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Dedication
This book is dedicated to the people who died too soon due to the disparities in their care.
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“Excellent book – and a very important one. The timing could not be more perfect.”
-Luke Visconti, CEO, DiversityInc

-------------------------------------------------------------------------

“It is brilliant, timely and very much needed by every leader in the US, especially the ACO
leaders. I love the lessons you teach on disparities, the hope you give in how to close them,
and the advice on how to move to population health management.”
-Maureen Bisognano, CEO, Institute for Healthcare Improvement

-------------------------------------------------------------------------

“Halvorson engages the problem of poor health among minorities in a straightforward
manner, pulls no punches regarding the causes of those disparities, and offers sound
guidance as to what can be done to eliminate them.”
-Arthur Kaplan, Head, Division of Medical Ethics, NYU Langone Medical Center
------------------------------------------------------------------------

“Perhaps the most powerful part of the book to me is Kaiser Permanente’s racial/ethnic
mix of patients (and employees). We can all learn from the KP experience, and it will surely
be an early indicator of disparity issues that the rest of the country will face in the coming
years.”

-Karen Davis, Eugene and Mildred Lipitz Professor in the Department of Health Policy and
Management and director of the Roger C. Lipitz Center for Integrated Health Care at Johns
Hopkins University, and president of The Commonwealth Fund from 1995 through 2012
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Thanks also to members of Kaiser Permanente chairman’s communications team -- including
Linda Cruz, Eva De Anda, Victoria Meas, and David Mays -- who worked together to make this
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INTRODUCTION
Disparities kill.
People die every day in this country from health care disparities.
The life expectancy of an African American runs more than four years shorter than the life
expectancy of a white American. 1 Four years is a lot of years to lose.
Multiple studies have shown higher rates of several key diseases for both African Americans
and Hispanic Americans. There are higher death rates as well for both African Americans and
Hispanic Americans when those particular diseases occur. 2
The risk levels and the death rates for those key diseases are even higher for our Native
American people.
It is absolutely clear from the data that differences among the various racial and ethnic
groups who make up the American population are very real and highly significant. Many people
die every year who would not die if every ethnic and racial group in this country had the same
health care outcomes and the same disease levels as our most healthy groups for those same
diseases.
A major study of health care disparities that was done by the Institute of Medicine (IOM) in
2003 pointed out both patterns of care and care outcomes that differed significantly from
group to group.3 Some studies included in that report had data about care gaps among the
groups that were so significant that they were hard to believe.
In a country that spends 2.8 trillion dollars on care each year 4 -- more money than the total
economies of all but five entire nations 5 -- we should not have those kinds of care gaps and we
should not experience those kinds of outcome differences among groups of people for our care.

Bias, Biology and Behavior
When you drill down into each of the care gaps that exist, it becomes clear that there are
three primary causes for those care differences by group. The three primary causes of those
care differences are bias, biology, and behavior.
All three of those causes have an impact. Sometimes the care gaps we see are the result of
two or three of those causes working together to jointly impact care, and sometimes the
differences we see are the result of just one of those factors. In either case, we need to identify
9

and deal with the relevant causes to reduce the disparities in both care outcomes and
consequences.
We need to recognize the unfortunate reality of bias as a cause of disparities. Bias happens.
There are multiple cases -- several described in this book -- where care differences among
groups of people are simply and directly based on biased decisions made by caregivers. When
African American patients and Hispanic patients are both significantly less likely than whites to
get a pain reliever when having a heart attack, 6 that pattern of care is clearly based on some
level of bias, and it is not based on biology, medical science, or patient behavior. When African
Americans and Hispanics and other non-white children with autism who are seen at the same
major academic treatment centers are 38 percent to 68 percent less likely than whites to see
specialists or subspecialists for nutrition services, gastrointestinal services, neurology or
psychiatric services, there is a clear indication of caregiver bias driving those differences in
care. 7
Sometimes the bias is conscious -- and sometimes the bias is unconscious -- but it is never a
good thing when bias is part of the care process. We clearly, as a nation, need to address both
unconscious and conscious bias as we work to reduce the care gaps and the care disparities we
see in America today.
The most recent National Health Care Quality Report, showing care performance levels for
2012, produced this year by the Agency for Healthcare Research and Quality -- described many
of those care gaps clearly and pointed out that some of the gaps are actually widening rather
than shrinking. 8
The level of bias that exists in too many instances and that too often causes those gaps in
care to happen is not being addressed in any systematic way in this country at this point in
time. The bias problem is real -- but there are no plans to make it shrink or disappear.
Biology is also an important factor.
A number of care differences have underlying causes that are clearly biological. The high
rates of some cancers for some of our population groups seem to stem primarily from biological
issues. The fact that African American women are 47 percent more likely to get multiple
sclerosis (MS) than white women seems to be entirely biological -- although it is not impossible
that there might be some currently unknown behavioral or environmental issues that are
increasing the risk levels of MS in Black women. 9
One of the best examples of biological differences in risk by group came from a study done
by Kaiser Permanente using their electronic medical record database to look at care links and
causality factors.
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The Kaiser Permanente study showed that when pregnant women have uterine infections
during pregnancy, their children are much more likely to have childhood asthma a couple of
years later. The data showed that linkage clearly exists. 10
What makes that important study relevant to this book on care disparities and care
differences is that the Kaiser Permanente researchers also used their data to look at the
variable impact of that set of infections for children of different racial and ethnic groups.
That particular study showed a significant difference in risk level by group. African American
kids were over 90 percent more likely to have childhood asthma if their mothers had that
infection. Hispanic children were 70 percent more likely to have childhood asthma if their
mothers had that same infection.11
White children were 66 percent more likely to have childhood asthma if their mothers had
that infection.12
So there were clear differences in the disease risk levels for each group of children that were
not behavior-based or bias-based in any way for those mothers or for those children.
The most startling finding that resulted from that particular piece of research was for the
Asian American mothers and children in the study. Asian American children actually had a zero
increase in childhood asthma risk if their mothers had that same infection. There was no
additional risk for Asian American children. 13
All of the expectant mothers from all of the ethnic groups were treated by the same Kaiser
Permanente caregivers. They were treated in the same care settings using basically the same
care protocols and the same care approaches.
Likewise, all of the children were seen by the same Kaiser Permanente pediatricians in the
same care settings using the same basic care approaches.
Bias-based care delivery differences were not the cause of that particular risk factor disparity
for those children. Neither was the behavior of the mothers or the behaviors of the children.
The risk factor difference for that medical condition was clearly biological…the second B of care
differences.
That research is one of the reasons why the Kaiser Permanente organization is now
collecting DNA samples from a number of patients who have voluntarily -- with full disclosure
and with full written approval -- agreed to have their DNA used for medical research. One goal
of that research will be to help discover why those kinds of biological differences in risk levels
exist and also to figure out what can be done about them.
In that particular disparity -- the causality factor for the differences by racial and ethnic
group relative to who is more susceptible to the disease clearly links back to biology.
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Behavior Creates Risk Differences
Maybe the most important factor to look at relative to difference in care outcomes and care
process needs, however, is behavior. We can’t change biology -- but we can change behavior.
Patient behavior creates major differences in patient risk levels, in disease incidence, and in
disease outcomes. To end some of the current care disparities and close the care gaps for some
conditions, we need to help patients from each high-risk group successfully achieve healthy
behaviors in targeted areas.
What behaviors need to be changed?
Healthy behaviors that improve care outcomes can be as simple as people getting their basic
medical tests and having their basic cancer screens done.
Most chronic diseases can be steered to better outcomes with early diagnosis and with
ongoing disease monitoring and consistent and continuing treatments.
We know from the data that there are some significant disparities among the racial and
ethnic groups in both of those key areas of patient behavior.
This book will show disparities in early diagnosis levels and disparities in care follow-up by
patients -- with significant care gaps among the groups of patients in some important areas of
care -- like blood pressure control.
Those particular disparities can be ended -- but it takes a clear focus on each group and on
each disparity area to have success in eliminating gaps in those areas of care.
Likewise, there are significant differences in cancer survival rates among the racial and
ethnic groups that relate back to differences among groups in the early detection of cancer.
Again, a major remedy for that particular outcome disparity is to get people from each group to
improve their cancer testing levels. Hispanics, for example, are significantly less likely to have
colon cancer testing done. 14 That difference in behavior by those patients results in a care gap
and in a much higher death rate for the people whose cancer is detected late.
The death rate is significantly higher.
When colon cancer is detected very early in a high quality care setting, the death rate over
five years is less than 5 percent. Ninety-five percent of the patients whose cancer was detected
early are still alive. 15 When colon cancer is detected late, however, and not discovered until it
has reached its more advanced stages -- the death rate for those patients is much higher. Only
12 percent of those late-diagnosed patients are still alive -- on average -- in five years. 16
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Those disparities in care outcomes and those differences in death rates are caused in part by
behaviors. The key behavior change that is needed in that instance to end the care gap among
groups of people is to get all people to have their colon cancer tests done frequently so that
more cancers for every group can be detected at an early stage.
This book describes the impact of those cancer-screening behavioral differences relative to
some key cancers. That is an important area of focus on behavior change if we want to reduce
some of the major disparities in cancer care outcomes that exist today.
The other area of needed behavior change is even more important. We need people from all
groups to have a higher level of healthy behaviors in three key areas. For starters, we need
fewer people to smoke. Smoking is the number one cause of lung cancer. 17 There are clear
differences in smoking levels among various ethnic and racial groups. We need people from all
ethnic groups to stop smoking to reduce the level of that cancer significantly for every group.
The other behaviors we need to change relate to chronic diseases. Chronic diseases drive
more than 75 percent of the costs of care in this country today. 18 Chronic diseases are growing
at an alarming rate for all ethnic groups. Diabetes, alone, now consumes over 40 percent of the
total costs of Medicare, and the number of diabetics in this country is growing to epidemic
levels. 19 Diabetes is the fastest growing disease in America and the risk levels for that disease
are actually higher for Hispanics, Blacks, and Native Americans than they are for white
patients.20
The point we need to recognize is this -- diabetes -- and the other key chronic diseases -- are
all caused primarily by two basic behaviors. There are some biological risk level differences by
group, and there are some neighborhood-related environmental differences that can vary by
group -- but the most important behavior-linked risk differences that result in adverse and
variable outcomes for those diseases happen at the individual patient level. The overall group
level risk differences are increased or decreased hugely for each person by two basic sets of
individual patient behaviors.

Inactivity and Obesity Are the Two Key Drivers for Chronic
Disease
It isn’t very complicated.
Two key behaviors drive almost all chronic diseases. People can change their risk significantly
for those diseases by changing one or two of those behaviors. The two key behaviors that
significantly increase risk levels for individual patients are personal inactivity and personal
obesity.21
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We currently have an epidemic of inactivity in this country. More than half of Americans do
not achieve the minimum activity levels that are needed to be healthy. 22 Obesity is also at
epidemic levels -- with over a third of Americans obese today and a growing number of people
clearly on the way to being obese tomorrow. 23
Both inactivity and obesity significantly increase the risk of our key chronic diseases.24 Both
of those behaviors need to be part of our health strategy if we want to reduce the rate of those
key diseases. We need to increase our activity levels, and we need to reduce our weight levels
in order to reduce our actual disease levels.
The science that tells us we need to increase our activity levels is very powerful and very
encouraging. Walking seems to be an extremely high-value mechanism for improving activity
levels. Walking is something we can assist people to do. The human body is clearly made to
walk and needs to walk to be healthy. It doesn’t take a lot of walking to have a major impact.
When we walk 30 minutes a day, 5 or more days each week, the rate of new diabetes cases
actually cuts in half.25
The diabetes risk level goes down over 60 percent for older Americans when that same level
of walking happens for older individuals.26
Walking that same amount of time also reduces stroke risk for people by over 40 percent,
heart attack risk by over a third, and that level of walking reduces the risk of colon cancer,
prostate cancer, and breast cancer by more than a third.27
Depression levels go down -- and the functional effectiveness of antidepressant drugs can
double -- when people walk that same half-hour a day, five or more days each week. 28
That point about the need for physical activity and the benefits it creates is highly relevant to
this book on care disparities because there are clear risk differences for those diseases by racial
and ethnic group, and one of the best ways of making those differences among groups in
outcomes and incidence levels disappear is to get people in each group to walk.
Likewise, obesity levels have a huge impact on each of those diseases. Helping people who
are obese to eat healthier food and to eat lower quantities of food is clearly also the right thing
to do. Both of those efforts to create healthier behaviors need to be linked to the culture and to
the group behavior preferences of each set of patients, or they will have a much lower
likelihood of success.
Behaviors impact diseases. We need to help the people who are at risk for those diseases to
achieve healthy behaviors -- and we need to do that in ways that work in the context and the
life reality of each patient and each group member.
We also need to deliver best care to each set of patients when patients from each group
incur diseases. We need to eliminate care disparities among groups by significantly improving
14

care for all patients -- and by focusing on the needs of the groups who have a higher risk to
keep that risk from disproportionately damaging those groups of patients.
Can that work be done? Can systematic care improvement for those patients and those
diseases be done successfully in this country today for each group of people? That is an
extremely important question to answer.

The Institute of Medicine Called for Better Data
The highly regarded Institute of Medicine (IOM) taskforce on care disparities a decade ago
offered some thoughts about how disparities might be reduced.29 The report called for better
data about disparities -- because the truth is that we really can’t deal effectively with disparities
until we know exactly what they are and where they exist. The report also called for medical
best practices -- with care protocols based on the best science and applied equitably to all
groups of patients.
Kaiser Permanente has taken that guidance about both best care practices and the need for
better data from that taskforce to heart and has done extensive work to build the database and
the data tools that are needed to do that work. Kaiser Permanente has set up internal
databases that can now identify care disparities and care differences for the 9 million 30 people
who are now served by the Kaiser Permanente care system.
That is a very useful tool kit. It has been the anchor of a significant learning opportunity.
That work wasn’t done in small, isolated silent studies.
It was done with a very large population of patients. The population of 9 million people who
are served today by the Kaiser Permanente care system is bigger than 40 states and 146
countries. 31 It is also a very diverse set of people -- with over half of the Kaiser Permanente
membership coming from one ethnic group or another. There is no majority population inside
Kaiser Permanente at this point in time.
So the work that is being done at Kaiser Permanente to deal with differences in care delivery
by ethnic group and by race are actually highly and directly relevant to the challenge of dealing
with those same issues across all of American health care.
As one example -- one of the programs that was conducted and presented at the most
recent annual Kaiser Permanente Diversity Conference was labeled “Designing Culturally
Appropriate Tools to Reduce Disparities in Hypertension Control and Colorectal Cancer
Screening in Diverse Populations.” That work was based on actual care site experience in doing
that set of work for those sets of patients in significantly large care settings.

15

This book deals at a macro level with health care disparities and care differences across
America. This book also explains some of the approaches that are currently being used at Kaiser
Permanente to improve care for the entire 9 million people and to specifically focus on areas of
performance where there are care gaps and care disparities for specific subsets of Kaiser
Permanente’s 9 million very diverse patients. 32

The Learnings Should Be Useful for Other Care Teams
Kaiser Permanente has been on a learning curve for those patients and those issues for
several years. Mistakes have been made, challenges have been addressed, learning has
improved, and a number of successes have been achieved. This book describes some key points
of that learning and shares some of the conclusions that have been reached about dealing with
those issues in the actual delivery of care.
Hopefully, this book will be useful for others in this country who are going down similar
paths.
Ideally, in future years, other authors inside of Kaiser Permanente will continue to write
about this set of programs at Kaiser Permanente. Future books on these topics could benefit
everyone in health care.
It is clear that we, as a nation, do need to take steps to reduce health care disparities in
America. Those disparities exist and people die because care disparities happen in too many
places. Chapter One of this book helps point out how significant many of these national
disparities are. Chapter Two deals with some care disparities that exist inside Kaiser
Permanente -- and it explains what that organization is doing to deal with those issues. Chapter
Three deals with the changing health care financing and health care delivery environment in
America -- identifying ways that the new approaches to care delivery and care financing can
reduce disparities. Chapter Four deals with some of the guidelines and strategies that Kaiser
Permanente has used to succeed as a prototype accountable care organization (ACO), with a
focus on how to use ACO tools to help eliminate care disparities. Chapter Five deals with the
ways people align with groups that can result in divisive and problematic care -- as well as ways
that people can align collectively to make care better and more inclusive.
Overall, it is a complex set of issues. Everything is, in the end, connected to everything else.
So taking both a big picture look at the full set of issues and a highly focused look at the
learnings of one care system who has focused on those issues is probably the right thing to do
at this point in time. This book attempts to do that in a way that is useful to both policymakers
and practitioners.
Enjoy the book.
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Chapter One
ENDING RACIAL, ETHNIC, AND CULTURAL DISPARITIES IN
AMERICAN HEALTH CARE
Minority patients in America are more likely to wait entire weeks to begin treatment for
breast cancer.33
Delays in treatment definitely increase the death rate for those minority patients. 34 The
screening rates for breast cancer, colorectal cancer, and cervical cancer are also significantly
lower for our minority populations. 35 Lower screening rates also increase the death rate -because late stage cancers are much more difficult to cure than early stage cancers.
Minority patients are also significantly less likely to be diagnosed for depression -- and when
minority patients are diagnosed with depression, those patients are significantly less likely to be
treated for their depression. 36
Minority patients whose kidneys fail are significantly less likely than white patients to have
been under the care of a kidney specialist prior to the failure of their kidneys. 37
Black patients are not only significantly less likely to have had specialist care before their
kidneys failed, Black patients are also more likely to develop end-stage renal disease (ESRD)
than white patients.38
Black patients are 1.3 times more likely to have a stroke -- and 3 to 6 times more likely to die
from their stroke. 39
According to the National Health Care Quality Report 2012 -- released in 2013 by the Agency
for Healthcare Research and Quality -- health care outcomes, care quality, and access to care
are all falling below our national goals in a number of key areas for our entire population. 40 To
make matters worse, patient access and success levels for basic treatment in too many areas of
basic care are actually lower for minority patients than for white patients in America. The rate
of hospital admissions for uncontrolled diabetes, for example, is significantly higher for both
Black and Hispanic patients -- compared to white patients -- and the death rate is higher for
those patients. 41
Research has also shown that both Black and Hispanic patients who have heart attacks are
less likely than white patients to have received timely treatments42 and are significantly less
likely to have received a painkiller early in the care process.43 Several studies have shown
significantly lower and slower support for pain control for both Hispanic and Black patients. For
basic care access, a number of studies have shown that Black and Hispanic patients are less
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likely to receive coronary artery bypass surgery -- half as likely in one study -- for minority
patients whose care needs were a good fit for that surgery. 44
Multiple studies have shown us that access to health care resources and health care
processes is not the same for all patient groups across this country and that Hispanic and Black
patients tend to have reduced access to a number of care procedures.
Black, Asian, and Hispanic patients are all also significantly less likely to have a “usual
primary care provider” than white patients. 45
That is a very expensive care shortcoming.
Most care costs and care issues in this country today result from chronic disease. Care
outcomes for most chronic diseases tend to be improved when patients have both a primary
care provider and easy access to their care team. Both easy access and a “usual” primary care
provider were less likely to happen for our Hispanic, Black, and Asian patients. 46
Diabetes is a problem for all of our ethnic groups. It is now the fastest growing disease in
America. The rate of diabetes is higher for our Hispanic and Black populations, and it is much
higher for our American Indian populations. 47 Our Alaskan natives are 2.3 times as likely as
white adults to be diagnosed with diabetes.48
In recent years, African Americans have accounted for a major percentage of the new
HIV/AIDS diagnosis. Black patients and Hispanic patients both tend to have a death rate from
that disease that is 50 percent or more higher than the death rate for white patients with that
disease in most care settings. 49
Hispanic women have an incidence rate for cancers of the cervix that is 1.38 times the rate
for white women, and those patients also have a death rate that is 1.32 times higher than the
death rate for white patients with the same disease. 50
The health problems of our Native American populations are so significant that those issues
deserve their own book.
Overall, there are a significant number of examples of care outcomes and care process
disparities and differences that are becoming increasingly obvious to the people who are
keeping track of the health status of our populations. Data about those care differences is
obviously important information to have.
It is clear that we should be taking a long and clear look at our care delivery processes and
approaches so we can figure out how we can deliver the right level of care to all patients,
regardless of their race, gender, or ethnicity.
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There Are Differences and There Are Disparities
When we look at the broad array of available data about comparative care outcomes and
care processes, it is clear that there are some significant differences in outcomes and
approaches that need to be both understood and responded to by us as a nation if we are truly
concerned about the wellbeing of all of our citizens. There are obvious differences in several
areas of care. We need to understand why those differences exist. We also need to understand
what we should be doing about each of the differences. Where measureable differences exist,
we need to look very directly at each of those differences and we need to understand what the
relevant factors are for each difference. The differences we see among patient groups are not
identical from disease to disease and they are clearly not identical from group to group.

