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1. Introduction 

Following our recent visit as a health economy team to Kaiser Permanente in Northern California we would like propose a development programme which builds on the learning from the visit.  This paper reports the background to the study tour, relates the key messages from the visit and proposes a series of initiatives.  A series of reports from the visiting teams, the visit itself and some background about the Kaiser Permanente organisation have been included as appendices.  
2. Background

There was both a national and local context to the visit to Kaiser Permanente. Nationally, a BMJ article [1] had questioned the efficiency of the NHS by comparing a set of high level process, cost and outcome indicators between the two systems.  The article generated a lively debate in the medical press and precipitated further comparisons and a visit by the DOH.  Locally, there had been discussions between the Chief Executives of Eastern Birmingham PCT, Heartlands and Solihull NHS Trust and Solihull PCT about the creation of a Foundation Health Economy. 
Following the visit by the DOH to Kaiser Permanente, it was agreed that a study tour would be arranged to expose selected PCTs to Kaiser Permanente’s systems and processes.  The objectives of the tour were to explore beyond the headlines and: 
· Look at systems and processes at the micro level, using the “What would it be like for Mrs Smith” test

· Develop a deeper understanding of processes and relationships between clinicians and organisations

· Develop contacts within Kaiser so that specific initiatives might be explored and implemented

· Bring back learning and implement good practice appeared to be transferable to the NHS

3. Key Messages

The Kaiser Visiting Team (see appendix 1) has refined and agreed a set of key messages that it would like to convey to the local health economy.  This refinement began during an action planning session in Northern California and has been continued through feedback sessions to our local organisations, a follow up session hosted by the Department of Health, and individual discussions between team members and colleagues. These messages refer not only to specific ways in which clinical services are delivered but also to ways of working that reflect the culture and values within Kaiser Permanente (see appendices 2 & 3). 

The messages concern:

· Systematic chronic disease management

· Alignment of incentives and performance management

· Support for patients and carers to become providers of care for themselves

· The prime role of Clinical leadership

· Integration of care being crucial to optimal clinical outcomes

In addition, there is a consensus that:

· There should be no structural change now but that this may become desirable as joint working evolves

· Good practice should be taken up locally as soon as possible

· Top level focus should be on making primary and secondary care clinicians work and learn together 

· The Kaiser Permanente Visiting Team should keep the momentum going

4. Implications

In order to make progress with these initiatives, the three organisations together should:

· Scope the potential for integration of clinical service delivery across primary and secondary care 

· Agree a chronic disease management model and apply it to at least one clinical services in the first instance

· Support the development of patient and carer education programmes

· Collaborate in developing clinical leaders 

· Import, adapt and apply specific examples of good practice from Kaiser Permanente

5. Principles of Development

This programme will: 

· Build on what we have already 

· Utilise local knowledge

· Start from existing attitudes, knowledge and behaviours

· Not be extra work but part of the ‘day job’

· Have explicit commitment from senior managers and clinical leaders

6. Integrating and Implementing Good Practice from KP

We are proposing, therefore, to develop and implement a series of projects across the health economy.  These are (see appendix 4 for a more detailed description and expected outcome for each project):

1. Redesigning therapy within the rehabilitation unit at the acute trust based upon measurement of functional improvement

2. Developing an integrated diabetes service across Heartlands and Solihull Hospitals and Eastern Birmingham PCT, based upon KP chronic disease management principles 

3. Developing an integrate heart failure service across Heartlands and Solihull Hospitals and Eastern Birmingham and Solihull PCTs, based upon KP chronic disease management principles 

4. Developing an integrated discharge planning service across Birmingham Heartlands and Solihull Hospitals and Solihull Primary Care Trust

5. Moving to an integrated prescribing budget between Birmingham Heartlands and Eastern Birmingham Primary Care Trust

6. Planning an integrated Healthcare Centre between Birmingham Heartlands and Solihull Trust and Eastern Birmingham Primary Care Trust, combining Primary Care clinical services, an outpatient Diagnostic and Treatment Centre, Management offices and a common Conference, Learning and Dining facility.

7. The Action Plan

Given the scale and nature of the proposals, it is essential that we obtain the following:

· High level organisational support

· Partnership in control between all three organisations

· Project leadership and project management support

· Adequate protected time for clinicians to discuss the projects and learn together 

· Adequate business, commissioning and management support for each strand of the project

· Support from Kaiser Permanente contacts

· More in-depth exposure of project leaders to Kaiser Permanente’s processes

8. Budget Requirements
Rather than cost each strand of the programme in detail at this stage, we have combined the costs of back filling staff time, a ‘sabbatical’ programme, the setting up of a KP visit, a local leadership/co-learning programme and project support (see table 1).  The respective organisations will be expected to contribute to the overall cost of freeing clinical and managerial time.  We will be pursuing sources of funding from both the Department of Health and the Birmingham and Black Country Strategic Health Authority.  We are also aware that support could be sought from the Modernisation Agency and the Leadership Centre.

