and intensively case managing them, as well as ensuring patient compliance with standards set out in clinical guidelines. For patients who are acutely ill, active management entails the development and use of care pathways, and the adoption of roles such as discharge planners and hospitalists whose functions include avoiding unnecessary stays.

22. Fifth, Kaiser’s emphasis on self care and the use of patients and families as co-providers is another area of learning for the NHS. Self care is encouraged both for patients with acute conditions and for those with chronic illnesses. Kaiser gives priority to self care because of the benefits to patients and to the health plan. The NHS has started to promote self care through the expert patient programme and by giving patients access to health information, for example through NHS Direct Online. The experience of Kaiser suggests that higher priority needs to be attached to these and similar initiatives to enable the most expensive resource, hospital beds, to be used more appropriately.

23. Sixth, the emphasis placed on medical leadership in Kaiser underlines the importance now being attached in the NHS to the more effective engagement of doctors and other clinicians in the management of budgets and services. As has been noted, achieving quality improvements in health care depends critically on clinical leadership and providing doctors with the training and skills to enable them to assume management roles. Kaiser’s philosophy of bringing about improvements by building the commitment of physicians rather than securing their compliance hinges on the investment made in medical leadership and its development. The role played by physicians in chief in hospitals and medical centres and by chiefs of clinical departments is at the core of the Kaiser model and the Leadership Centre is examining the lessons that can be learnt in this area.

Next Steps

24. The group that went on the visit met at the end of March to discuss next steps. Each PCT that participated is developing an action plan designed to bring back those lessons that are transferable. Examples include:

· the development of new approaches to intermediate care drawing on the skilled nursing facilities model (Hertfordshire, Northampton and  Devon)

· the development of orthopaedic services to reduce lengths of stay and improve resource utilisation (Somerset)

· the development of chronic disease management programmes to reduce hospital admissions and improve patient outcomes (Blackpool, Birmingham, Northampton and Sussex)

· the development of primary care premises to support the closer integration of services and to provide easier access to diagnostics (Devon and Blackpool)

· the development of discharge planning and therapy roles to cut lengths of stay (Birmingham and Sussex)

· the use of the Hospital Improvement Partnership to actively manage patients and improve patient flow (Sussex)

· the development of clinical leadership (everywhere)

Chris Ham 

8 April 2003.
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