Biology, Behavior and Bias All Create Care Differences
The differences -- when we study them closely -- obviously have a variety of causes. Three
causes, biology, behavior, and bias -- tend to have the most impact. Biology, behavior and bias
all create differences in care delivery and care outcomes. We need to understand which of
those differences we see among groups of patients relate to differences in behavior, which
relate to differences in biology, and which relate to actual disparities in care delivery, disparities
in care access, or are the result of deficient and biased approaches to delivering needed care.
All of those causes for care delivery differences exist. We need to know which set of causes are
relevant to each disease and each health condition so that we can address each cause in the
most effective way.
Bias is clearly a factor we need to understand more clearly and address very directly when it
is a cause for the differences in care. Clearly, bias results in a number of care delivery
differences that are not based on the medical science and best practices for individual patients.

Behavior Differences Are Important to Understand
Behavior differences are also extremely important differences to understand.
Variations in behavior cause variations in disease risk and disease development. There are
several categories of behavior differences.
We very much need to understand which of the differences in care or care delivery are
linked to behavior. We clearly need to know when any of the relevant behaviors that cause
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differences in care outcomes or processes are caregiver behaviors. We also need to know when
the behaviors that cause differences in care delivery or care outcomes are patient behaviors.
The answers are not as simple as one might think when first looking at the issue. When Black
men who are having a heart attack are half as likely to be given a pain reliever early in the care
process, 51 that set of data about caregiver behaviors can indicate the existence of either
intentional or unintentional bias causing disparities in care delivery. For that set of differences
in care, the behaviors that are relevant to creating the problem are the behaviors of the
caregivers whose biased decisions about care create those care disparities.

Disparities Are Inappropriate, Unfair and Bad
Disparities, in that sense, are behavioral differences in care delivery that are inappropriate,
unfair, and either intentionally or unintentionally biased against a given set of patients.
Disparities are bad. Disparities reflect choices that are made -- for one reason or another -against the self-interest and the best interest of a given set of patients. Denying vaccines to
minority patients would be a behavioral disparity. Not testing minority patients for diabetes in
order to avoid having to diagnose and treat diabetes for those patients would also be a
disparity.
Being less likely to get a pain reliever or a medical procedure for a particular medical
condition based on your race or your ethnicity group falls under the heading of care bias
disparity. Medication differences of that sort are not a care difference. They are a care
disparity.
But the fact that we know that Black women are roughly 70 percent more likely to become
diabetic 52 is less the result of care delivery disparities than it is the basic reflection of both
biological and behavioral differences for the groups of patients involved. In those instances, we
need to address the behavioral differences of the patients -- not the caregivers -- and we also
need to reflect and respect the higher levels of biological risk of each group of patients for
those diseases in our disease detection, prevention, and treatment programs.

Patients Behaviors and Care System Behaviors
Behaviors cause some diseases. Other diseases are caused by biology. Black women are 47
percent more likely to get multiple sclerosis (MS). 53 We know that to be true.
If there are any behavioral underpinnings of any kind that might be triggering the higher
level of MS that happens for Black women, those causes or those triggers that might increase
risk levels for those women for MS are not known. Those differences in the MS rate -- with
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Black women much more likely to get the disease -- are probably entirely biological instead of
behavioral. But for diabetes, the situation is obviously much more complicated. We know for a
fact that certain ethnic and racial groups are much more likely to become diabetic than other
ethnic and racial groups. There are clearly biological risk factors. But we also know that the
biological factors are heavily influenced by patient behaviors. We know that the behaviors of
people in each of the higher risk groups can change the risk levels for people in those groups
significantly. Diabetes is a great example. We know that individual people in the high-risk
groups for that disease can increase the likelihood of personally getting that disease
significantly by being physically inert and by being significantly overweight. Behavior is highly
relevant for both of those issues. Weight and activity levels are both behavior-based differences
that change the risk status for individual people. We know that when people have higher
activity levels and when people weigh less, the risk of diabetes drops -- by more than half.54

Behaviors Trigger Diabetes
Behaviors clearly trigger diabetes. We know that to be true. The science is pretty clear. Both
unhealthy eating and unhealthy inactivity trigger that disease. Both of those factors are
extremely important. Most people don’t understand how important basic activity levels are to
diabetes prevention. As noted in the introduction to this book, the correlation between
inactivity and diabetes is incredibly strong. A person who walks thirty minutes a day, five days a
week is half as likely to become diabetic as a person who does not walk at all or who rarely
walks. 55 A person who is inert is much more likely to become diabetic. That is true, regardless
of the person’s weight. Thin people who are completely inert can actually have a higher chronic
disease level than overweight people who walk regularly. 56 Fit beats fat as a risk factor. Both
activity and obesity increase the risk of becoming diabetic, however, and you can reduce the
number of people who become diabetic with behavior changes that cause people to be
consistently active and weigh less.
That set of factors has to be understood in light of the obvious differences in risk for
diabetics that exist for different ethnic and racial groups. We obviously need to help our
minority populations improve both activity levels and healthy eating levels if we want to stop
the epidemic of diabetes from hurting even more people.
That knowledge base about the impact of those behaviors is part of the patient-focused,
culturally competent solution set we need to discover, develop and enhance -- so we can deal
most effectively with the difference levels that exist for diabetic care for each group of people.
We also need to improve our skill sets and knowledge base so we can also significantly reduce
the actual care gaps that exist between the various groups for patients who do have diabetes.
Care delivery disparities exist, and they obviously add another level of complexity to the
issue. We know that African Americans who have advanced diabetes and kidney failure are, on
average, significantly less likely to have seen a kidney specialist before their kidneys failed. 57
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Seeing those specialists in a timely manner can actually lead to better care. That better care can
help keep a patient’s kidneys from failing. A group of people whose kidneys failed because they
did not have access to those specialists can fall under the category of care disparity.
But having kidneys fail because the diabetic patient is obese and inert falls more under the
category of patient behavior-induced care outcomes rather than outcomes that are being
caused by disparities or by bias in care access or care delivery. We will not succeed in our goals
of better diabetic outcomes if we focus only on the part of the problem that is caused by care
disparities. We need to focus on the overall, targeted outcomes we want for those patients,
and then we need to deal with all of the relevant factors -- including biology and behaviors -- as
a total package of issues rather than being focused ideologically, functionally, or politically on a
subset of the package.

We Can Reduce Care Costs by Making Care Better
For us all to be as healthy as we each can be, we need a combination of personal behaviors
that can help each of us reduce known risk. We also very much know that we need best care to
help cure or minimize the damage that we each suffer when we do have diseases and then
need to have those diseases treated. We need to hold the care system to a high level of
expected and consistent performance when we each need care.
We need fewer kidneys to fail and we need fewer congestive heart failure patients and
asthma patients in the emergency room. We obviously need to coach patients to take the steps
needed to reduce the risks of their own health care problems, and we need to help caregivers
deliver the right care when health care problems exist.
If we do that entire package well, we can reduce health care costs in the United States by
making care better. Many people do not know that result can and should happen. Most of the
time, for most medical conditions, better care actually costs less. One percent of the people in
this country create 20 percent of all health care costs. Five percent of the population creates
nearly 50 percent of all costs. 58 We all know that care costs are not spread evenly across the
entire population. We all know that it is much less expensive to prevent a kidney failure than it
is to do a kidney transplant. The kidney failure that requires a transplant puts people into that
1-percent high cost category that consumes so many of our health care dollars. It is much
better to do interventions with several categories of patients to help keep those patients out of
that 1-percent category. It is particularly important to do those interventions for our minority
patients who the reports all show are much more likely to have their kidneys fail and then die
from that disease.
We need to look at real cost numbers as we build our plans to improve care in America for
all groups of people. As noted earlier, roughly 70 percent of the costs of care in this country
relate to chronic conditions -- like diabetes, asthma, and congestive heart failure.59 The burden
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of those diseases also all tend to fall more heavily on our minority patient populations. That
burden is exacerbated for many of our minority patients by the fact that the current lack of care
delivery resources that are available for many of our minority patients makes early intervention
for far too many of those patients relative to those key diseases much less likely to happen. So
we have disparities in the availability of care resources for groups of people.

Insurance Disparities Exist as Well
We also face some significant intergroup disparities relative to health insurance today.
Health insurance disparities clearly exist.
The current lack of health insurance for far too many minority Americans is a significant
disparity in its own right. As we look at areas where we can differentiate disparities from
differences, health insurance has long been an area of significant -- and functionally relevant -disparity. Over half of the uninsured people in this country today are minority. 60 In some very
diverse states -- like California -- over 75 percent of the uninsured people are minority.61 There
is a clear and functional relationship between being insured and getting needed care for many
patients. Not having insurance coverage to pay for care creates significant disparities for some
people relative to having access to care -- particularly access to the levels of primary care where
both early interventions and provider coached, patient-focused, patient-targeted behavior
changes can significantly reduce the burden of those diseases for specific patients and groups
of patients.

The Health Reform Law Is Intended to Reduce Insurance
Disparities
That particular historical disparity relative to a high percentage of American minorities being
uninsured will be significantly alleviated for many people at the beginning of next year. Those
disparities will shrink for many people on January 1 because the new Affordable Care Act has an
aggressive and extensive program that will extend coverage to many of our poorest Americans.
Medicaid will be significantly expanded in many settings. Those Medicaid expansions will
help a lot with the current disparities problem in those states that decide to expand Medicaid.
Our current national Medicaid program covers many of our poorest citizens now -- but
Medicaid is not a comprehensive program today for all poor Americans.
People of color are disproportionately likely to continue to face coverage gaps due to state
decisions not to expand Medicaid. In states that do not expand Medicaid, poor, uninsured
adults will not gain a new coverage option and likely remain uninsured. People of color make up
23

the majority of uninsured individuals with incomes below the Medicaid expansion limit in states
that are not moving forward with the expansion at this time.62 Moreover, nearly half of all
uninsured people of color with incomes below the Medicaid expansion limit reside in states
that are not currently moving forward with the expansion.63 Disparities in coverage and care
are likely to persist in states that do not expand Medicaid due to continued coverage gaps.
The new Medicaid program that will begin next year in most states will cover all citizens who
are just above and below the official federal poverty level. It isn’t entirely clear yet how many
states will expand their Medicaid programs at this point. The current coverage disparities issue
will not be significantly reduced in those states that do not expand Medicaid. In most of the
states where the planned Medicaid expansion will happen, however, the majority of the newly
enrolled Medicaid-eligible people will be minority patients, and that will directly reduce the
insurance coverage disparity trends.

The New Insurance Exchanges Will Benefit Low Income People
as Well
As noted above, not all states will expand Medicaid. All states will, however, put in place
new health insurance “exchange” markets for individual insurance coverage. Those new
“exchanges” will provide access to subsidized coverage for low income people in all states. In
some states, the new subsidized insurance market will supplement the expanded Medicaid
programs. In other states, Medicaid will not expand, and the new exchanges will be the only
program that helps reduce the current coverage disparity gaps. All states will have the new
exchanges in place, however, and the exchanges will all provide subsidies for lower income
people who decide to buy private health insurance through the exchanges. Those exchanges
will be a very different way of buying individual health insurance.
The new insurance exchanges will offer competing private health plans as choices to all
Americans who want to directly buy health insurance. In the past, people who wanted to buy
individual insurance coverage in this country almost always needed to pass a health screen that
was set up by each of the health insurance companies. The new law eliminates those health
screens for the purchase of individual health insurance. There will be no health screens used by
insurers in the new exchanges. Everyone in this country who wants to buy individual health
insurance will now be able to buy that insurance, regardless of their current or past health
status. The disparity issues that exist today for health insurance coverage will be helped
significantly by the new exchanges because low income people who decide to buy their own
health insurance through their local exchange will receive a subsidy from the government to
make their premiums more affordable. A slight majority of the low income uninsured people
who will have an opportunity to buy that subsidized insurance in most states will be from our
minority populations.
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The Premium Subsidies for Lower Income People Will Be
Significant
The premium subsidies available in the exchanges will be significant. They will pay most of
the premiums for the lowest income people who buy coverage in the exchange. That subsidy
approach will, of course, make premiums much more affordable for many low income people.
That process and that program are not yet in place. The exchanges are being built, however,
for January 1 effective dates. When they are in place, some of the current disparities that exist
in insurance coverage by race and ethnicity should be reduced.
It’s not known yet how many low income people will enroll in the exchanges. The actual
number of people who will be eligible for the expanded Medicaid coverage also isn’t entirely
clear yet -- but the numbers in both programs will be significant, and that new coverage agenda
clearly should help narrow the gap and reduce the number of people who will face the disparity
of being uninsured.

Guaranteed Access to Insurance Does Not Create Guaranteed
Access to Care
Those two insurance coverage expansion programs will not deal in any way with roughly 10
million currently uninsured people who are undocumented non-citizens. 64 But the newly
subsidized insurance coverage and the major new Medicaid expansion could make a significant
reduction in the number of uninsured citizens. Minority enrollment in those programs will help
people get guaranteed access to insurance coverage -- but not, necessarily, guaranteed access
to actual health care.

Access to Coverage Doesn’t Create Access to Care
Access to actual care will not be guaranteed by the fact that people have become insured.
Access to coverage does not guarantee access to care. The newly insured people will still need
to find care sites and caregivers. In a number of areas, the number of care sites that will be
available to the newly insured people may well be inadequate.
So ending coverage disparities would not end care disparities -- but reducing those
disparities in insurance will significantly give the country a much better chance of eliminating
disparities in care.
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Some Care Gaps Are Widening
That set of circumstances and those changes in who will be insured next year in America
obviously raises an interesting and important set of questions for us all -- in addition to creating
some important opportunities. We need to take advantage of the opportunities to help end
disparities in care. Disparities will continue to exist. So will differences in care delivery and
health status. The data that shows significant differences in care levels, disease burdens and
care outcomes between various racial and ethnic groups is both clear and compelling. Those
differences and disparities truly exist, and they will continue to exist. As noted earlier, The
National Health Care Quality Report for 2012 -- released this year -- said that the care gaps
between some of the groups in some key areas of care delivery are widening rather than
narrowing.65
If some care gaps are widening -- and if we really do believe as a nation that we should have
a health care strategy, infrastructure, and an overall collective commitment to having the right
care for each segment of our population -- then we need to look to see what strategies we can
put in place to help us meet our overall goals of better care for all Americans.
The truth is we can’t just make isolated changes in some areas of care delivery and hope to
either reduce care disparities or improve care.
We need to make some significant changes in the way we deliver care to fully achieve those
goals.

We Need Better Systems, Approaches, and Tools
This is actually a very good time for us to make some meaningful changes in the way we
deliver care. That very powerful and well-researched IOM report that was written in 2003
about the issues we face as a country relative to care disparities said at that point in time that
we need to make some significant changes in the systems, approaches, and tools we use to
support care in order to create real improvement relative to many areas of care disparities.66
The experts who created that 2003 report said we need better data, we need data by ethnic
groups, we need data about a wider range of care delivery functions and areas, and we need
better care support tools. They said we needed medical best practices, and we need those best
practices consistently applied across all groups. The authors of that pioneering and insightful
2003 report were entirely correct. We do need some better tools, and we very much need
significantly better and timelier data to deal effectively with most care disparities and most care
improvement issues. Fortunately, we are currently in a time of great change and innovation for
care delivery, and it is possible now -- for the first time in the history of care delivery -- to make
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some real changes that can make care better, more accessible, more affordable, and even more
equitable for the patients of this country. This is a good time to improve care.

The Science and Practice of Care Is Getting Better
The science of care is actually getting continuously better. The tool kits that are being used
to support care delivery are getting much better. Electronic medical records, remote
monitoring tools, and new electronic connectivity tools are all offering us new ways of thinking
about care delivery that were not available to us just a few years ago. Electronic medical
records are now giving us much better data about both individual patient care and about
effective population care. We now can keep track of both patients and populations of patients
in much more effective ways. We are currently poised at the edge of a possible revolution in
both care connectivity and care improvement.
This is a very exciting time for care delivery -- and the good news for the issue of care
disparities is that the entire new array of tools and services can and should be used to help us
deal more effectively with the issues that we now face relative to both care disparities and care
differences in American health care. Progress in all of those areas is now possible in ways that
real progress functionality could not happen back in 2003 when that particular report was
written. Those authors were ahead of their time -- but their dream can be actualized today.
That isn’t a hypothetical, speculative, or wishfully optimistic statement about the possibility of
care improvement today. That statement about the possibility of real progress today is a belief
that is based on some real-world, site-specific applications of several of those tools over the
past couple of years in ways that have helped caregivers accomplish those exact goals and do it
in a systematic, process-supported care environment.
The people who wrote that very powerful report said that care delivery would need better
data, information flows that could be delineated to identify and focus on performance
differences by race and ethnicity, and a higher dependence on medical best practices with best
practices consistently applied for all people and all groups of patients. Those thinkers were
entirely correct. That approach does work. The good news today is that we now have a realworld experiment that involves 9 million very diverse people who are being served today with
the basic care support tool kits that were envisioned in the 2003 report.
That diverse population is the 9 million people who are now served by the Kaiser
Permanente care system. 67 As the introduction to this book pointed out, that care system has
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made an explicit and direct commitment to ending disparities in care delivery for the 9 million
people it serves, and it is using some of the very tools that were described and recommended
by the 2003 IOM report on health care disparities to do that work.
Kaiser Permanente has done some learning about those tools over the past several years.
One learning is that it isn’t enough to simply put the tools in place and hope that care gets
better. Electronic medical records on their own and by themselves cure nothing. They aren’t
magic. They are tools.
Those tools need to be used, and they need to be used well -- but when that happens,
disparities can be reduced, and the care differences that still exist can be care differences that
are appropriate to the patient and functionally represent best care.
That targeted disparity-reduction work that has been done over the past several years at
Kaiser Permanente needs to be better understood. That is the purpose of the next portion of
this book.
Care disparities and differences exist in the U.S. We all know that to be true. People die
every day because those disparities happen. It should be unacceptable to us as a nation to
continue to have those huge differences in care outcomes -- and a four-year difference in the
lifespan of people based on their race or ethnic group should not be acceptable to us as a
country.
We need to look at the ways we can improve care for everyone and at the ways we can
reduce disparities in care delivery and key outcomes. Care gaps should not happen.
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Chapter Two

KAISER PERMANENTE SET CARE DISPARITY ELIMINATION
GOALS
As the last chapter noted and as the introduction to this book pointed out, a real-world test
of the 2003 disparity report recommendations to use a combination of group-specific data,
focused care support tools, and medical best practices that are aimed specifically at reducing
disparities in care is happening today at Kaiser Permanente. Kaiser Permanente is a health care
delivery and financing organization that serves more than 9 million people. 68 The people who
are served by Kaiser Permanente constitute one of the most diverse patient populations in
America. The Kaiser Permanente membership is currently more than half minority. 69 In the rest
of the country, about 30 percent of all patients today are from minority groups.70 More than
half of the patients who get care in the Kaiser Permanente care system come from one minority
group or another. So Kaiser Permanente is not only a useful setting for looking at care trends
today, Kaiser Permanente already looks like the rest of America will look in a decade or two.
Kaiser Permanente has already recognized a broad range of implications that can result from a
high level of patient diversity, and the care teams have worked both strategically and
functionally to directly address multiple issues that relate to care differences and to disparities
in care delivery. The care teams at Kaiser Permanente have been able to do that work with a
robust set of care support tools. The new databases and tool kits also reflect the new tool kits
that will be available relatively soon to support care in other care sites across the country.
So Kaiser Permanente is a diverse care system serving a very diverse set of patients and
doing that work using a set of computerized care support tools that are likely to be the next
generation of care support tools. In that context, addressing care disparities has been a high
priority.
A wide range of issues relating to care disparities, care differences, and various methods of
dealing with delivery processes and delivery issues for various groups of people have been the
focus of very serious thinking and careful planning at Kaiser Permanente. That has been true for
the past several years. This has been an important and pioneering area of work for care
delivery. That will be a useful model and experiment for American care sites. That work has
been a high-value learning experience for the Kaiser Permanente care teams who do that work.
It has been very useful and educational to record, monitor, and utilize the results. Kaiser
Permanente has been very directly addressing the multiple challenges and opportunities that
are presented by a complex and changing care environment and a diverse set of patients.
Why did Kaiser Permanente do that work?
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Kaiser Permanente is functionally accountable for both the care and the health of more than
9 million people. That is obviously a major and large-scale commitment to population health.
The Kaiser Permanente organization decided to set an official and very specific goal of
eliminating internal care disparities for the 9 million people who are served by that organization
several years ago. The Kaiser Permanente care teams have been using their resources, tool kits,
and a wide of array of care expertise to accomplish that goal.