Table 1: Outline of Action Plan and Budget Requirements

Item
Detail
Cost (£)

Back fill of clinical time
Funding will be needed to backfill both acute trust and primary care trust clinical time.  This particularly relates to cover for General Practitioner time but may also include other clinicians.  The exact requirements for back fill will be clearer as the detailed implementation plans are developed for each strand of work.
15k

‘Sabbatical’ Programme
Hugh has already made contact with Vallejo Rehabilitation Centre to enable a therapist to study at the centre for 3-6 months. We would also want to send other clinical leaders to KP to learn about the chronic disease management programmes for heart failure, diabetes and discharge planning.
10k

Top KP team visit to Birmingham 
Increasing the local exposure of clinicians and managers to the KP ethos will be a vital component of all the strands of the programmes.  We are proposing a visit to Birmingham by the KP top team.  The programme will include attending and participating in seminars, giving talks, and making site visits.
10k

Leadership/Co-learning Programme
In developing integrated services, it is likely that identified leads will need to spend time both exploring leadership skills and learning together.  This will need protected time for site visits, shadowing and facilitated learning.  We will take further advice from the Leadership Centre (Dr Peter Lees from the Centre was in the KP visiting party)
15k

Project Manager
Given the complexity of the programme and the need to work across three organisations, it is necessary to appoint a project manager to deliver the programme.  It is expected that the hosting  organisations will provide administration, ICT and accommodation.
45k

Non-pay
The programme will need identified funds for venues and speakers in addition to those contained within the above budgets.
5k

10. Next steps

The full delivery of this ambitious transformational programme will depend upon securing the necessary support and resources.  However, we are keen to progress as soon as possible within the limits that available resources allow.  

We therefore propose that:

· This paper is agreed and approved by the Boards of all three Trusts

· A Steering Group comprising the three Chief Executives and the KP Visiting Team is established 

· Leads are identified for each strand of the programme 

· Leads, with managerial support, convene working groups to develop detailed costed implementation plans

Authored by KP visiting team
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The Visiting Team

Richard Mendelsohn

Director of Health Improvement EBPCT
Bob Morley


PEC Vice-Chair/ GP EBPCT

Alex Ajao


District Nurse/Clinical Leader SPCT

Mike Bleby 


PEC GP/ Prescribing  lead SPCT

Cheryl Etches 

Deputy Director Nursing BHST

Hugh Rayner 

Medical Director (Medicine) BHST
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What was the learning during the visit?

INTEGRATED PROVIDER OF PRIMARY AND SECONDARY CARE: ORGANISATIONAL AND PHYSICAL INTEGRATION

“the right care in the right place at the right time”

Kaiser Permanente has as fundamental philosophy that Hospital Care is seen as a System Failure.  A failure that represents failure of patient management whilst at the same time:

· Creating increased risks for patients

· Generating higher costs, and 

· Resulting in patients who are less satisfied

Therefore, Kaiser has taken an approach that requires investment in alternatives to hospital care.  During the visit we saw at close quarters the results of this philosophy including the Skilled Nursing Facility (SNF), a Rehabilitation Centre and the Clinical Leadership Programme.  

KP SKILLED NURSING FACILITY

Briefly, Kaiser Permanente both contract for intermediate care and have one centre of their own which is being piloted within the organisation.  The role of the SNF is to provide skilled nursing and therapy following hospitalisation.  Currently, the facility has up to 176 beds and costs approximately $16m p.a.  It takes up to 99% from the acute sector with an average acute length of stay pre-SNF of about 3 days.  There is medical cover available and strict criteria for admission.  

The transferable good practice  was felt to be:

· Functional Improvement Measurement score

· Nurse Practitioner 

· Assertive (aggressive!) discharge planning

· Daily patient review – goal review weekly

· Patient and carer involvement 

Key Contacts: Cheryl Etches and Alex Ajao

THE REHABILITATION CENTRE

The Kaiser Foundation Rehabilitation Center at Vallejo is a 60 bedded facility for neurological rehabilitation serving all 3 million KP members in Northern California. Adult patients with all forms of neurological disability are accepted, including stroke, traumatic brain injury and spinal cord damage. The main criteria for acceptance are the patient’s potential for rehabilitation and the presence of a definite discharge plan

The care pathway for a typical patient with a stroke who enters the KFRC comprises: Acute hospital – 3.5 days, Skilled nursing facility – 33 days, KF Rehabilitation Center – 17 days, Total average length of stay = 53.5 days.

Staffing levels are in a different league to the UK. The ratio is one trained physiotherapist to two patients and is further supplemented by overseas trained therapists on 3 or 6 month educational secondments, taking the ratio to 1 to 1. This enables 3-5 hours of therapy to be given, 6 days per week.