Addressing Disparities Has Been a Process of Continuous
Learning
That work has been a process of continuous learning. As a result of that commitment and
that agenda, Kaiser Permanente now has had several years of learning, experimentation, and
process improvement operational rollouts that are worth describing, sharing, and explaining to
the rest of the health care world at this point in time.
A number of policy experts who have focused over the years on various aspects of caredisparity issues have tended to look at the overarching issues of care differences and at care
disparities from a theoretical, academic, high level, often only vaguely functional macro policy
perspective. That kind of macro analysis and theoretical thinking is good work to do -- but those
efforts usually do not change the actual delivery of care in any functional care site. Kaiser
Permanente, by contrast, has looked at those same sets of issues very explicitly and very
directly from the highly immediate and very practical perspective of being -- at its core -- an
operational care delivery organization and a functional infrastructure of care. That work that is
being done on those care disparity and core differences issues at Kaiser Permanente in the
context of that care infrastructure may well be somewhat useful to other caregivers across the
countries who are actually wrestling with those same sorts of issues from a functional and
operational perspective.

Kaiser Permanente Is a Large-Scale Microcosm
The rest of the country is becoming more diverse. That fact of our increasing diversity was
cited again as a key issue for us all to think about in the newest federal study of care gaps in this
country -- The National Health Care Quality Report 2012. 71 That study suggested that our
increasing diversity as a nation should call for us to increase our focus on eliminating intergroup
disparities in care. As noted above, Kaiser Permanente already has over half of its patient
population from one minority group or another and is dealing with those issues now.
In addition to having a diverse set of patients, Kaiser Permanente is serving all of those
diverse people in the functional context of being a basically self-contained care and financing
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system. This is an important fact to understand because it creates great opportunities for
structured care improvement processes. Kaiser Permanente doesn’t just “insure” care. Kaiser
Permanente actually delivers care -- from its own internal, vertically integrated care system. It is
very important to understand the pure functional fact that Kaiser Permanente is a somewhat
unique care delivery organization. Kaiser Permanente is, in fact, an almost unique combination
of care delivery and care financing. Kaiser Permanente enrolls those roughly 9 million members
in a health plan, and then provides care to those 9 million people primarily through care
delivery sites that are owned and operated by Kaiser Permanente.72

The Kaiser Permanente Workforce Is 58 Percent Minority
Kaiser Permanente has about 180,000 internal employees -- with over 160,000 of the Kaiser
Permanente people involved in delivering care or supporting the people who deliver care. 73 It is
also important to note that the workforce at Kaiser Permanente is even more diverse than the
patient base.
Roughly, 58 percent of the people who are working at Kaiser Permanente today come from
one minority group or another. 74 In other words, the workforce at Kaiser Permanente today
looks a lot like the total workforce of America will look like in relatively a few years. A major
workforce change will actually happen relatively quickly for the rest of America because a
majority of the young people who will be entering the American workforce over the next few
years will be coming from one minority group or another. Kaiser Permanente has achieved that
level of minority workforce already and can also serve as a template and a model for the impact
of diversity on the care delivery workforce.
Kaiser Permanente is not a small organization. That fact also makes this set of work relevant.
The disparity-reduction and gap-closure work that is being done at Kaiser Permanente has not
been done in isolated and small care sites. Kaiser Permanente is actually one of the larger
hospital systems in the country -- with 38 licensed hospitals. 75 It is also one of the larger care
site owners in the world -- with roughly 630 owned and operated care sites. 76
Two of the seven Permanente Medical Groups are the largest private medical groups in the
world. 77
Kaiser Permanente owns labs, pharmacies, imaging centers, and multiple other categories of
care sites. The Kaiser Permanente laboratory system runs roughly 81,000 tests every day 78 -and the pharmacy system fills roughly 200,000 prescriptions a day. 79
It was noted earlier that Kaiser Permanente serves more people as a care system than 40
states and 146 countries.80 Total revenues at Kaiser Permanente exceed $50 billion a year. 81
That money is almost entirely collected in monthly premium payments from each patient.
Collecting money through premiums is a very different cash flow approach than the cash flow
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used by most other care organizations in America. Most other care sites sell care by the piece -not by the package. The standard piecework business model for American health care involves
having all revenue for each care site collected from a fee schedule -- with separate bills charged
by each care site to each patient for each piece of care. The rest of health care tends to use that
very basic piecework payment model, and most care sites sell care entirely and only by the
piece. Kaiser Permanente primarily uses a lump sum cash flow model, and the cash flow at
Kaiser Permanente is not based on selling pieces of care.
So overall, Kaiser Permanente is large and basically self-contained as a care delivery
infrastructure -- and Kaiser Permanente has a revenue stream that buys entire packages of care
for groups of patients rather than just having individual patients paying for individual pieces of
care. The Kaiser Permanente model may also be the future model for care financing. Health
care reform efforts for the country are attempting in many ways to create a similar cash flow
model for other care sites. Those issues and those efforts are addressed more directly in the
next chapter of this book. The reality today is that the integrated care delivery structure and
the packages of care and cash payment cash flow approach has allowed Kaiser Permanente to
put in place an extensive set of care tools that do not exist in most other care settings. That
new tool kit includes what is probably the largest electronic medical record support system in
the world as a care support tool for its caregivers. Kaiser Permanente now has an electronic
medical record in place for all 9 million of its patients.
That massive electronic health record care support system supports the function of allowing
each doctor to have all of the medical information about each of their patients available to the
doctor in real time when the information about each patient is needed by the doctor at the
point of care. The rest of American health care is currently moving in basically that same
direction -- with the goal of having electronic data about each patient in place in each care site
in this country relatively soon. Significant progress is being made in that regard in many
American care sites. Care information about each patient is being computerized in a rapidly
growing number of care settings across the country. Kaiser Permanente has already achieved
that foundational, operational, and functional status as a fully computerized care system, and
the care team uses those tools to support care delivery today. That has also been an important
part of the learning process. Kaiser Permanente is both developing and refining the operational
use of that new information resource, and that new care-support tool kit in an internal process
of continuous improvement.

Top Quality Scores
In total, Kaiser Permanente has built a very useful tool kit for its caregivers that really does
improve care delivery. The work that has been done to date to help improve care delivery using
those new tools has resulted in dozens of health care quality scores where the highest scores in
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the entire country -- and, therefore, probably the highest scores in the entire world -- are now
at Kaiser Permanente.
That information about Kaiser Permanente and that new care support electronic tool kit that
is being used at Kaiser Permanente is relevant to this book about health care disparities, and it
is relevant to the differences in care that exist today among groups of people in this country
because the Kaiser Permanente experiment proves that the 2003 IOM taskforce authors were
correct about the need for tools to end disparities. The IOM disparity team identified some key
tools that they believed would be needed to reduce disparities in care. Kaiser Permanente has
invested more than $4 billion to put those tools in place and to learn how to use them. 82
In other words, the process of systems rollout at Kaiser Permanente has shown that the IOM
authors were correct, and that we do need the bulk of those tools to be in place in order to
reduce many of the care gaps that exist in care delivery in this country. We can’t reduce the
gaps in care without care improvement tools, and when those tools are in place, care can be
improved.
The IOM report called for better tracking of care data by race and ethnicity.
Kaiser Permanente is doing exactly that -- recording care delivery and care performance data
by race and ethnicity. The charts shown later in this chapter show the care levels for various
ethnic and racial groups of patients, and that data shows some performance gaps among
patients of different races and ethnicities that were not expected. The data showed that gaps in
care outcomes and processes can happen even in a fully integrated care delivery infrastructure
that is committed to having no care gaps of any kind.

Kaiser Permanente Is Highly Diverse -- at Every Level
It was particularly surprising to learn about those gaps because there is no majority group
today inside Kaiser Permanente for the Kaiser Permanente staff and care team. Fifty-eight
percent of the caregivers and the workers today and more than half of the patients at Kaiser
Permanente are minority. 83
Kaiser Permanente has a diverse staff, a diverse patient base, and Kaiser Permanente also
has a very diverse senior leadership group. That leadership diversity is also an important point
to mention in discussing the disparity issues that were discovered when the data was reviewed.
There are a number of organizations in this country that currently have a diverse overall
workforce. The pattern of diversity in most companies is that they are fairly diverse at the very
front level of the workforce, but they are increasingly less diverse when you get to the senior
leadership levels. The corporate board rooms of America, for example, tend to be
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overwhelmingly white and overwhelmingly male. So are the executive suites of most major
American companies.
That isn’t the pattern at Kaiser Permanente.
Last year, there were eight regional presidents at Kaiser Permanente who were responsible
for the eight health plan regions. Only two of the eight presidents were white males. Kaiser
Permanente had three group presidents. None were white males. The chief operating officer
last year was African American, and the chief financial officer was a woman. 84 As was the
controller. The board of directors last year was also only 40 percent white male. 85 In a world
where the board of directors of those organizations that have more than $50 billion in annual
revenue tend not to be very diverse -- Kaiser Permanente has a highly diverse board, a diverse
leadership team, a diverse workforce, a diverse patient base, and a diverse membership. As
noted earlier, that level of diversity makes Kaiser Permanente almost a perfect template and
setting to look at some of the key issues that relate to growing levels of diversity in American
health care and in America as a nation.

That Diverse Organization Rates Number One in Multiple
Performance Areas
How well does that very diverse organization function and perform compared to the rest of
American health care on various categories of service and care quality? Some people in other
organizations have expressed concern about the impact of growing diversity on the
performance levels for their organizations. The opposite result has been the reality at Kaiser
Permanente. That very diverse blend of people in the Kaiser Permanente workforce has earned
some important quality and service recognitions for both caregivers and health plans. The care
and service levels at Kaiser Permanente often rate at the number-one level for the entire
country.
As one example, Medicare officially rated all health plans in America last year using 55
measures of quality and service. Medicare used that 55 data-based measure set to judge all 563
Medicare health plans across the country on a scale of one star to five stars. 86 The plans with
the best quality and the best service scores in the country were awarded five stars by Medicare.
The worst plans in the country received one star.
Only 11 health plans in the entire country were awarded all five stars by Medicare.87 Kaiser
Permanente had all eight regions included in that scoring system. Seven of the eight Kaiser
Permanente regions earned all five stars and the eighth region earned four point five stars.88
Likewise -- J.D. Power and Associates rated all commercial health plans for their performance
levels last year. For each of the larger Kaiser Permanente regions, J.D. Power and Associates
rated the Kaiser Permanente plans number one in service. 89
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The Leapfrog Group is a national organization that does an overall safety rating of American
hospitals. The Leapfrog group rates hospitals from A to F, based on their relative safety. 90
Thirty-six of the thirty-eight Kaiser Permanente hospitals were given A ratings. The other two
hospitals received B ratings. 91
The Joint Commission has adopted a couple of Kaiser Permanente care innovations as best
practices, and The Commission rates Kaiser Permanente hospitals highly. 92
Several other awards for quality, service, creativity, and functionality are listed in the
appendix to this book. The top scores that were given by the Healthcare Information and
Management Systems Society (HIMSS) annual review of hospitals computerization success
across the country went to 66 out of 4,000 total U.S. hospitals. Kaiser Permanente hospitals
made up 36 of the 66 top HIMSS-rated hospitals. 93 Kaiser Permanente is the only health care
organization to be recognized with the top Uptime Award for its computer systems
availability94 -- and a major Kaiser Permanente data processing site is the only healthcare LEED
Platinum-certified data site in the entire country. 95
Satmetrix rated Kaiser Permanente as having the most credible brand among its members of
any major health plan in the country. 96
So the answer about the relative performance levels that are being achieved by the highly
diverse Kaiser Permanente organization is that a highly diverse health plan and care system
with a highly diverse staff, a highly diverse membership, a highly diverse leadership, and a
highly diverse patient base has ended up being recognized repeatedly as being among the very
top performers for the entire nation in multiple objective competitive scoring situations for
both care quality and care and health plan service levels.
Diversity is clearly an asset and a strength for Kaiser Permanente performance. In that
context, it is entirely understandable that the care team leadership at Kaiser Permanente set
the goal several years ago of not having any disparities in care delivery outcome levels for any
groups of its patients.
To achieve that goal -- and to clearly focus on any health care differences and disparities that
might exist -- Kaiser Permanente very strategically added ethnic and racial group categories to
its internal reporting for multiple issues of quality and service. Kaiser Permanente keeps track
of about 75 ethnic and racial categories in its recordkeeping. 97 Adding that data to the
electronic health record system was a very important thing to do. Kaiser Permanente isn’t
limited to looking at just the macro, overall performance levels for major areas of care delivery.
That macro and blended performance data for all patients is how most care systems and health
plans record data. That blended data approach is functionally insufficient to identify real care
differences and real care disparities and to identify exactly where they are occurring. More
detailed data is needed. Kaiser Permanente accepted that reality and that need for more groupbased data and made the system changes that were needed to support that work. Kaiser
Permanente now measures both overall performance in those areas as an organization and
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measures many areas of performance in targeted areas of care based on race and ethnicity.
That is pioneering work. It may be unique. That set of data differentials has proven to be an
extremely useful and highly educational thing to do. Without that data, Kaiser Permanente
could not identify disparities and could not deal effectively with them.

Kaiser Permanente Collects Performance Data by Race and
Ethnicity
That work very much resembles the approach to data collection that was suggested by the
2003 IOM report on care disparities. That work has been even more useful than many people
suspected it might be when the new data sets were built into the database. Issues like blood
pressure control -- where the Kaiser Permanente overall quality scores for the entire population
of patients have led the entire country -- were looked at both as an overall score for all Kaiser
Permanente patients and as separate performance levels for each group of patients. Key data
for each Kaiser Permanente site was collected and reviewed for each major patient group. That
data review looked, for example, at blood pressure control for white patients, Black patients,
Asian patients, and Hispanic patients. That is a very useful way to look at that set of data -- and
it was not possible to do that level of data review until relatively recently. The ability to do that
work, to track, record, and report performance by group had to be built into both the electronic
medical record database and into the reporting system. That work was done deliberately,
intentionally, systematically, skillfully, consistently, and very carefully by Kaiser Permanente.
With data on more than 75 racial and ethnic groups, it was useful to group the datasets into
a couple of key categories. Those summary categories were, not coincidentally, the same basic
categories used by the U.S. government to do some of its key data reporting.

Race and Ethnicity Performance Data
Almost no one else who delivers volumes of care in this country has that capability to do
that level of reporting -- and no one in private health care has that kind of information for 9
million patients. That functionality is now being used to identify how well Kaiser Permanente is
doing on a number of key performance measures for each of those groups of patients.

That Data Has Been a Gold Mine for Research
The ability that was set up by Kaiser Permanente to look at care data by race and ethnicity
has been a gold mine for medical research as well as for functional improvement. As one
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example of a recent research gold nugget, the standard belief in health care has long been that
Black women were less likely to have Multiple Sclerosis (MS). That longstanding belief is built
into many care textbooks. That belief is, in fact, entirely wrong. Medical science now knows the
old belief was wrong because Kaiser Permanente has now been able to look at real data for
millions of people to see who was really at risk for that disease. The old belief was “MS is
primarily a disease of Northern Europeans.” The researchers at Kaiser Permanente looked at
data for millions of diverse patients and discovered that Black women are actually 47 percent
more likely to have MS. 98 It took the new electronic Kaiser Permanente database to uncover
that piece of key information about actual risk levels by group. That piece of research is now
creating a new core belief about that disease, and it is likely to help many caregivers make
accurate diagnoses much earlier with Black patients.
Another important study done with the new database looked at the impact of uterine
infections during pregnancy on subsequent asthma risk for children. That study was mentioned
in the introduction to this book. The study discovered that higher asthma risk exists for those
children -- and that the risk varies by group. As noted earlier, the data showed that Black
children have a 90 percent higher asthma risk if their mothers had that infection during
pregnancy. Hispanic children have a 70 percent higher risk. White children have a 66 percent
higher risk. And Asian American children, the researchers learned, have no additional risk of any
kind. Zero.99

That new electronic database is allowing some extremely important scientific learning to
happen.
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Kaiser Permanente is actually an almost perfect setting to do that kind of research into
multiple intergroup issues. It is an almost perfect research site for those kinds of studies
because all of the patients from every group at Kaiser Permanente receive their care at the
same care sites from the same caregivers. For the mothers in the study that showed the link
between uterine infections and childhood asthma, all of the care for all of the mothers and all
of the care for all of the kids came from the same care teams and the same care sites. The care
protocols used for our patients were fundamentally the same. Also, all of the patients in the
Kaiser Permanente database tend to have basically the same insurance coverage. That fact
creates basically the same financial reality for care costs for all patients as the financial reality
relative to those costs for every other patient who is served by those care sites and those
caregivers. In many other medical research circumstances and settings, the patients who are
being studied in the research projects who do come from various ethnic groups often can be
patients who are using different care sites, different care teams, and they can also very easily
be patients who have very different insurance coverage and provider reimbursement realities.
At Kaiser Permanente -- for all practical purposes -- the only significant variable that changes for
each of the studies of care differences by race and ethnicity is literally the race and ethnicity of
the patient. That is a wonderful data environment for doing important medical research on
those issues.
The most useful short-term use of that data, however, was to see what actual performance
data showed relative to care differences and care disparities when Kaiser Permanente looked at
the care performance for multiple quality measures by race and ethnic group.

The Results Were Not Identical by Race and Ethnicity
Some of the researchers who looked at the first data runs about relative care performance
were shocked. Some people believed that the care results at Kaiser Permanente would be close
to identical for every group. They expected almost identical care outcomes and care processes
exactly because all of the patients were going to the same care sites, had the same health
coverage, and were seeing the same doctors and care teams. The expectation was that all of
that functional care delivery consistency would create an equivalent performance consistency
for each group of patients. When the actual performance data was reported, however, it was
clear that differences among groups existed. Some of the differences were significant. That was
an extremely important thing to learn. The performance data variations that existed inside
Kaiser Permanente by race and ethnicity showed that even inside a closed care system with the
same basic benefit plans for every patient, there can be significant differences in care outcomes
and in care performance levels among various ethnic and racial groups. It turned out that there
were some entirely unintentional care outcome differences, and it turned out that some care
delivery modifications were actually needed to bring all care to the same care level set as the
goal of complete equity that was set by the Kaiser Permanente care leaders.
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As so often happens for health care quality issues, real data dislodged prior expectations
about care performance levels. That learning and that ability to look at real-time data about
those issues coupled with the ability to work to correct any problems that might exist makes
the Kaiser Permanente experience and learnings on those issues very relevant to this book
about health care disparities and differences and to people who are doing health care policy
work relative to care disparities and differences.

Actual Results Varied by Race and Group
The next chart shows the actual results by ethnic group inside Kaiser Permanente for the
control of blood pressure. Blood pressure control is an extremely important medical goal for
the Kaiser Permanente care system. High blood pressure can create heart damage and strokes.
Kaiser Permanente has set a major goal for the overall program and care infrastructure of
helping patients keep their blood pressure under control. Multiple tools are being used by the
Kaiser Permanente care teams to support that goal. The electronic medical record tool kit at
Kaiser Permanente and various care reminder support systems are all being used to encourage
both caregivers and patients to manage each patient’s blood pressure levels.

As you can see from that blood pressure chart, the results by ethnic group and by race were
not identical. The actual performance data showed that there was a clear difference relative to
the Kaiser Permanente success levels on blood pressure control for Black patients compared to
white patients, Hispanic patients, and Asian patients.
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That finding triggered some significant internal concern. That data also focused intellectual
energy in multiple ways for members of the Kaiser Permanente care team. As noted earlier, it
was clearly not acceptable to the Kaiser Permanente care team to have internal differences
among groups and to have measurable gaps in performance by race or ethnicity group for any
key areas of care performance. Those same types of comparative process reports that showed
those results for blood pressure health were run for multiple performance areas. Other areas of
performance generally had similar results -- with care gaps of some kind in every intergroup
comparative performance report. The overall data relative to all performance gaps showed that
those gaps were not limited to blood pressure control. The data showed similar patterns
involving similar gaps in success levels for several other key quality measures. As described
below, the variation in performance lines by race and ethnic group on several other
performance charts looked a lot like the separate lines by group on this blood control pressure
chart.

The Red Line Is 90 Percent for the Rest of the Country
It is useful to put this particular set of data into perspective.
For blood pressure data shown on this chart, the lower solid red line that is shown as the
bottom line on the performance chart actually is an external data-point line. The data on that
line includes current performance data from other care sites. That red performance line on the
chart is not a Kaiser Permanente performance level. That red line is actually the 90th percentile
for all of the other health plans in America who also measure performance on this particular
quality metric.
As you can see, even though the Black patients at Kaiser Permanente were doing less well on
blood pressure control than the white, Asian, or Hispanic patients at Kaiser Permanente, those
Black patients at Kaiser Permanente were doing better on blood pressure control than 90
percent of all of the other patients in all of the other care sites across America who report their
performance on that particular measure.
That fact made the lower performance scores for that set of patients inside Kaiser
Permanente slightly more tolerable -- but the differences in results and the performance gap
between the Black patients and other groups of patients were still not acceptable to the Kaiser
Permanente care team. Care leaders looked at those performance gap numbers and decided
that the overall care team needed to figure out how to narrow or eliminate those gaps. That
care improvement work and that data analyses were done at a very local level as well as at our
overall level. The performance reports by race and ethnicity were not run just at a macro level
across all of Kaiser Permanente. It’s hard to improve site-specific care when you only have
national care data. The data drill-downs for comparative performance were very local.
Performance improvement reporting for those operational purposes is very local because care
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delivery is always very local. Because care is local, the Kaiser Permanente database currently
looks at each of those performance levels by region and by care site. That data review
discovered that the performance levels and the gaps among the groups varied from site to site.
There was a remarkable, overall consistency in intergroup differences across all care sites -with the care gaps in Honolulu looking very much like the care gaps in Washington, D.C., and
that performance tended to look a lot like the care gaps in Sacramento. That was another major
learning insight. The performance patterns among the groups looked very similar in all sites.
And it was clear, therefore, that shared solutions and joint strategies might be possible to help
a diverse set of care sites resolve similar sets of problems.

A Health Care Disparities Summit Was Convened
The leadership care teams at Kaiser Permanente looked at those gaps and convened an
internal care disparities summit to address those issues. The caregivers at the care disparities
summit looked at the data and then set up an internal goal of narrowing the performance
differences among groups -- with care improvement targets set annually -- with the overall goal
of having those intergroup gaps disappear entirely over a couple of years.
That work was done at a very practical and nonacademic level -- because Kaiser Permanente
is inherently a care delivery infrastructure and not a policy research organization or an
academic think tank.
Before looking at the various steps that were taken inside of Kaiser Permanente to achieve
those gap-reduction goals, it is useful to look at the couple of other performance areas where
similar care difference gaps were uncovered by the reporting system.
One other point should be made about the blood pressure control chart (Chart 2.2). It is
worth mentioning that the average scores for blood pressure control for all patients across all
care sites in the rest of the country -- in or out of health plans -- now runs very close to 50
percent of all patients in America who now have their blood pressure under control. 100 Kaiser
Permanente had overall performance numbers for blood pressure control that were somewhat
closer to those fairly low national care performance levels a decade ago or so. Programs were
put in place at that time to improve that area of performance. Those programs succeeded.
Kaiser Permanente’s overall blood pressure control across the entire care system and across all
care teams now averages over 80 percent for all members.101 Kaiser Permanente currently uses
a combination of direct care, medical best practices, patient-focused team care, and systemssupported care to make care better in a continuously improving consistent way for blood
pressure control and for multiple other areas of care delivery. The reasons why those
approaches are used at Kaiser Permanente are discussed in Chapter Four of this book.
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At Kaiser Permanente, the preferred approach of using patient-targeted care that is
supported by electronic care tools to help improve care performance in key areas clearly is
obviously working for the overall blood pressure control agenda. Lives are being saved. The
stroke death rate at Kaiser Permanente has actually dropped by almost 40 percent over the
past four years.102 That particular performance area has been both a high priority and an
operational success for Kaiser Permanente, but -- as the data on these charts show -- there
were still differences among those racial and ethnic groups inside Kaiser Permanente and -very specifically -- there is still an intergroup internal performance gap on blood pressure
control that needs to be eliminated.

Beta Blocker Persistent Use Was a Gap Area
Another area where Kaiser Permanente discovered that there were surprising and
unsatisfactory differences among ethnic and racial groups was in the persistent use of betablockers after a heart attack. Like stroke prevention, preventing both the first and second heart
attacks has also been a major performance goal for Kaiser Permanente for a number of years.
The overall number of heart attacks is down at Kaiser Permanente by more than 30 percent
over the last half decade. 103 Reducing those heart attacks has been an explicit goal of the
overall care agenda -- and the appropriate use of beta blockers is a key tool in that effort.
The chart below shows both the overall success levels and the difference in persistence
levels by group.
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As you can see, the African American success levels for beta blocker use were significantly
below the white levels when the measurement process started. That variation and that
intergroup performance gap triggered an array of strategies that included focusing on culturally
competent training materials, building targeted communications approaches, and improving
caregiver coaching skills. Those efforts to deliver better care have resulted in care
improvements for all patients on that measure. That very specific, focused improvement plan
for minority patients have resulted in a narrowing of the gap among the groups over the past
couple of years.
In each area where a performance gap exists, the diversity-focused care strategists at Kaiser
Permanente work systematically to figure out best ways of improving the performance levels
for the lower scoring patient groups in each gap area. The final chapter of this book includes
some segments of the agenda and the care topics that were addressed at the most recent
Kaiser Permanente Diversity Conference. A look at those agenda topics can give the reader a
sense of the topics being addressed and of the plans that are being used to achieve the various
gap-reduction goals. The summit presentations are just a portion of the work being done -- but
they are a very important piece of that complete body of work.

Childhood Immunization Has a Stubborn Gap
Childhood immunization is another area where there are significant differences in care
success levels by race and ethnicity. The set of results that are shown on the charts below
follows a slightly different pattern than most other performance levels for the highest and
lowest groups compared to many of the other gap areas. This particular chart points out why it
is important to understand each gap area issue on its own merits and in its own context.
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In this set of measurements, the highest performing group is clearly the Asian patient
population. The immunization rates for those children are among the very best in the world.
The Hispanic success levels for childhood immunization are close behind.
The lowest performance levels on this particular quality score are for the white children.
Immunizations levels for the white population have been running well below the rates of the
other groups inside Kaiser Permanente. That seems to be true in the world outside Kaiser
Permanente, as well. That particular difference in vaccination levels by group is triggered
largely by an unfortunate array of parental concerns about vaccine safety that seem to be
believed most strongly by white patients. 104 Those concerns about various issues of vaccine
safety for children have not been supported by actual specific research data. Major studies
have shown, in fact, that the suspected and feared link between childhood vaccinations and
childhood autism actually does not exist.105 Some of the early invalidated data that once
seemed to show parents that kind of relationship existed turned out not to be accurate data.
Kaiser Permanente actually functionally did some of the subsequent scientifically valid autism
and vaccination research studies to show that there actually was no link with autism. In spite of
those reassuring studies showing that no linkage existed, however, there is still a significant
level of concern about that issue with some parents, and that has created a reluctance to have
some immunizations done.
As you can see from those group-specific scores, the fear that resulted from the earlier
beliefs about that particular set of concerns seems to be most difficult to address for the white
patients. There clearly is not a total boycott of immunizations by white parents. Most white
parents obviously do immunize their children -- but as you can see on this chart, an unfortunate
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number do not. This is another area of targeted activity for Kaiser Permanente care teams.
Work is underway to create more persuasive materials and better information support that can
be used to help those parents deal with those issues for that particular population.

Cancer Screening Gaps Need to Be Reduced
One of the most important areas where gaps exist among the population groups is in cancer
screening. Studies have shown major screening gaps exist in care sites outside of the Kaiser
Permanente care system. The recent national care disparities report highlighted some of the
gaps by race and ethnicity. That is important information. Lives are literally at stake. Cancer
screening levels can obviously have a huge impact on people’s lives. Cancers that are detected
early have a much higher cure rate than cancers that are detected late...so early detection
clearly saves lives. When people from any ethnic group or race are less likely to have early
screening for any cancer -- the people from those groups are much more likely to experience
early death. People often underestimate how significant the differences in the death rates can
be. It’s good to look at real numbers to get a sense of the differences in risk levels.
As the real numbers on the actual cancer survival charts below show, the very lowest
survival rates -- and the highest death rates -- for each cancer are for the patients who have
their cancer detected very late in the process. The very best survival rates are for the people
whose cancers are detected early. When Kaiser Permanente started measuring cancer
detection rates by race and ethnicity, some of the same kinds of care gaps among groups that
exist for other care performance areas (like blood pressure and beta blocker follow-up) were
evident immediately.
The next chart shows the performance levels by group for colon cancer in one of the Kaiser
Permanente region -- Southern California. The pattern is basically the same for each of the
other regions but the Southern California care team led the way in working to eliminate deaths
from this cancer, so their charts are included in this book.
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In each of the Kaiser Permanente regions across the country, the best and highest level of
colorectal screening has been for the Asian patients. The lowest screening level for that same
cancer in each care site and each geographical site has been for the Hispanic patients.
In this chart, the performance level for colon cancer screening for the Hispanic patients
started ten full points lower than the Asian patients. The Hispanic performance levels have now
improved significantly but, interestingly, the gap between the groups hasn’t narrowed much in
four years because the performance levels for all of the other groups have also gone up
significantly. The Hispanic screening level inside Kaiser Permanente is now over the 90th
percentile for all patients for all other health systems in America who measure that
performance, but it is still ten points lower than the best ethnic group level screening levels -the levels for Asian patients -- inside Kaiser Permanente.
The caregivers involved in reducing that specific gap have learned that there are some
relevant differences in attitude, beliefs, and behaviors about cancer screening for many of the
Hispanic patients. Those differences needed to be addressed skillfully and with great cultural
competence by the care team in order to improve the screening levels for the Hispanic group of
patients -- with the ultimate goal of bringing the gap among the groups down to zero.
This is very good work to do.
Colon cancer is a disease where early detection is incredibly important. The next chart shows
the actual five-year survival rates for the patients at Kaiser Permanente who have that
particular cancer. It’s easy to see from the survival rates why early detection of that cancer is so
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important. On that chart, the survival data for each set of patients is based on how early in the
progression of the cancer that the cancer was detected. To offer an interesting comparison
data set, that chart also includes the survival rates for similar patients with that same cancer
who are being treated in the other cancer programs who also report their performance levels
for cancer treatments through the National Cancer Institute’s Surveillance, Epidemiology and
End Results (SEER) cancer survival database.106 The SEER sites use that data reporting
mechanism as a care improvement tool. It can be extremely useful information for any cancer
care site.

As you can see, regardless of the care site -- Kaiser Permanente or SEER site -- when the
cancer is detected as a local stage-one cancer -- the very earliest stage -- people live longer.
More than 96 percent of the patients at Kaiser Permanente and more than 90 percent of the
patients being treated at other SEER cancer care sites are still alive five years later when that
particular cancer is detected early.
But when that same particular cancer is detected in the late and most widely dispersed stage
-- the most dangerous stage -- only 13 percent of the patients at Kaiser Permanente and only 12
percent of the patients at the other SEER cancer care sites are still alive 5 years later. Four
percent and eighty-eight percent are a huge difference in the death rate. At Kaiser Permanente
only 1 in 20 patients die in that timeframe when that cancer is detected early, and nearly 9 out
of 10 patients dies within 4 years when that same cancer is detected late. Early is clearly better.
This survival chart shows the results of the Kaiser Permanente Cancer Program in Southern
California. The data for other Kaiser Permanente care teams is very similar to the Southern
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California numbers. As noted above, the second bar on the chart shows the results for patients
who are being treated in other care sites that report SEER data. Those care sites show a very
similar difference in the death rates for patients whose cancers are detected early and patients
whose cancers are detected late. That data from all sites clearly confirms and reinforces the
Kaiser Permanente belief about the great value of early cancer detection for all patients. The
SEER data is for other care systems outside of Kaiser Permanente who are in the National SEER
cancer reporting network. SEER sites all use that data for care improvement.
As noted earlier, SEER is an excellent and well-designed cancer reporting mechanism. It
helps care systems across the country track their own cancer treatment success levels and also
helps those sites compare their own success with other care sites and other care teams.
The cancer centers who report data to the SEER program include many of the best cancer
programs in the country. Individual survival rates for other specific cancer programs are not
available from SEER by the name of each cancer treatment care site. Each care site only knows
their own data and the range of data for other care sites. So the cancer survival charts in this
book simply show the average performance of all other SEER sites compared to Kaiser
Permanente performance levels for those cancers. People who are seeking care at those other
care sites may want to ask those care teams and care sites for their own SEER data.
Overall, for all cases of colorectal cancer, the average five-year survival for all patients who
have that cancer at Kaiser Permanente -- regardless of the time of diagnosis -- is 75 percent. 107
The average overall five-year survival rate for all patients with that cancer at the other SEER
reporting systems is 64 percent.108 That significant difference in the survival rates for all stages
of that particular cancer is due in large part to the very solid and consistent effort that is being
made at Kaiser Permanente to detect that cancer as early as possible for all patients. Early
detection is a good priority to have. As those charts show, that is the right thing to do. Early
detection clearly saves lives. All other cancer care sites in the world would save more lives if
they could also figure out how to detect more of those cancers early.
It is possible that the new accountable care organizations described in Chapter Three may
have that agenda and share that early detection priority. The value of that priority is clear.
In any case, the clear difference between the 12 percent survival rate for late detected
cancers inside Kaiser Permanente and the 96 percent survival rate for early detected cancers
inside Kaiser Permanente shows why Kaiser Permanente places a very high priority in
eliminating the performance gap among groups that now exist by race and ethnicity inside
Kaiser Permanente relative to early detection of that cancer.
The higher overall cancer survival rates for several key cancers at Kaiser Permanente are
driven partly by the strong and often successful focus on early detection processes at Kaiser
Permanente. It also explains why disparities in cancer screening levels actually do create
disparities in cancer death rates among groups of patients. As noted earlier, the average
survival rates go up for all cancers when the cancers are detected early.
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It’s important to note that the early detection levels only account for part of the overall
Kaiser Permanente survival success level, however. When you directly compare survival rates
for the late-stage cancers detected at Kaiser Permanente compared to the survival rates for
those same late-stage cancers at other care sites across the SEER database, the survival rate for
late-stage cancers also tends to still be a bit better for several cancers at Kaiser Permanente, as
the next chart shows.
The higher average survival rates at Kaiser Permanente for the cancers that are detected late
compared to the average survival levels in the SEER sites for late-stage cancers is due in part to
the fact that the care teams at Kaiser Permanente who are treating late-stage cancers are
supported by some of the most current care protocols in the world and by one of the best
systematic process guidance and support approaches in health care. Those higher success levels
for that cancer care are also due in part to the patient-focused team care approach that works
to consistently and systematically and continuously improve patient outcomes for various
medical conditions for Kaiser Permanente patients.
Colon cancer isn’t alone in showing those positive survival rate performance levels. Breast
cancer survival rates at Kaiser Permanente also tend to be better overall than the national
average. Again -- like the colon cancer data -- that higher survival rate is due in part to early
detection -- and it is also due to the slightly better than the SEER average survival rate for the
late-stage breast cancers that are detected at Kaiser Permanente.

The five-year survival rates for all breast cancer cases at Kaiser Permanente run 95
percent. 109 That compares to the national SEER average survival rate for all breast cancer cases
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of 89 percent. 110 The late-stage breast cancer five-year survival rates at Kaiser Permanente run
at 29 percent 111 -- compared to a SEER average for those late-stage breast cancer patients of 24
percent. 112 The survival patterns based on the stage of diagnosis are exactly the same for all
care teams. In all instances -- inside Kaiser Permanente or at any of the other cancer care sites - cancers that are detected early are much more likely to be cured. Mammography helps to
detect breast cancer early. Kaiser Permanente usually leads the nation on mammography
levels. But even though it is true, there are some differences inside Kaiser Permanente by race
and ethnicity on that mammography performance area. Those differences in mammography
rates by race and ethnicity are also targeted to be eliminated.