Transferable good practice was felt to be:

· Therapy is focussed on goals and functional improvement 
- tracked and documented by case managers

· LOS efficiency [Functional Improvement score / LOS]
- measured routinely and centrally reported 
Key Contact: Dr Hugh Rayner

CHRONIC DISEASE MANAGEMENT 

Kaiser Permanente has developed a population driven, evidenced-based approach to chronic disease management.  This involves:

· Disease registers

· Performance management between physicians and across providers

· Stratification of patients

· Comprehensive patient and carer educational programmes

· Clinical Guidelines

· Shared IT across the organisation

The stratification of patients is of particular note and provides a way of channelling resources effectively into those with greater needs.  This operates at three levels:

· Level 3 – case management or intensive care, whereby case managers use resources to optimise health status and co-ordination of care

· Level 2 – care management or assisted care, whereby care managers help patients improve their self-care skills and provide clinical management using care pathways and protocols

· Level 1 – routine care, whereby the primary care team provide periodic screening, self management education and support for coping needs (facilitated by integrated IT)

Transferable good practice was felt to be:

· Assertive case management 

· Investment across “low, medium and high priced talent”

· Integration of professionals

· Integrated IT

Key Contacts: Dr Mike Bleby and Dr Richard A Mendelsohn

CLINICAL LEADERSHIP IN KAISER PERMANENTE

The Kaiser Permanente approach to clinical leadership can be described as “Personal Education and Development totally aligned with quality of patient care and corporate goals”.

In essence this means:

· Clinical ownership and motivation

· Integrated Clinical Leadership structure –starts with CEO

· Leaders must be respected clinicians

· E and D as mainstream organisational activity

· Development starts from day 1

· Resourced as a priority-seen as a solution

· Quality and evidence-based care

· Strong emphasis on communication skills

· Continuous and open performance feedback

Key Contact: Dr R Morley
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A Few Details about Kaiser Permanente

(www.kaiserpermanente.org )

· Largest non-profit healthcare organisation in the US

· Covers California, Colorado, Georgia, Hawaii, Maryland, Ohio, Oregon, Virginia, Washington and District of Columbia – 8 million members

· “Un-American”
- Equitable distribution of resources and access to treatment
- Commitment to community benefit

Mission

To provide high quality affordable healthcare to our members and patients, and to improve the health status of the communities we serve


Aspiration:

We aspire to be the world leader in improving health through the provision of high quality, affordable and fully integrated healthcare.

We will be distinguished by our strong social purpose, physician responsibility for clinical decision making and enduring partnerships among our health plan, our medical groups and our partner unions.

Organisational Arrangements

Three separate organisations in each geographic region, bound together in mutually exclusive and contractual relationships.

· Kaiser Foundation Health Plans – non-profit regional health plans that contract with members for prepaid comprehensive healthcare services

· Kaiser Foundation Hospitals – non-profit corporations that own and operate or contract for hospital facilities and services

· The Permanente Medical Groups – Regional Medical Groups, represented nationally by the Permanente Federation, which contract exclusively with KFHP/H to provide medical services 

KP Northern California

The vital statistics for Kaiser Permanente in Northern California are:

· 14 hospitals (16 campuses)

· 32 Medical Offices

· 12 home health/hospice agencies

· 4,000 doctors whose practice is exclusively within KP

· 55,000 employees

· approx. 3.2m members
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Expected Outcomes for Each Project

Project 
Key Processes 
Sites 
Outcomes 

Redesigning care processes within rehabilitation 
Physiotherapist to spend 3-6 months working in KP Rehabilitation Centre. Resulting temporary vacancy filled.
Heartlands and Solihull Hospitals
Implement measurement of functional improvement in patients in rehabilitation wards, leading to routine monitoring of and increase in length of stay (LOS) efficiency = functional improvement score/LOS

Integrated Diabetes Service
Stratification of diabetic patient population according to KP model.

Agreement of care pathways across primary and secondary sectors for each patient group.

To be led by jointly appointed Consultant Physician and Consultant Nurse.
Health economy
Improved glycaemic control

Improved Blood Pressure control

Improved Lipid control

Fewer complications of diabetes.

More cost-effective services 

Fewer hospital admissions for diabetic emergencies.

Improved patient satisfaction.

Integrated Heart Failure Service
Dr Pat Lowry to lead the implementation of a service through planning process as part of the Cardiology Collaborative
Heartlands and Solihull Hospitals
Reduced rate of admissions, rate of readmissions and LOS for patients with heart failure.

Integrated Discharge Planning Service
TBA
TBA
TBA

Integrated Prescribing Budget
Take forward through interface prescribing groups and Birmingham Prescribing Committee.

Appointment of interface pharmacist-EBPCT/Heartlands.


Primary/Secondary Care Prescribing interface-piloted in one or two disease areas.

?extend project to Mental Health prescribing working with Mental Health Trust.
Shared ownership and shared financial  risk of  budget across primary and secondary care.

Prescribing of Specialist Drugs in the appropriate setting by the appropriate clinician- prescribing centred around the needs of patients, not organisations.

Ending of separation between prescribing decision and financial responsibility.

Shared access to development funding from savings accrued by changes in practice. 

Integrated Premises development
Utilising LIFT projects  and Acute Trust DTC development plans
New site to be identified.
Premises fit for purpose for the delivery of integrated care that facilitate regular formal and informal contact between PCT managers, GP’s and hospital specialists.
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