The chart above shows five-year survival rates for all lung cancer patients. The five-year
survival rate for lung cancer patients obviously isn’t good anywhere -- regardless of the point of
detection. Those grim numbers in lung cancer survival rates for all of the care treatment
programs show us all why helping people to stop smoking is so important to do. Relative to care
outcomes and care disparities, the higher smoking levels for our minority populations is clearly
another key area where persuading people to change behaviors can save lives, and it can help
reduce the difference in the life expectancy among groups.
In any case -- for the purposes of this book -- the fact that early detection means higher
survival rates for each of the major cancers means that eliminating any care gaps that exist for
cancer screening for colon cancer or breast cancer or any other cancer is a very good thing to
do. Very specifically, improving the screening levels for Hispanic patients can help eliminate a
significant intergroup difference in care outcomes for Hispanic patients -- a gap that doesn’t
need to exist if the care team works in an organized way to eliminate it. The fact that the gap
50

between the Hispanic patients and the Asian patients still exists at Kaiser Permanente would be
obviously more disconcerting if the performance for the best group wasn’t also improving so
significantly.

HIV Care Outcomes Vary by Race in Most Care Sites
One of the most significant areas of care delivery where eliminating differences, disparities
and care gaps by race and ethnicity is very important to do relates to HIV care. Like cancer,
HIV/AIDS can kill people. For a very long time, the death rate for Black HIV and Hispanic HIV
patients in most care settings has been nearly 50 percent higher than the death rate for white
patients.113 That fact was mentioned in the IOM report on care disparities. That historic
difference in disease levels and disease outcomes for HIV/AIDS patients was an intergroup care
results and care disparity issue that Kaiser Permanente explicitly addressed. Doing well in HIV
care was particularly relevant for the Kaiser Permanente care system because Kaiser
Permanente has one of the largest populations of HIV patients in the U.S. Kaiser Permanente
probably cares for more HIV patients in this country than any other care team -- outside of the
U.S. Department of Veterans Affairs (The VA). 114
The decision was made a number of years ago at Kaiser Permanente to deliver the very best
care to the entire HIV population and to deliver that best care for all patients with no disparities
in care outcomes among the ethnic and racial groups.

Eliminating Disparities Is Not the Same as Eliminating
Differences
Eliminating disparities in care outcomes is not the same as saying there are no differences in
care delivery. Sometimes culturally competent differences in care approaches and care support
are actually needed to eliminate an existing gap in care outcomes. The Kaiser Permanente HIV
team has built an HIV treatment agenda around each patient -- focusing on individual coaching,
teaching, counseling, and treating each patient with the right level of care and with culturally
competent information flows and feedback processes.
Focusing on each patient as an individual is the key. Respecting and dealing with cultural
variations is a key part of the preferred individual patient focus and process. Getting each
individual patient the care plan they individually need is another key element for HIV care
success. So how well is that approach of individual focus for each HIV patient going at Kaiser
Permanente?
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The Variations in HIV Death Rates Are Gone at Kaiser
Permanente
This is another area where Kaiser Permanente care performance can be used as a microcosm
and template for the entire country. There are a growing number of HIV cases in the country.
The average death rates for HIV/AIDS patients tend to vary significantly by race across the total
American care system. The outcome of the care for those HIV cases generally varies
significantly from group to group and site to site. Kaiser Permanente has now successfully and
completely eliminated those outcome differences by race -- proving it actually can be done. The
Kaiser Permanente care plans and care support teams have managed to fully achieve their goal
of eliminating outcome disparities for that particular category of care. The outcome gap
between Black patients and white patients for HIV care is gone. The gap was eliminated by use
of patient-specific care plans and by delivering culturally competent care for each patient. Care
was improved for all patients, and the care gaps were eliminated in the process.
The overall HIV care that is delivered today by Kaiser Permanente for all of those very
diverse patients might well be the best in the world. The disparities in care outcomes have been
eliminated, and the overall HIV death rate for all patients at Kaiser Permanente is now less than
half of the national average. 115
So eliminating disparities in outcomes can be done. That HIV/AIDS work shows that it is
possible to deliver great care with no significant differences among ethnic and racial groups for
a very important category of care.

The Tool Kit Includes Teaching, Best Practices, and Cultural
Competency
The tool kit that is needed to create consistently great care for all groups of people includes
teaching, health literacy for patients, cultural competence for caregivers, language skills,
building patient and physician trust, consistent and skillful use of evidence-based clinical
guidelines, and targeted patient outreach. Another book needs to be written by Kaiser
Permanente that can describe all of those approaches in more detail. The care teams focused
on those areas of care have done very creative work aimed at meeting the needs of each set of
patients effectively.
The care team approach involves helping patient decision-making, creating outreach when
needed to the home settings, and putting in place appropriate levels of community
engagement and involvement.
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The patients need trusted caregivers, trusted care processes, and trusted sources of
information -- with targeted feedback to help each patient stay on the right path. Those are all
possible to do -- and continuous improvement processes are supported and enhanced when
the care database tracks both care performance and care delivery by patient in a way that
reflects and respects the patient’s race and ethnicity.
All of those care support tools and core improvement processes and components have been
put in place at Kaiser Permanente for multiple areas of care. The processes are being developed
and designed. They are far from perfect -- but they tend to be good, workable, and
continuously improving processes. The proof of that systematic approach to continuously
improving care processes is in creating overall outcome levels for care that are significantly
better than the overall outcomes for the country, at large. Lower HIV death rates, higher cancer
survival rates, and lower stroke and heart attack death rates at Kaiser Permanente all result
from having both best medical practices and systematically supported care delivery in the
context of patient-focused, continuously-improving team care.

What Needs to Be in Place to Achieve Those Success Levels
Elsewhere?
So how did all of that continuously improving care happen?
What kinds of circumstances, situations and business realities were necessary to make that
whole care improvement and disparity-reduction agenda possible at Kaiser Permanente? How
did Kaiser Permanente end up with consistently improving care results across racial and
ethnical groups in important areas of care that are significantly better than the care delivered
and received by most people in the rest of the country?
That question is worth asking and answering. It is particularly good to ask and answer that
question at this point in our history because trying to solve the issues of care disparities and the
widening gaps in care across the entire country without putting some of the key pieces in place
that have worked to deliver continuously improving care at Kaiser Permanente are probably
doomed to failure in most other care settings. The successes at Kaiser Permanente have not
been accidental. The components of the current levels of success for the caregivers need to be
understood -- with the goal of taking advantage of the best elements of that agenda and
applying it to other settings where care is delivered.
Chapter Four more specifically deals with the issues of what makes Kaiser Permanente able
to achieve those goals of reducing care gaps and achieving highest levels of success on care
performance while the care gaps are growing in several ways for the rest of the country. Before
looking specifically at how Kaiser Permanente has managed to achieve some of those
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successes, it makes sense to look briefly at how health care financing approaches and care
delivery approaches are changing for the overall health care infrastructure of America.
This is a time of change for American health care. We are seeing changes in both care
delivery and care financing. The changes are significant. Times of change create real
opportunities for improvement. We need to take advantage of the current set of opportunities
to achieve the best levels of improvement in the overall delivery of care and to significantly
reduce the current set of care disparities and gaps in care.
To do that well, we need to know what those basic opportunities are. That is the next
chapter of this book.
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Chapter Three

HEALTH CARE AND HEALTH COVERAGE IS CHANGING
Health care in America today is clearly on the cusp of change. Care delivery is changing
significantly in a number of key areas. We are seeing change in both the way we buy care and
the way we deliver care. In any time of major change, we can be best served as a nation if we
clearly understand the changes that are happening, and then work to figure out what levels and
categories of change will be most likely to give us the great outcomes we want to have.
That need to understand the change we want to achieve is particularly true for the area of
health care disparities and health care differences. If we want to close the care gaps outlined in
the 2012 Health Care Quality Report, we need to support change that will help close those
gaps. Change is -- at this point in time -- inevitable. Change is not optional. It will absolutely
happen. Both care delivery and care financing are changing, and both will be changing in
multiple ways. We need to take advantage of those changes in order to reduce or eliminate the
intergroup gaps we have today for key areas of care.
A major change that we know will happen in health care financing can be directly useful as
we work to reduce disparities in care. Some of the care disparities exist today because we
currently have massive disparities by race and ethnicity relative to who has health insurance
coverage.
Today more than 75 percent of the uninsured people in major states such as California come
from minority populations. 116 We have major gaps in the percentage of people with health
insurance in our minority populations. That current insurance disparity will be at least partially
mitigated next year by the new Medicaid program expansion and by the new insurance
exchanges that will be created by the Affordable Care Act. The new insurance exchanges will
soon be selling subsidized health insurance coverage to low income Americans.
The combination of expanding Medicaid programs and creating subsidized health insurance
coverage for low income Americans can only have a positive impact on reducing the current
disparity in coverage levels.
The new insurance exchanges that will begin operation on January 1, 2014, will also give all
Americans, for the first time since the invention of health insurance, a chance to personally buy
individual health insurance, regardless of the health status of the person who is buying the
insurance. To take full advantage of that opportunity, we will need to make those new health
care exchanges minority-friendly -- with education and promotional campaigns and programs
set up to encourage high levels of participation in the exchanges from our minority populations.
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That new law will clearly create a very different market for individual insurance. That is one
of the inevitable changes mentioned at the beginning of this chapter. It will create a new reality
for individual health insurance purchasing. Everyone can now buy coverage. The nature of the
coverage that will be sold is also now being defined and modified. Minimum benefit sets have
now been set by law -- so the leanest and sparsest insurance plans with the biggest deductibles
and the lowest levels of coverage that used to be sold fairly often to individual purchasers will
no longer be legal to sell to anyone in the new exchanges.
For people who bought those old, very high deductible plans, premium levels will go up a bit
to reflect the new, higher benefit levels.
A newly defined set of preventive benefits will also now be mandated for anyone who buys
individual coverage. The prevention part of the new benefit package is fairly robust. That level
of prevention services has not been included in most of the high deductible, individual
insurance packages that have been sold heavily in recent years in the individual market. So
change is happening in care financing. Insurance is changing, benefits are being defined, and
access to insurance is now an open door for anyone, regardless of health status.
Those changes should both help reduce disparities in coverage and provide better benefits
that can help people with care needs have those needs met, regardless of race or ethnicity.

Care Delivery Infrastructure Changes Are Happening, as Well
At the same time that the pure health insurance market is changing for several key aspects
of coverage, the care delivery infrastructure is also being reorganized, and some elements of
the business model we use today to buy care will also now change in some key ways. Those
changes in care delivery will also be highly relevant to this book’s agenda of ending disparities
in care delivery. The changes are badly needed. We have finally begun to recognize the fact at
very senior leadership levels in this country that health care delivery in this country has
generally been fragmented, splintered, uncoordinated, and too often perversely compensated.
We now understand with some clarity at very senior levels of leadership in this country that 75
percent of the care costs in the country are coming from patients with chronic conditions, and
80 percent of the care costs for those patients are coming from the chronic care patients who
have multiple care conditions.117 “Co-morbidities” are the rule, rather than the exception, when
we look at the specific patients who generate most health care expenses for our country today.
Our leaders are beginning to recognize the fact that those patients who use most of our health
care dollars are generally being cared for by an unconnected array of doctors who usually
cannot and do not share patient data or coordinate care in any effective way with one another.
Siloed care is a difficult, dysfunctional, often ineffective, and sometimes dangerous way to
deliver care. Doctors in this country tend to function in operational silos. Care suffers for far too
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many people in far too many settings as a result of a massive set of care coordination and care
linkage failures. Many patients in this country can tell their own personal stories and their own
experiences of extremely debilitating logistical frustration that arises far too often from not
having caregivers who can even communicate with one another at the most basic levels.

Coordination Gaps Create Logistical Barriers for Patients
The caregiver communication gaps that exist today among the caregivers in this country can
create major inconveniences and significant logistical barriers for far too many patients. Those
same exact gaps can also create significant care shortcomings and major logistical dysfunctions
for our caregivers. 118
The caregivers do not intentionally create those connectivity shortcomings.
Our caregivers would almost all strongly prefer to be fully informed about the care being
delivered to each of their own patients. Medical care is an information-based science. Doctors
can generally provide better care when they have more information about their patients. Far
too often, however, we can’t create the information flow that is needed to give caregivers that
information. As noted above, nearly 80 percent of those care costs for patients with chronic
conditions come from people who have comorbidities 119 -- multiple health conditions -- and we
have no good way in most care settings to help the doctors get the full set of care information
they need for each patient’s best care. America needs much better data tools for our
caregivers.
That is another key area where care delivery should and will change for the better, if we
continue down the key paths we are beginning to put in place. Anyone who delivers care and
looks at both the patient’s care needs and the logistical challenges in today’s approach can
figure out some of the key work that needs to be done.

Patient-Centered Medical Homes Can Help Deliver Team Care
America obviously needs team care. Patients with multiple health conditions very much
need team care. Minority patients who far too often today do not have ongoing relationships
with care sites or with specific caregivers very much need team care. We need consistent,
science-based, patient-focused team care if we are going to both improve care and reduce the
care gaps that exist today for patients in too many care settings.
The need for team care is finally being recognized both by the people who deliver care and
by the people who pay for care. Care is changing as a result of that recognition. In many
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settings, caregivers are now organizing into new care teams. Those new care teams are
increasingly being financially and logistically supported by the health plans and by the
government agencies that pay for care.
One of the most popular of the new care team arrangements is called the “patient-centered
medical home.” Tens of thousands of primary caregivers are developing “medical home” skill
sets and building the care delivery resources and tool kits that will allow them to deliver team
care. 120 The new medical homes are not facilities or actual physical care locations. They are
basically “virtual” homes. They are care teams -- not care sites. The new “patient-centered
medical homes” are a functional and practical way of organizing the care of patients around
care teams. The medical home care teams are usually anchored by one or more primary care
physicians, and those doctors tend to be supported in a team setting by nurses and other
caregivers. Coordinated care is definitely a better care delivery approach for many patients.
Patients who get their care from well-run and well-supported medical homes tend to have
significantly fewer care coordination problems and fewer care crises. They spend less time in
emergency rooms and spend fewer days in hospital beds.
Those medical-home supported patients usually face fewer of the logistical barriers and the
functional screw-ups that can result when all care comes from solo care sites and where each
piece of care is delivered by unconnected and unlinked caregivers.121
For minority patients -- who are significantly more likely than white patients not to have
ongoing relationships with primary care caregivers -- the new medical homes can fill a major
care gap and can help reduce some key disparity levels that exist today in care access. Some
Medicaid programs in a couple of states that have worked with initial generations and versions
of medical homes have seen significant care improvements for their patients and some cost
savings as a result of the improved care delivered to their Medicaid enrollees by those homes.
As noted above, both emergency room use levels and the number of needed inpatient
hospital days tend to go down -- often significantly -- when patients receive their primary care
support from a well-coordinated medical home. 122 More than 10,000 care sites have now met
the connectivity and care support standards to be officially and formally certified as medical
homes, and almost as many care sites are building their own noncertified medical home
capabilities. 123 So that particular change in care delivery is, in fact, happening. The medical
homes are a new resource that is changing care for the better -- and we need to understand
how to use that new tool kit well to significantly reduce or mitigate intergroup care disparities
that exist today for too many people.
The new medical homes are not the only major change in the care delivery business model
that is taking place today -- supported by both government programs and private market
purchasers. We are also seeing a very important migration of caregivers in many settings to a
new “ACO” approach to care delivery. That organizational approach is intended to do an even
more effective job in providing patient-focused team care to populations of patients than the
medical homes.
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Accountable Care Organizations Are Intended to Create
Accountable Care
A growing number of care sites are currently organizing into what are generally called,
“Accountable Care Organizations” -- or ACOs. ACOs also have team care as a key part of their
agenda. ACOs tend to be larger in both scope and scale than a basic medical home. The medical
homes can do great and much needed work, but they tend to focus their efforts on primary
care support teams.
ACOs, by contrast, tend generally to include both medical specialists and hospitals in their
caregiver mix. On a broader scale, the ACOs tend to set up multispecialty care teams who are
connected with each other in various contractual, functional, and operational ways to meet the
total care needs of a given population of patients. The caregivers who form ACOs generally set
them up to provide multispecialty team care to their patients in a coordinated and functionallylinked way. The ACOs usually create a focus for each team that is built on the total care needs
of a defined set of patients.
That represents another significant change in the way we buy care.
Focusing on the total needs of a population of patients is significantly different than the
traditional functional business model for care delivery in this country. The traditional payment
model for care is exclusively focused on individual pieces of care that are delivered by and
through separate and individual care sites that are organized as separate care business units.
Those business units each create piecework care delivery functions that are all funded in pieces
by the piecework cash flow model we use today to buy care.
Moving away from that piecework model is another major change in care financing that will
result in changes in care delivery that can be very good for the patients who receive care in this
country today.
ACOs want and need that new cash flow model to survive and thrive. Moving away from the
piecework approach of buying care to buying and selling care as a team by the package is
generally a major part of the typical ACO agenda, aspirations, strategy, and clear intentions.
Moving away from a pure piecework model isn’t always easy to do. When it is done
successfully, caregivers face a new and very liberating financial reality. Moving to that cash flow
model that pays for packages of care really frees up the care teams in the ACOs to design care
around patients instead of designing all care pieces and structure exclusively around what is
defined as billable procedures by insurance companies and government payers.
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The Piecework Model of Buying Care Doesn’t Focus on Overall
Care
As noted earlier in this book, most care in this country today is purchased entirely by the
piece. The piecework payment model for buying care is simple. A piece of care is provided by a
caregiver to a patient, and each piece of care then generates a separate bill that is then paid for
that separate piece of care.
Pieces of care are the absolute focus of that business model for care purchasing -- so pieces
of care become the functional unit for the care delivery structure and infrastructure.
The reality is that buying care only by the piece is a highly unlinked and very primitive
approach both to care delivery and care purchasing.
One of the unintended consequences of that piecework purchasing approach is a massive
accountability void.
The caregivers who function in that piecework model do not have any accountability for the
overall care of any patient. The focus and the accountability of each caregiver is purely and
directly piecework based -- with the cash flow and the care delivery processes of each caregiver
based on delivering and billing for each separate piece of care.
In that model, an asthma patient has to find a care site of some kind to get care when an
asthma attack happens. In the piecework care model, no caregiver is responsible or
accountable for coordinating the overall care needs of the asthma patient or for preventing
future asthma crises. No one is accountable and no one is paid to do anything in a proactive
way for those patients. Each care site involved in asthma care in the current piecework
payment model simply waits for an active asthma flare-up to happen for some patient, and
then the care site and caregiver reacts to each flare-up for each individual patient with the
situational and specific unconnected pieces of care delivered to each patient that are relevant
to the immediate and incidental care needs that are created in the moment of need by each
asthma flare-up.
In that model, no one looks at either the overall care needs of a population or at possible
process interventions, or at any of the health related needs of any patient population. No one
in the piecework payment model is accountable for creating interventions that might reduce
future care needs for any set of patients or for any individual patient. No one is “accountable”
in that model for anything preventive or systematic. It is, sadly and perversely, an
accountability-free system. There is an almost complete lack of accountability for any level of
care other than creating reactive pieces of care in that piecework, cash flow model that deal
with the incidents of care and the care pieces that are triggered when individual care needs
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happen for a patient. Major opportunities to do highly effective interventions and preventions
for various diseases do not happen very often in that business model because no one in the
piecework model is accountable for doing that work and no one is paid for doing that work.

The Piecework Model is Neither Accountable or Organized
That lack of accountability is particularly unfortunate for lower income patients who
generally can benefit significantly by having proactive care support that can -- when done well - eliminate most asthma attacks and also very significantly reduce the complication levels for
diabetes, congestive heart failure, and each of the other chronic diseases that are more than 75
percent of the costs of care in this country. 124
Data shows us that the Hispanic, African American, and Native American patients are all less
likely today to have even one primary caregiver, much less a team of accountable caregivers
who work on those aspects of care. 125 Disparities and care gaps result from that disparity in
access to primary care, team care, and proactive care.
The new ACO approach and the new medical homes are both intended to help solve that
longstanding problem of not having any part of the care delivery infrastructure being either
systematic or proactive about the actual delivery of care or the future care needs of any
patients. By contrast, an asthma patient in a well-run medical home or ACO setting will have an
immediate, clearly designated pathway to care when that care is needed. Those asthma
patients who are in a medical home setting also generally will also have a designated caregiver
in their medical home -- typically a doctor or a nurse -- who will help each patient both avoid
future asthma crises and help minimize the damage levels from the crises that do happen.
That is much better care. It is a major change in care delivery.
Building medical homes and accountable care organizations that can perform those
functions is obviously very important work. Being proactive is a very different way of delivering
care and of thinking about care for most care sites and for the vast majority of patients.
The opportunities created by proactive care are not insignificant. Good studies have shown
that up to 75 percent of the major asthma crises that result in hospital stays could be averted
or prevented with the right proactive care approaches. 126
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Proactive Care Can Reduce Asthma Attacks and CHF Crises
The new accountable care organizations are being set up to deal with those issues and to
take advantage of the opportunities presented by care reengineering. The ACOs are intended to
be “Accountable,” “Care” centered, and “Organized.”
“Accountable” is a very important word and a key part of the ACO concept. “Care” is equally
important. The new ACOs will each be “accountable” as a “care” team for the total care needs
of a given population of people. The ACOs will -- if the model is done well -- have a positive
impact on the total care needs of a given population of people. The multiple levels of highly
effective proactive care approaches that are now possible for asthma patients will generally be
built into each well-run ACO’s operating agendas. Those same proactive approaches and crisismitigation strategies will be created for multiple other health conditions, if the ACOs and
medical homes have the right business model and the right focus on overall care.
There is a long list of really important opportunities available for effective proactive care.

Congestive Heart Failure Needs Proactive Care Approaches
Congestive heart failure (CHF) is another very good example where patients can achieve
significant benefits from proactive care. Very clear proactive team care opportunities obviously
exist for most patients with CHF. Like asthma attacks, CHF crises are terrible, painful,
sometimes terrifying, generally debilitating, and potentially fatal events. A patient having a CHF
crisis is drowning in their own fluids. Most CHF patients are eventually killed by their disease.
Dying of CHF can be a very painful death. In the wrong care settings, that death can be
preceded by multiple, very painful, and often terrifying CHF crisis events.
That is not a necessary pattern of care.
Roughly half of those debilitating CHF crises can actually be averted or prevented by the
right package of proactive care. 127 Proactive team care is far better care for those heart failure
patients. That proactive care approach for heart failure patients typically does not happen in
very many care settings today because of the standard piecework care delivery business model
we use now to buy CHF care. That lack of proactive care for CHF patients is not atypical. As
noted earlier, the current piecework business model we use to buy care is very perversely
designed for multiple areas of care. In that piecework payment model, a congestive heart
failure crisis can create 30,000 to 50,000 dollars in revenue -- while preventing the CHF crisis
entirely for a patient typically generates no revenue at all. Likewise, heart attacks generate

62

significant caregiver cash flow, where preventing heart attacks generates no financial reward.
We have thousands of billing codes for procedures -- and not one billing code for a cure.
That payment approach answers the question of why preventive care doesn’t happen in any
effective way for far too many patients who really need it.

Businesses Do Not Reengineer Against Their Own Self Interests
Health care is a business. Every care site tends to be a separate business. It isn’t a good thing
for any business in any industry not to have revenue.
Businesses with no revenue almost always fail. In any industry, businesses that have no
revenue simply go bankrupt or just disappear. That need for revenue is just as true of health
care businesses as it is true for businesses in every other industry. So when we buy care entirely
by the piece, the health care businesses of this country often cannot afford to do any of the
efficient things that eliminate any of those pieces, because those efficiency-based changes that
eliminate unneeded steps literally generate no revenue for the care site. There is no revenue
for most care sites unless a procedure is done for a patient.
As noted earlier, up to 75 percent of the asthma crises that happen today could be averted -with the right proactive care. 128 Half of the congestive heart failure crises could be averted -again, with the right proactive care. 129 Nearly half of heart attacks and 40 percent of strokes
could be eliminated with the right proactive care.130 Proactive care is rare in American health
care because prevention generates minimal revenue for the piecework care business -- but
each of those actual crises that do happen to patients for any of those conditions can generate
10,000 to 40,000 dollars in piecework revenue for those care sites. So we obviously very
directly encourage, incent, and reward crises-based care and poor care outcomes when we buy
care only by the piece.

Medical Homes Sell Packages of Care -- Not Just Pieces of Care
The new approaches to care delivery will only work if buyers channel cash to make them
happen.
Caregivers need cash. That need to have available cash for a care team to do prevention
work for patients is why most of the new patient-centered medical homes are set up with some
level of per-patient cash flow that pays each medical home a fixed amount of money for a
package of care rather than just paying the care site by the piece for incident-based pieces of
care. That’s also why the new ACOs that are being formed are working out their own financial
63

arrangements with payers and with the government to create a cash flow that will pay their
care teams for packages of care rather than just being paid for pieces of care. That model of
being paid by the package can create the needed resources for creative and effective proactive
care. So this is an area where change is happening and where change is badly needed. The
current financial model clearly needs to evolve. The new ACOs need a cash flow volume and a
cash flow stability that will allow them to cut asthma crises and CHF crises and heart attacks
and strokes in half for their patients without going bankrupt.
The value for both care quality and care affordability that can result from creating those new
business models for care is becoming increasingly obvious.
So -- as noted at the beginning of this chapter -- care is changing. Buyers are beginning to
lead the way, because the benefits of some aspects of change are so obvious that they deserve
buyer support.
Medicare is now encouraging the creation of both ACOs and patient-centered medical
homes. That is a very good strategy for Medicare to follow. Most major health plans in America
are attempting to create connected contractual relationships with caregivers that will allow the
health plans to have the benefits of both team care and proactive care delivery. A lot of very
creative work is going on in various settings across the country for both caregivers and payers
to make that all happen. We need to make sure that our minority group populations who have
both been disproportionately uninsured and disproportionately underserved by team care will
benefit fully from those new care delivery approaches. Ideally, the data reporting that will be
required from the new ACOs and medical homes will allow care tracking by race and ethnicity -very much as it is being done today at Kaiser Permanente. That is a good and functional data
model to follow if the goal is to reduce disparities in care.

The Tool Kits for Care Get Better Every Day
At the same time that the need for proactive team care is becoming obvious to buyers and
policymakers, there is a separate and very important revolution going on relative to the new
tool kits that can be used to support care delivery. The new systems supported care delivery
tool kit can also help reduce or mitigate the care gaps that exist for groups of patients today.
For centuries, health care has functioned with a very basic and relatively crude set of
information resources. The key information tool used most often by caregivers in this country
today is literally ancient. Paper. Paper medical records are the rule. Most care sites still use
paper records that are stored at each care site where care is delivered. That dependence on
paper surprises a lot of people, but the truth is that most medical information in this country is
still maintained on paper medical records. That is not good for any groups of patients.
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Paper is an inferior, dysfunctional, and sometimes dangerous data tool for health care.
Ideally, doctors who are taking care of a patient should have all of the information about each
patient easily available to the caregiver at the exact time when care is delivered. Medicine is, at
its core, an information-based science. To have caregivers delivering care with major
information gaps in the exam room or having hospitals delivering care with major information
gaps for the caregivers about each patient -- and with major gaps also in place for too many
caregivers about the best and most important medical science -- the combinations of those
factors creates some real problems in the way we deliver care.

We Need Electronic Data About Patients
Those problems do not need to exist.
Delivering care with major information gaps is a particularly bad way to deliver care when
we already have much better approaches and functional tools that are easily available and that
work really well when they are used. Paper is clearly the worst data recollection and storage
approach -- other than relying on pure unassisted caregiver or patient memory. Information
about patients that is stored on paper medical records tends to be splintered -- because each
care site usually has its own pieces of paper with information that is specific and limited to the
exact pieces of care that are delivered to each patient at that specific site. The paper records
for any given patient at any given care site are almost always incomplete. They are always
functionally inert -- unable to link with one another in any way. In some cases and in many
settings, the paper records are at least partially illegible. Paper records in any given care site are
almost always inaccessible for many elements of patient care. Those paper records at any site
are almost always inaccessible to the caregivers at other care sites who serve the same patient.
So our primary source of medical information about patients in this country still tends to be
incomplete, sometimes inaccurate, inherently inert, completely inactive, and generally
inaccessible segments and slices of data that are stored in inconvenient ways on isolated pieces
of paper.
Better tools exist now to do that work. They should be used.
Those extensive data deficiencies should not be acceptable to the patients of America, or to
the government programs or the private employers who pay for most medical care in this
country through their benefit plans.
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Data Deficiencies Make Dealing With Disparities More Difficult
Those data deficiencies obviously make dealing with health care disparities much more
difficult, because it is almost impossible to track, monitor, or report on care performance for
any care site when the needed information is locked up in pieces of paper. Those data
deficiencies should be particularly unacceptable to us all when we now spend $2.8 trillion in
total as a country on care. 131 Our care delivery infrastructure absorbs so much cash every year
now that if American health care were a separate national economy, it would be the fifth
largest economy in the world. 132
That is enough money to expect that caregivers should have complete data about each
patient and to expect that the information about each patient should be available to each
patient’s caregiver when that information is needed at the point of care. That is also enough
money to expect that there should be rich streams of data available to compare care
performance and to track basic patterns of care. Detecting disparities takes data. We need to
detect disparities in order to correct them. We should be able to identify care disparities almost
as soon as they happen. We can do that if we have the right set of data and the right
mechanisms in place to get access to that data.
That specific point about the new tool kit that is needed for care delivery is highly relevant to
this book on care delivery disparities because it is almost impossible to detect, measure, track,
or improve any disparities in any care sites or any care settings without adequate data about
care.
The people who wrote the 2003 IOM Report on care disparities said that data was needed to
detect, improve, and reduce disparities. 133 They were entirely correct. It is hard to reduce
disparities without data about those disparities -- and paper data is impossible to use as an
information resource to support that work.

Eliminating Disparities Is Impossible Without Disparities Data
Eliminating care gaps is functionally impossible without data reporting systems that let the
caregivers in each site and care setting know when disparities exist. That need for data is true in
all care sites. Look back at Chapter Two in this book. The Kaiser Permanente caregivers had no
clue that any of the care disparities and care gaps that were outlined on the performance
charts that were shown in that prior chapter even existed for those patients until each category
of care was tracked by group, measured by group, and then compared by the group and by the
site to the performance of the other groups and the other care sites.
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Using Data Is Impossible When Data Doesn’t Exist
The logic involved is pretty simple and it is very pure. Using data is impossible when data
doesn’t exist. A major first step in improving care is to have data that allows care to be
measured. As this country begins to build our new ACOs and to create our new medical home
care teams, we need to build that wisdom and that tool kit into each of those new care sites.
They will each need data to make care better, and they will need data to eliminate disparities.
We need data to track care and we really need data to deliver the best care to each patient.
When care is measured and recorded, care can improve. Having data about each patient
available to caregivers at the point of care is extremely important as a key tool needed to
deliver the best care to each patient. That piece of information is extremely important for a
book on health care disparities and that point about the need for data is more important today
than it has ever been.
We are moving to a new world for American health coverage. More people will be insured.
That expanded insurance coverage will create a significant set of opportunities for care
improvement. When 10 to 15 million more Americans become covered by Medicaid, that
expansion of coverage for those very low-income people will massively shrink the health care
insurance disparities that exist now for those sets of people.
We need to make sure that the programs that we put in place in each state that expands
Medicaid deal directly and explicitly with the issues of needed team care and needed care data.
The truth is, however, that the pure expansion in insurance coverage will not automatically
eliminate any actual care delivery disparities for anyone with either Medicaid coverage or
private insurance. Eliminating or reducing our insurance disparities is a good thing, but that
particular gap reduction doesn’t make our care delivery disparities disappear. Lower income
people will still be less likely to have available care sites and consistent access to basic care than
higher income people. For lower income people to receive the best levels of care, we will need
a data flow infrastructure and a care delivery strategy that makes the care data for those newly
insured patients both electronic and portable. It is even more important now for newly insured,
low income people to have their caregiver teams armed with a workable set of care data -because care for lower income people tends to be even more splintered by site and by
caregiver than care for higher income people.
The good news is that when the care data is both electronic and linked, care can get better.
The care infrastructure that functions at Kaiser Permanente is consistently and constantly
proving that theory and that contention about the value and the potential for that data to
improve care to be true at multiple levels. When easily accessible data exists about care,
caregivers can do a better job for each patient and the overall levels of care can become both
more consistent and safer.
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Data Is Needed to Make Hospitals Safer
Safety is an important issue for American health care. We also need to address patient
safety as we address disparities in care.
One area that proves that point about the sheer value and functional benefits of data for the
process of improving care relates to hospital safety. We actually have significant problems
today in this country in many areas relative to hospital safety. One of the unfortunate aspects
of health care in America today is that 1.7 million Americans enter a hospital every year and get
an infection they did not have on the day they were admitted to the hospital. 134 Those
infections kill people -- and they also cost a lot of money.
Studies have shown that the hospitals that serve the most Black patients tend to have
consistently higher death rates -- and those higher death rates are due to the care system -- not
the patients. 135
There are far too many infections in our hospitals today.
We clearly need to make changes in the way we buy care.
We need a business model for purchasing care that does not financially reward the care sites
where infections occur. ACOs can make that happen. The new ACO cash flow approaches
should be set up so that the ACOs have a strong incentive to create safer care and so the care
sites are not penalized financially when care does get safer. Care safety and the need to create
systematically safer care are not insignificant issues.
Sepsis -- a blood stream infection -- is actually the number one cause of death in American
hospitals. 136 Most people do not know that to be true. More people actually die of sepsis in
hospitals than die of cancer, heart disease, or stroke . 137 Twenty percent of seniors who died in
California hospitals died of sepsis. 138

Data-Free Beliefs Can Be Sincere and Wrong
That is a tragedy. An even bigger tragedy is that most of those sepsis deaths could have been
prevented. The next chart shows the reduction in sepsis death rates that happened at a dozen
California hospitals. That chart also shows why data is so extremely important. Before any
measurement of sepsis deaths was done, all of these hospitals believed they were delivering
great sepsis care. All of the hospitals had key people in each site who were entirely wellintentioned. All of the care sites on that chart knew the basic science of sepsis care. But the
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chart shows that the care for sepsis patients was obviously not as effective in each of the
hospitals. Some hospitals had a much higher death rate from sepsis. Learning that fact about
the difference in the mortality levels was a golden gift to all of the hospitals on that chart
because it gave those low-performing hospitals both the context and the perspective they
needed to get better at treating sepsis. And -- because care processes were focused on when
the data became available -- that same data also ultimately helped the higher performing
hospitals get better. Those 12 hospitals -- as you can see from that sepsis mortality chart -- all
used that new knowledge about their care results to actually improve care. A lot of lives have
been saved in those 12 hospitals over the past couple of years because that data did the
extremely important work of helping the low-performing care sites know that they were not
delivering care at optimal levels.

Before the data reports were done, every hospital on that chart believed strongly that their
sepsis care was the right care. Everyone believed their performance levels were high. That was,
however, a data-free belief. Data-free beliefs are not an optimal care management tool. Only
real data about real performance can actually create the working context for real performance
improvement. Using real-time and accurate data about care processes and care outcomes is
particularly true for sepsis.

69

Sepsis Care Lends Itself to Process Improvement
The sepsis care process really lends itself to systematic process design and redesign work by
teams of caregivers. There is a “golden hour” for each patient in sepsis care where the death
rate can be cut in half with the right care. 139 Hospitals who take a systematic approach to care
improvement can functionally learn to do the exact right things in that golden hour -- like,
getting each patient’s lab tests back to the patient’s caregiver in 15 minutes or less rather than
letting those lab tests for each patient go through the normal hospital lab test result response
cycles and information distribution systems. The normal response cycle for routine hospital lab
tests can take one to four hours in many care settings. It’s hard to treat your sepsis patient with
the right drugs and do that lifesaving treatment for that patient inside that “golden hour” time
frame if the lab tests that diagnose the disease for each patient do not come back to the care
floor until two hours or four hours or even six hours later.
Many lives are saved in hospitals when the lab tests for sepsis care get back quickly enough
to make a bigger difference in each patient’s care. So each hospital who wants to reduce their
sepsis deaths needs to reengineer their lab processes and information flow to make that
targeted result happen.
When that overall sepsis mortality-reduction work is done well, the hospitals not only track
sepsis deaths -- they also can put processes in place that measure how many minutes it took to
diagnose each patient and how many minutes it took to get the right drugs to each patient.
Continuous improvement in care delivery benefits hugely through the skillful use of the right
set of critically important process data to support care process improvement.
The hospitals that continuously improve their processes have shown they can cut sepsis
deaths by more than half. They can also reduce lifetime patient damage for the survivors of
sepsis. That is another key point to understand about the extremely high value and benefit of
getting sepsis care right for patients. When the sepsis patient gets the right treatment in the
right rapid time frame, the patients who survive their sepsis infection and go home from the
hospital also tend to have a lot less permanent or long-term damage than the patients who get
their sepsis treatment more slowly -- in two or four or six hours. The patients who get slow care
and who still survive to go home from the hospital are significantly more likely to be
permanently damaged from sepsis than the patients who get fast care and also survive.
Patients in the best care sites are much more likely to go home undamaged rather than ending
up in a lifelong care setting -- with permanent support needed to deal with permanently
damaged internal organs.
For low income people -- often minority patients being treated in low- performance care
sites -- being permanently damaged by sepsis makes an economically challenged financial
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reality for the patients even worse. Minority patients very much need best sepsis care. Not
weak or inadequate sepsis care.

The New ACOs Need to Do Process Improvement
We need to understand how the care improvement process works. Speed is clearly essential
to improve results for some areas of care. Speed doesn’t happen spontaneously. It also doesn’t
happen consistently. Process improvement work is needed to create speed. Data can help
deliver, create, and support improvements in care delivery speed. Data also lets us improve
care and track care. ACOs need to work hard to design the right data flow. Data is badly needed
for the new care delivery world, and the existence of data can be supported in important ways
by the new insurance environment we are moving into. The new ACOs should be data-focused
at key performance levels. The process-aligned model can work. Suggesting that ACOs build
that tool kit isn’t a theoretical or hypothetical suggestion. The fact is -- Kaiser Permanente
functions now as a kind of ACO -- and the ACO tool kits described above clearly offer functional
value in that setting. Kaiser Permanente is currently proving the value of having data-supported
care in an accountable care setting to be something that all of the new ACOs should aspire to
achieve.
A major key to the success in care improvement and disparity reduction work at Kaiser
Permanente is to have all of the patient data on the computer. The problems of paper-based
data were described earlier. Paper is no longer used for those purposes in either the Kaiser
Permanente hospitals or in the Kaiser Permanente medical offices. All of the data is
computerized. That work to computerize all patient records was done for that entire care
infrastructure as a full package of interconnected data flows because the paper medical records
that were used in the past were functionally inferior, and they resulted in significantly less
effective care for Kaiser Permanente patients.
What can the rest of the country learn from that experience?
The primary conclusion that can be learned is that electronic medical records should be the
standard way we all record data about care in all care sites in this country. Paper medical
records should disappear.
For individual patients, the care teams need computerized care plans. The care team
members also need tools that support patient-specific care tracking. As noted earlier, Kaiser
Permanente has managed to cut the death rate for HIV patients to half of the national average
using those kinds of tools. 140
Kaiser Permanente also eliminated the racial care disparities in the process for HIV patients
by building individual computer-supported care plans that are built around each patient -- then
using the entire computerized care data tool kit as a prompt and a support system for follow-up
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care. The tools that are available when data is computerized are obviously far better than the
care support tools that are anchored in a paper database.

New Care Tools Could Revolutionize Care
The next generation of care support tools is going to be even more impressive and more
useful than the old care tools. New tools are being developed daily. Some of the new tools are
amazing new pieces of technology that track and monitor patients remotely at low costs with a
higher degree of accuracy and great convenience.
New remote monitoring tools that exist today can actually do a functional EKG test from a
low cost device connected to a smartphone. New technology can track activity levels, blood
pressure, and the symptoms of multiple diseases, and do it at remarkable low expense levels.
To get care right and to make care the most affordable in the future for people of all races
and ethnicities, we need to embrace that new set of care support tools, and we need to
incorporate those tools effectively in a team-based way into the overall way we deliver care -with an underlying support of electronic medical records for each patient. Team care can be
enhanced and enabled with the new connectivity tools. The business model of care needs to
support that process. We need the new ACOs and the new medical homes to have a cash flow
that enables and encourages them to use and embrace that new set of tools. We need to
remove economic and functional barriers to the more effective use of those tools, and we need
to link those new tools to team care in increasingly effective ways.
That will not happen unless we choose as a nation to make it happen and unless the primary
purchasers of health care create the cash flow that will enable it to happen.

We Need the New Tools to Support Team Care
We could be starting down some dysfunctional paths for some of those new tools in their
current iterations.
Too many of those lovely new tools are being set up today without the right linkage
capabilities or linkage strategies. That is unfortunate. The new tools will become their own
electronic data silos if that level of isolation happens. Creating a new set of isolated electronic
data silos that will replace the old set of paper-based, nonfunctional isolated data silos isn’t
significant progress. Replacing isolated paper silos with new isolated electronic silos would
clearly be the wrong path to go down. To eliminate care disparities, we need best care, we
need accountable care, we need connected care, and we need care that is supported by the
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new array of care tools. We very much need the data being made available by those new tools
to be universally linked with each other to create optimal care for our patients.
So as we look at the new care tools, the new care organizational models, and at the
expanded number of people who will now have coverage instead of being uninsured, this is
obviously the time to make some important decisions about key aspects of delivering care and
collecting care and sharing care information. We particularly need to make a few important
decisions in each of those areas if we want to eliminate the current set of disparities in care
delivery and the perverse differences in care outcomes.

The New ACOs Need to Learn From Success
This time of change should be a time of progress and advancement.
It would be a mistake to simply insure millions of additional people and not both improve
care delivery and care data flows at the same time. The new accountable care organizations are
being created to do some of that care improvement and data flow improvement work. That is
the right thing to do. The new ACOs can be well-designed, well-structured, and well-incented. If
those care organizations are paid with a cash flow that enables them to sell care by the package
and not just sell care by the piece, those new care teams will have a high likelihood of success.
Their likelihood of success will probably be enhanced if they understand and use some of the
operational and strategic approaches that have been designed, implemented, and continuously
improved. In the Kaiser Permanente care infrastructure over the past several years, it has been
involved in an overall continuous improvement process that has anchored very basic
accountable care organization functionality for those care teams for a number of years. It is
worth understanding that functionality and its component parts at this time of great change in
both care delivery and care financing, because the other organizations who want to deliver
accountable care can benefit from both the mistakes made and the successes that have been
created in that ongoing and large-scale accountable care and team care context.
The next chapter deals with some of those learnings and explains some of the basic
guidelines, strategic directions, and functional approaches that have proven to have value for
those 9 million patients and their caregivers.
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Chapter Four

LEARNING FROM A LONGSTANDING FOCUS ON ACCOUNTABLE
CARE TO IMPROVE CARE FOR EVERYONE
One of the very best ways of reducing care disparities in America is to improve care for
everyone. A rising tide of continuously improving, better care will bring care for all groups to a
consistently higher level. That actually should be possible to do. It may, in fact, be the only way
we can eliminate some disparities that exist today in care delivery. That is true because we
can’t focus on improving care for just a subset of our population in a functionality vacuum. The
same tools that can be used to reduce disparities are the same tools we need to use to improve
care for everyone. We need to put the tools and processes in place to improve care for
everyone, and then we will have those tools in place to fix disparities and to eliminate the gaps
we now have in care delivery and care outcomes.
That work is possible to do. This is very much the right time to do that work. As noted in the
prior chapter, the health care policy agenda in this country is increasingly focused on creating
various kinds of team care, data-supported care, and accountable care for all Americans. Those
areas of focus on improved care functionality will each be very useful in reducing care
disparities. Medicare, Medicaid, and private payers are all trying to figure out how to create
and support care delivery approaches that will improve overall care by making care both better
and more affordable.
As noted earlier -- it costs less to prevent an asthma crisis than it does to treat an asthma
crisis. The government-funded portion of that care improvement agenda will be particularly
important for the key populations where significant care disparities exist today. Those tools are
needed even more for the patients whose care is less than adequate today. The people who are
advocates for computer-supported care, patient-focused team care, and the use of process
improvement techniques to enhance care delivery tend to believe that care will get better for
all patients with the right focus, the right business model, and the right tool kit.
People who look closely at the issues of care disparities that were outlined earlier in this
book also tend to share the belief that we need better data-gathering as a nation, and we need
better care support tools for all caregivers and for all patients if we want to successfully address
and remedy the care disparity issues that exist today, in the most focused and effective ways.
The perceived need for those tools is well-founded. Those are the tools we need to do that
work. As noted earlier, both of those beliefs and those tools are being tested today in an
operational way in the Kaiser Permanente care settings.
The theory that says one of the best ways to reduce care disparities is to make care better
for all patients is happening today for the 9 million extremely diverse patients and the even
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more diverse care teams at Kaiser Permanente. Data shown earlier in this book looks at care
improvement at Kaiser Permanente overall and by race and ethnicity. That overall data and that
group-specific data should be encouraging for the rest of the country. Those improvements in
performance inside the Kaiser Permanente infrastructure of care delivery clearly represent the
kind of gap-reduction successes that strong advocates of disparity improvement and gap
closures would like to see happen for the whole country.
As noted earlier, this is a particularly good time to learn from that work at Kaiser
Permanente because the new medical homes and the new ACOs that are forming in multiple
settings all need to create a functional tool kit so that caregivers in those settings can build in
several ways on the tool kits that are already in place at Kaiser Permanente.
What can the new ACOs and medical homes learn from those existing Kaiser Permanente
tool kits?

Kaiser Permanente Is a Functioning ACO Now
The first point for those new care organizations to understand is that Kaiser Permanente is
functionally an accountable care organization now. Kaiser Permanente is a prototype ACO.
Kaiser Permanente sells packages of care now and does not use a piecework payment model
today for its cash flow. As noted earlier in this book, other health care businesses in this country
almost all bill separately for each piece of care. Kaiser Permanente has a total per-patient cash
flow as its business model and actually has no internal bills for any elements of care. Each
Kaiser Permanente member today buys a package of care. They buy that package by paying a
monthly premium. The monthly premium is a flat amount paid per member, per month. That
premium can be paid by the member, by the employer, by the government, or by various
combinations of those payers.
The key to understand is that the basic cash flow model for Kaiser Permanente is to sell a full
package of care for a monthly price. That cash flow from each member goes to Kaiser
Permanente as a monthly payment package, and that money is then functionally used as
needed to deliver both the care and the prevention services that Kaiser Permanente members
and patients need.
It is true from a cash flow perspective that some patients at Kaiser Permanente have chosen
to buy deductible benefit plans. Some people bought those plans from Kaiser Permanente to
reduce their premium levels -- and those people with deductible plans do pay individual prices
for the pieces of care that are needed after they meet their personal deductible amount. But
the economic reality is that the cash flow from those payments for pieces of care from those
patients represents a very small portion of the Kaiser Permanente total revenue. Those
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payments do not change the basic business model for care. Inside Kaiser Permanente, there are
hospital budgets, but there are no internal hospital prices.
All of the Permanente doctors receive a salary. Permanente physicians are not paid based
on an accumulation of fees that are created by individual pieces of care that each doctor
delivers. Fees are not an internal cash flow reality, and fees are not linked to any doctor’s
individual cash flow at Kaiser Permanente. That means that the Permanente doctors can focus
on delivering needed care for patients without being affected financially by any of their care
decisions. Salaries are the physician compensation approach. Salaries create a very different
care context for caregivers than piecework payment approaches.
The Mayo Clinic, the Cleveland Clinic, and the Geisinger Clinic also all use salaries instead of
fees as the way they pay their physicians. Salaries are a very liberating way for caregivers in
those care settings to be paid because the take- home pay of any physician can’t be adversely
affected by doing or not doing unneeded but profitable individual care procedures.
Many of the people who are designing the new ACOs in care sites across the country are
working to design cash flow models that move away from piecework payments to packagebased purchases of care.
The new ACOs tend to understand the obvious advantages of selling packages of care, and
most of the new ACOs are attempting to create cash flow approaches that more closely
resemble and parallel the macro cash flow approach that exist at Kaiser Permanente. That is a
good direction for those ACOs to follow.

Making Care Safer and Better Becomes a Good Business
Decision
That is a very good strategy for those care sites to follow.
Receiving a prepayment amount every month for each patient changes the overall business
model of health care organizations. There are a number of significant benefits for health care
organizations and care delivery that result from not being paid for care by the piece. Making
care better and safer for the patient becomes a wise business decision instead of creating a
revenue loss for the caregivers when the care teams can function in a prepaid, package-based
care setting.
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The Kaiser Permanente Package Payment Hospitals Have -- for
Example -- Fewer Hospital-Acquired Pressure Ulcers
Kaiser Permanente hospitals have incredibly low levels of hospital-acquired pressure ulcers,
for example.141 In the rest of the country, on average, 7 to 15 percent of all patients end up
with those painful, disfiguring and sometimes fatal ulcers.142 The number of those unfortunate
pressure ulcers tends to be higher in some of the hospitals serving minority patients. The
standard business model of care responds in a very perverse way to the cash flow relating to
those ulcers. Those hospitals that get paid for all care by the piece generally receive paid
additional fees for those patients that are based on the additional care needs that are created
by those ulcers. That payment for those damaged patients can create a lot of revenue. On
average, more than 7 percent of patients get those ulcers. Some hospitals have over 10 percent
of their patients with those ulcers. 143
In the Kaiser Permanente-owned hospitals, however, where care is sold by the package and
not by the piece -- the average level of pressure ulcers is now under 1 percent of all patients. 144
One percent is a very low number. Several Kaiser Permanente hospitals have not had one single
stage 2 or higher pressure ulcer for more than a year. 145 That is far better care for those
patients.
So the reality is -- for that very common patient-damaging infection -- the very highly diverse
caregivers at Kaiser Permanente deliver spectacular, incredibly focused, very highly skilled care
for the hugely diverse Kaiser Permanente patient population to keep those ulcers from
happening. That level of care success isn’t accidental or easy. The care levels and the patientfocused care commitment required by the hospital-based care teams to achieve that high level
of care quality are intense. As a result, the success levels for pressure ulcers in those hospitals
may be the best in the world. The cash flow for those ulcers that occur at Kaiser Permanente
works like a well-designed ACO cash flow should work. There is an increase in care quality and
there is no decrease in care revenue at Kaiser Permanente when the number of pressure ulcers
has been hugely reduced. In other piecework-reimbursed care settings, that much safer and
much better level of care for those patients could actually create a significant revenue loss for
the piecework paid care sites.
That is an important example to keep in mind as the country considers expanding the use of
both ACOs and medical homes and applying them to programs that serve our minority
populations. Safety in those care settings can be enhanced by not financially rewarding the
consequences of unsafe care and by actually rewarding the consequences of safe care.
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Being Paid by the Piece Has Several Negative, Dysfunctional,
and Perverse Consequences
Being paid by the piece has a number of very perverse and completely unintended
consequences. Care volume is one problem. That is the most widely known problem with
piecework payment approaches. Most economists who look at health care issues understand
the sheer care volume incentives that inherently result for any vendor for any product when
the vendor is being paid entirely by the piece. The fact that we have more CT scans done in this
country than any other country in the world other than Japan is obviously based at least in part
on the usually highly profitable fees that are paid to each scan owner when each scan is done.
There are many other comparable examples of care volumes and patterns of care that are
based more on caregiver revenue opportunities than patient care needs. Cesarean-sections are
a good example. C-sections are often pointed to as an area where the volume incentives
inherent in a piecework payment model that pays much more money for a C-section compared
to the payment for a normal delivery creates perverse, unfortunate, and medically
inappropriate care volumes. The relationship between piecework payment incentives and the
care unit volume for multiple areas of care is well-understood by most health care economists.

Piecework Payment Cripples Care Improvement
That volume-trigger and incentive is not, however, the biggest economic flaw in that
particular payment model. The biggest flaw in the piecework model is the fact that being paid
by the piece cripples, penalizes, stifles, and stands as a direct barrier against most care
improvement agendas and processes. Continuous improvement processes are very rare in
American health care. That lack of process improvement is true primarily because the
piecework payment model we use to buy care today generally prevents caregivers who improve
care from realizing any benefit for their care site or their care business unit when care
improvements are performed. The piecework payment model we use to buy care actually
almost always penalizes caregivers for making care better or more efficient. That is a highly
perverse impact. It needs to be understood. That real-world impact of that payment model
seriously inhibits continuous improvement use in care delivery. Care sites do not do the work
that is needed to eliminate duplicate tests for any given patient when each and every test
generates a fee and when eliminating the test eliminates that fee -- with no reward of any kind
for the care site that does the reengineering that eliminates the test. No business ever
reengineers against its own self-interest. So the piecework payment approach inhibits care
process improvement, and it also creates very rigid approaches to care.
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Kaiser Permanente, by contrast, is not paid for care by the piece. Fees do not dictate care at
Kaiser Permanente. The fact that the Kaiser Permanente care system is liberated from fees has
been very useful in putting together the care delivery infrastructure and the entire array of care
processes for patients that are much more patient focused instead of being fee-schedule
focused.
The standard Medicare, Medicaid, and private insurance fee schedules that determine
eligible care in other care settings do not define or limit care at Kaiser Permanente. That is a
very different way of looking at care delivery design and opportunities. Those standard
insurance fee schedules actually create rigid patterns of care for care sites in this country. Other
care systems and care sites that are paid only by the piece usually only do the exact work that is
listed on those insurer-approved fee schedules. Those schedules define a limited, rigid, and
inflexible list of services.
Asthma patients, for example, can often benefit significantly when a nurse can call the
patient to be sure the patient is refilling their prescriptions. The nurses can also coach each
patient on effective early intervention approaches. That work by nurses can help reduce the
number of asthma crises significantly. That fact has been proven repeatedly in several care
settings. That proactive work is not done in most fee-based care settings, however, because
having a nurse call a patient to coordinate needed care is not listed on the approved set of
billable services for most payers. So instead of having children across the country who have
fewer asthma crises, we have far too many children who end up in the emergency room
actually going through the misery of a painful and terrifying asthma crisis that could have been
prevented with proactive care approaches.

We Get What We Pay For
The irony of that situation, of course, is that each and every one of those emergency care
expenses that are needed for those asthma patients who are in a personal care crisis are all
listed on the approved fee schedule. The caregivers are paid for that crisis care. Those very
expensive sets of crisis response care services happen in great numbers across this country.
They generate a lot of revenue. Nurse phone calls to patients to prevent asthma attacks are
not on the approved fee schedule, however, so those nurse calls are rare.
The basic truth is pretty simple.
We get what we pay for. As noted earlier, in a well-structured, patient-centered medical
home, the homes are paid a lump sum for multiple services. That lump sum cash flow per
patient can liberate the care sites from that fee schedule for at least some services. Some level
of lump sum payment per patient usually is used in those new team care settings -- and those
lump sum payments can fund those kinds of nurse calls and proactive follow-up visits and
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contacts with the patients. Those lump sum payments can also fund e-visits between doctors
and patients that are usually not reimbursed by the standard insurance fee schedule.
So medical homes and accountable care organizations that sell care as a package will be able
to design their care and their information flow around the patient, and not just around the fee
schedule. Those ACOs and medical homes can use nurses, electronic care connections, and
much more flexible care approaches to meet patient needs.

Fourteen HIV Care Steps Not on a Medicare Fee Schedule
Multiple examples have shown that care can be a lot better when care processes are freed
from fee-schedule rigidity.
At Kaiser Permanente, the care delivery strategy and approach that has reduced HIV deaths
to less than half of the national average 146 has 14 steps in the most current care process that do
not show up on a Medicare, Medicaid, or standard insurance company fee schedule. 147 Those
14 steps are patient-focused, nonbillable, nonfee-schedule activities that help create much
better care outcomes for those HIV patients. There is no “CPT” code for those services. If Kaiser
Permanente only did the specific HIV treatment steps for those patients that are listed on the
approved Medicare fee schedule -- and limited care to that fee schedule list of services -- the
death rate for those patients could double. Twice as many people die today in the other care
settings in America that are paid only by the piece for that care.
HIV isn’t the only example of patient-focused care and better care that can result from the
care team not being confined to a fee schedule. Kaiser Permanente has also reduced broken
bones for seniors by over a third. 148 That is extremely important, life-saving work. A high
percentage of older seniors who break bones die within a year. That work to prevent broken
bones can be extremely important work for low income patients who don’t have the resources
to deal with the long term expenses for themselves and their families that can be created by a
broken bone. Preventing those breaks is important work to do. Again -- six of the nine steps
that are currently done to reduce the number of broken bones also do not show up on the
Medicare or Medicaid fee schedule.149 Those fee-schedule constraints dictate care in most care
settings, and they are a reality we need to understand if we want to improve care.
Those defined fee-schedule approved service lists that are created and administered by
Medicare, Medicaid, and by typical insurance companies generally restrict the delivery of care
to a fairly rigid set of services. Those lists limit care, and they can badly cripple and even kill
continuous improvement processes in American care sites.
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Reengineering Processes Rarely Happen in Health Care
Health care is almost alone in not using reengineering tools to improve processes and create
efficiencies.
Reengineering processes have made huge improvements in both products and services in
other multiple industries. Reengineering, by contrast, is a rare occurrence in health care. It is
rare in health care because really well done reengineering processes often simplify whatever
approach is being reengineered. As noted earlier, when you simplify anything in a piecework
payment model, you run the risk of eliminating a billable piece for the caregiver from the
overall care delivery process. Losing a billable piece from the process simply and purely reduces
revenue. As noted earlier, no industry ever reengineers against its own self-interest. Health
care follows that same path. Also, as noted earlier, even something as simple as eliminating
duplicate tests between various care sites that are seeing the exact same patient is unlikely to
happen in most care settings simply because each reduction of a duplicate service will reduce
the revenue for that duplicating care site by the full payment amount they receive to do that
particular service. When a scan can generate a 500- to 1,000-dollar invoice, 150 eliminating a
scan to use the exact same test already done for that patient at another site simply reduces the
revenue for that scan from the second site.
Again -- if the new ACOs are well-designed, and if they are set up to have a bundled payment
of some kind for all needed care, and if the ACO business units are freed by their payers from
the tyranny of a rigidly defined piecework cash flow -- then health care reengineering processes
could flourish and thrive, and care improvement operational gains as basic as eliminating purely
duplicate tests could be significantly encouraged.

Lab Test Results Can Go Directly to Patients With No Reduction
in Caregiver Revenue
The number of unnecessary duplicate tests done at Kaiser Permanente today is tiny -- both
because there is no additional revenue inside Kaiser Permanente for each test and because
Kaiser Permanente has set up a computerized data flow support system that lets each test that
is done for each patient be permanently stored in an electronic form and instantly available to
every relevant caregiver who needs it in real time.
Likewise, a lab test result that is done at Kaiser Permanente goes directly from the
laboratory to the medical record and also goes to the doctor who ordered the test. Processes
for data flow relative to lab test results are much improved. It used to sometimes take days to
get basic information from the lab to the caregivers and then to the patient. That work is now
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done in real time -- with the test results now ideally going to the caregiver instantly as each test
is completed. For most basic outpatient tests at Kaiser Permanente, the lab results are usually
also sent directly to the patient at the same time those lab results go to the physician. Kaiser
Permanente patients received over 30 million lab results directly and on their personal
computers and their smartphones last year. 151
The payment model of being paid for an entire package of care made that whole, very
convenient information flow to patients easy to do.
Why does being paid by the package instead of being paid by the piece make that type of
direct information flow about lab tests more likely to happen?
Cash flow is the answer.
In standard fee-based care settings, the primary care doctors can usually bill for an
additional office visit when the patients return to the doctor’s office to get their lab tests. Those
fees charged to the patients for those visits can run from 100 to 200 or more dollars per visit.
When each of the patients who had the lab tests done comes back to the clinic and to the
doctor’s office to receive their lab results in person, that can generate a significant amount of
cash for the care site.
At Kaiser Permanente, the lab results are still given to the patient in person by the doctor
when there is a medical need for the visit with the doctor, but those visits with the doctor are
not scheduled just to generate a bill for the care site. Most lab results go to the patient -- with a
clear explanation of their significance -- and the patients do not need to return to the clinic to
get the results in-person and onsite.
Being paid by the package and not by the piece clearly creates a whole range of care options
and care delivery approaches that do not exist when insurance companies define each of the
pieces of care that will generate a payment and keep those lists very rigid over time. Nearly a
third of the care and care support resources that are used today inside Kaiser Permanente
medical sites to support patient care are spent on services that would not trigger a Medicare, or
Medicaid, or standard insurance company fee payment if Kaiser Permanente were to bill one of
those payers for those services.
Kaiser Permanente has now invested billions of dollars in computerizing all aspects of the
care data flow. 152 Kaiser Permanente did that work without worrying about whether or not any
piece of care that would be supported by the new care systems would be billable. Everything
relating to care data is now electronic. Imaging is done digitally. The entire medical record is
electronic. Care reminders and care prompts are done electronically for both caregivers and
patients.
One internal Kaiser Permanente care support system -- The Outpatient Safety Net -- is a
highly complex computer program that scans the files looking for gaps in the fabric of needed
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care for Kaiser Permanente patients. That safety net data screening identifies specific care
needs -- like needed but current follow-up visits for early-detection aneurysm patients. Or
looking to see if patients who need some level of chronic care medication have, in fact, done
their needed basic prescription refills.
Those care support systems have improved care.
The growing amount of number-one quality and number-one safety scores in the country on
multiple care quality and care functionality issues that have been achieved by Kaiser
Permanente caregivers isn’t accidental or coincidental. It is entirely intentional. Computer
support systems help both patients and care teams remember the right next steps for care, and
then those systems help track whether or not those care steps were achieved. The extremely
high level of blood pressure control that was mentioned in Chapter Two isn’t accidental; nor is
the high level of colon cancer detection. Overall, use of the new electronic care support tools is
a learning process. Those systems are continuously improving. Flexible process design happens.
Those care improvement steps are all being done without worrying about whether or not each
and every piece of work will trigger a payment from an authorized fee schedule. There is no fee
for tracking to see if newly diagnosed patients are filing their prescription, and there is no fee
for running computer scans or to see if patients are doing follow-up care. There is no fee for
coaching HIV patients on persistent medication compliance. But lives are saved -- and money is
saved -- because those processes exist and do what they are intended to do.

Six Guidelines That Can Help Anchor Accountable Care
So Kaiser Permanente is already a model for accountable care. ACOs that are figuring out
how to succeed in the new care delivery approach and cash flow model can and should look to
Kaiser Permanente for some approaches that work well to meet those goals.
Those newly forming ACOs might find it useful to know that the basic accountable care
process at Kaiser Permanente has made extensive use of six key guidelines. The six key
guidelines should be extremely relevant and useful to anyone who is trying to improve overall
care in an organizational setting. Those guidelines are of particular value to anyone who is
trying to reduce the disparities in care that exist today between various ethnic and racial
groups, because each of those guidelines tees up approaches and tools that can directly help
reduce care disparities. The use of those guidelines has helped reduce care disparities at Kaiser
Permanente.
The six key guidelines are:
1)
2)
3)

All, All, All
Make the right thing easy to do
Continuously improve
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4)
5)
6)

Focus on the patient
Create available and transparent data
Be Us -- Eliminate Disparities

Many of the new care systems that are being established in other care settings could benefit
significantly by using some or all of those same six guidelines for both planning and operations.
Those six guidelines are worth understanding because they did not happen in a vacuum.
They did not come into being through theoretical, academic, externally created research. They
are all working, functional guidelines that steer operational thinking and care improvement,
and they all evolved through and with the care improvement agenda in place at Kaiser
Permanente.
The first guideline is very basic. Guideline one is to have all of the information about each
patient.

1) All/All/All
All, All, All is a very basic and foundational systems development guideline that all of
America could and should follow as the new care systems are being created. All, All, All means
all of the data about all of the patients all of the time. All of the key Kaiser Permanente systems,
processes, and data flows have been built around that guideline, building on a patient-focused,
patient-centered, and inclusive database for each patient -- with the functional and operational
goal of all of those processes aimed at having each patient’s data available in real time to the
caregiver at the point of care.
If you understood care delivery, that guideline seems logical -- even simplistic. But the truth
is that far too many other care settings today actually build their data infrastructure around
their billing processes or around their actual physical care sites, rather than building their
overall data planning and data flow around patients. Having site-specific data isn’t entirely
wrong. Having care-site relevant data can be a good thing -- but site-limited data is woefully
and painfully inadequate as an overall data strategy. If caregivers only have patient data stored
by site, then the data for each patient will be in splinters that are separated, segregated, and
inadequate for care support. Data files that are defined and set up only by each of the patients’
care sites is a really inadequate and dysfunctional way to design the data flows for care. The
best way to design data storage and data linkages is to design the macro system to create
electronic data about the care pieces for each patient so the computerized information from
each element and site of care delivery constantly updates each patient’s individual data file.
That all/all/all model works. That data organization creates a great tool. Care is better. The
stroke death rate at Kaiser Permanente is down 40 percent in just a few years 153 because that
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full set of data exists for each patient and because the available care data is skillfully used by
the care team and the caregivers.
This is a very good time for people in the care delivery world to think about that guideline.
Just about everyone in health care who isn’t computerized now is planning to become
computerized. Not everyone is planning to do their computerization in a way that creates a
data focus that is built on each patient. Many sites who have already implemented electronic
records only computerized their own site-specific data, and those care sites can’t link their own
data to other caregivers who are caring for the same patients. As noted earlier, that is a deeply
inferior and badly flawed data model. That splintering isn’t necessary, and it is highly
dysfunctional.
So the advice point on that issue is this -- the rest of health care should not be setting up
data projects or data use approaches that do not result in all/all/all data sharing for each
patient. All/all/all works, and it should be the core of the system design and implementation
efforts that are being done across all care sites -- particularly the ones who want to succeed as
ACOs or function as medical homes. That work is very much needed if we want to reduce care
delivery disparities and close care gaps in America.

2) Make the Right Thing Easy to Do
The second piece of advice is -- make the right thing easy to do.
Making the right thing easy to do is another very basic care mantra used at Kaiser
Permanente that can and should be used by accountable care organizations and patientcentered medical homes across the country.
In the management of complex organizations, it can be very useful to have some basic
underlying guidelines that function as the underpinnings of both strategic and operational
thinking. “Make the Right Thing Easy to Do” is a basic guideline that serves that purpose for a
wide range of issues at Kaiser Permanente. That guideline is used as a compass and a guidepost
for figuring out how to deal with an entire array of functional situations -- including systems
design, process development, and care infrastructure use.
The guideline has two key and highly important parts. The first part is to figure out the “right
thing” to do for any given situation. The second part is to figure out how to make that “right
thing” easy to do. When that two-part process is done well, it is immensely powerful and highly
effective. Having all patient data available for caregivers is obviously a right thing to do, for
example. The challenge for the systems people who follow that overall guidance is to figure out
how to make access to that data easy to do. Likewise, having the best medical science available
to caregivers is obviously a “right thing” to do. For most of the caregivers in the world, having
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consistent access to best medical science is not only not easy to do -- it is often impossible to
do. Literally impossible. Medical science changes all the time. There are more than 80,000
medical journal articles published every year.154 No individual doctor on the planet can read all
of the relevant journals and still have time to see patients.
The Institute of Medicine (IOM) has recognized that for many care delivery situations, the
current care practices and approaches of the caregivers are not based on the best available
information. 155 The IOM now has a taskforce set up whose goal is to have 90 percent of the
care delivered in this country based on best medical science by 2020. 156 The level of evidencebased care being done in this country is well below that 90-percent goal today. 157
Kaiser Permanente recognized that the problem of making sure all caregivers have access to
current and relevant medical information does exist. Kaiser Permanente believes that having
access to that key information for every caregiver is very much “The Right Thing to Do.”
So the challenge was -- how can that need to have access to medical science and to
information about best care become easy to do for the caregivers of Kaiser Permanente?
How did Kaiser Permanente make scientific data access for caregivers easy to do?
The answer is elegant and simple.
Kaiser Permanente created an electronic medical library. The library is easily accessible. The
library has in it all of the basic medical textbooks, hundreds of thousands of journal articles, and
more than 2,500 best practice care protocols. 158 The care protocols are based on the best
thinking of expert teams of caregivers who have looked systematically at the best medical
science. The electronic medical library is available 24 hours a day, 7 days a week for all Kaiser
Permanente caregivers. The library is even accessible by caregivers remotely using their
smartphones or computers.
It is possible that no other major care team in the world has access to current medical
science that is as complete, useful, and entirely functional as the data that is available today to
the Kaiser Permanente care team. The electronic library has gone through several major
enhancements that make it continuously easier to use. A standing committee of caregivers
works on improving the system. An entire team of caregivers continuously refreshes the
content and the science in the library. The research in the library is current because a
dedicated, full-time team of medical experts reads through the research developed elsewhere
in the world to find the nuggets and the key learnings that can be used to enhance the quality
of care delivery at Kaiser Permanente.
Having access to the best medical science is the right thing to do. Embedding that science in
an electronic library makes that right thing easy to do. The electronic library currently gets used
roughly 1 million times every month by the care team. 159
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Other caregivers in this country need that same model. All of the organizations who are
creating ACOs should be working on building or buying their own access to a functioning
electronic medical library. Care consistency and best care are hard to do without electronic
medical library tools of one kind or another.

Major Differences Existed In the Death Rate for Stroke Patients
That entire “make the right thing easy to do” process also works well for stroke patient care.
The stroke care improvement process was triggered in part by important research that was
done on stroke deaths that happened inside Kaiser Permanente hospitals. Kaiser Permanente
does a lot of research. Kaiser Permanente researchers currently publish over 1,200 articles
each year in various medical journals. 160 One of the Kaiser Permanente research projects
looked at the electronic medical record database for a couple million patients to study
hospitalized stroke patients. The stroke study identified a very powerful link that existed
between the use of the prescription drugs called statins and the death rate for hospitalized
stroke patients. The researchers learned that there was a huge impact on the death rate for
stroke patients -- depending on whether or not the stroke patients in the hospitals received
statins. The death rate differences were significant.
The study learned that when hospitalized stroke patients were not given statins while they
were hospitalized, the death rate for those patients was 11 percent. But when those same
hospitalized stroke patients were given statins, the death rate dropped to 6 percent.161
So the researchers who were using the new electronic Kaiser Permanente database to look
at stroke deaths identified from that vast array of data that the death rate for hospitalized
stroke patients could be cut almost in half by giving the stroke patients statins while they were
in the hospital. That was very important information. Cutting the death rate for stroke patients
in half is obviously an important thing to do.
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The researchers also learned that for the stroke patients who survived, the percentage of
patients who went home from the hospital either undamaged or lightly damaged was also
significantly better for the patient group who received the statins.
That was an incredibly powerful learning. It was possible to do that learning only because
Kaiser Permanente has put the electronic medical records in place for all patients that can be
used to make that kind of research and learning “easy to do.”
Under the rubric, “Make The Right Thing Easy To Do” -- medical research is obviously very
much a right thing to do. Having a database that makes important medical research “easy to
do” is even better.
That extremely important learning about cutting the death rate in half for those stroke
patients would have been almost impossible to do in a research environment that had to use
both pure paper medical records for all patients and small data pools.
Interestingly, cutting the stroke death rate by almost half for all stroke patients, on average,
wasn’t the most stunning learning that occurred as part of that particular research project. The
most stunning data point resulted from the fact that the researchers also looked at the death
rates in the hospital for the people who had strokes who had been taking statins before they
were hospitalized for their strokes. That information about prior use of statins came from a
different part of the electronic medical record. The researchers learned that for those stroke
patients who had been taking statins before they were hospitalized and who then continued on
with the use of statins while they were in the hospital, the death rate dropped to 5 percent. 162
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Five percent is a very low number. Because Kaiser Permanente has the complete medical
records for every patient electronically, the researchers could know which patients had been
taking statins before being hospitalized.
In other research settings -- and particularly in any research settings where paper medical
records are used as the database -- the analysts doing the research on those patients who died
in the hospital typically would have no way of knowing any of that information about any prior
use of statins by those patients.
That 5-percent number was the good news. There was also bad news. The bad news was
that if the stroke patient had been taking statins before being hospitalized, and if the statins
were then discontinued while the patient was hospitalized -- the death rate for those patients
jumped to 23 percent.163

Twenty-three is a very big percentage. That is a high rate of death. That is incredibly
important information. It is particularly important information for any patients who suffer
strokes who have been currently taking statins. That number of stroke patients who take statins
today is in the millions across the country. For those patients, the research shows that their
chances of dying is roughly 1 in 20 if their statins are continued; and their chances of dying is
roughly 1 in 4 if the statins are discontinued. 164

89

So what did Kaiser Permanente do with that extremely important stroke death rate
information? How did Kaiser Permanente make the right thing easy to do? The right thing to do
for the stroke patients was clearly identified.
As a first distribution point and an important communications approach, that piece of
research was published in a highly respected, fully refereed medical journal. The journal of
Neurology then shared that research finding with the world through their normal distribution
approaches. So Kaiser Permanente shared that new piece of information with as many other
caregivers as possible who might be treating stroke patients through publishing that important
piece of research in that highly respected and well read medical journal.
That journal-publication approach is not, however, a perfect information distribution
system. Some other caregivers in multiple other care sites may have read that journal article,
but very many other caregivers who treat stroke patients every day do not read that particular
journal and did not read that particular article. Nearly 80,000 other medical journal articles
about various research topics were published that year. 165 Obviously, not every journal article
gets read by every caregiver. For starters, it is clear that not all caregivers who treat stroke
patients subscribe to that journal -- so if that was the only learning tool used to distribute that
piece of information, it would not have helped all of the patients who would have benefited
from that knowledge.
Inside Kaiser Permanente, both that journal article and the related research were added to
the Kaiser Permanente electronic medical library. That was a first communications step inside
Kaiser Permanente. In addition, a team of neurological experts analyzed the research, checked
out the findings, and then developed a recommended Kaiser Permanente stroke treatment
protocol that incorporated that information into the current guidelines.
So, to help make use of that important piece of research information about stroke patients
easy to do, a medical best practices protocol including that science was developed, and the
protocol was then distributed to Kaiser Permanente caregivers through the Kaiser Permanente
electronic medical library.
As noted earlier, most other caregivers in the world do not have an electronic medical library
-- so the truth is that relatively very few other caregivers outside of Kaiser Permanente actually
received or learned about that piece of information about stroke patients.
That was not, however, the total use of that key piece of information about stroke care
inside Kaiser Permanente. That library still needs to be accessed by a caregiver to have an
impact on care. There is another level of care support tool inside Kaiser Permanente that can
take the learning process one step further. As noted earlier, Kaiser Permanente owns and
operates more than three dozen hospitals. 166 In the hospitals that are owned and operated by
Kaiser Permanente, that extremely important piece of information about life-saving stroke
treatment was also added to the recommended “order set” that is used in the hospitals by the
caregivers at the point of care for each stroke patient. “Order sets” are a key functional and
90

very useful care support tool. They help caregivers make right care easy to do. To make the
right thing easy to do for this particular information, that highly important information about
recommended “orders” for stroke patients appears on a screen in the hospital for the doctor to
review exactly at the point in time when the Kaiser Permanente doctor is treating a stroke
patient.
In other hospitals and other care settings, a stroke patient who had been taking statins
before their stroke has to hope that their doctors might have seen that research article. The
patients in other care sites also have to hope that their doctor might remember to make use of
that information for them at that moment in time. Human memory -- simple mental
recollection -- is the primary care quality support tool that is used for that kind of medical
science reminder in the vast majority of all non-Kaiser Permanente care settings. Memory -many studies have shown -- is an imperfect and often undependable quality safeguard, and
sheer and pure memory obviously isn’t functionally optimal as an anchor of any care or safety
process.
By contrast -- at Kaiser Permanente -- the basic research about stroke deaths was read,
understood, incorporated into care guidelines, and then that valuable information was also
built systematically into the computerized care “prompts” that are used at the point and the
site of care to remind the caregivers of that information at the exact time when making that
“right thing” easy to do was most important to the patient. Making the right thing easy to do
clearly increases the likelihood that the right thing will be done.
Each of those pieces -- computerized care protocols and computerized recommended order
sets should be considered by the people who are putting ACOs in place in various care settings.
That could be a good time to at least begin that work.
Making the right thing easy to do is also why Kaiser Permanente has developed an extensive,
award-winning, mail-based prescription refill program. The new tool kit allows for prescription
refills to be either triggered or ordered on the patient’s computer or smartphone.
Why does that fit the category of making the right thing easy to do?
If you want to help prevent heart attacks, asthma attacks, CHF attacks, and strokes, the right
thing to do is to get the patients who are individually at the most risk for those conditions to
take their medications. In that context, making the right thing very easy to do for the patient
who is refilling their prescriptions is a very good care support strategy.
That approach works. Kaiser Permanente has some of the highest prescription refill rates in
the nation 167 -- and Kaiser Permanente is seeing reduced numbers of both strokes and heart
attacks.
It is much more convenient -- significantly easier for most patients to do -- for the patient to
get their prescriptions by mail rather than driving to a pharmacy to get a refill. Last year, Kaiser
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Permanente filled more than 30 million prescriptions by mail. 168 The actual, pure energy
savings that resulted from those patients not having to drive to a pharmacy to get their drugs
actually has its own environmental protection value.
Likewise -- to make the right thing easy to do -- Kaiser Permanente has set up approaches
that allow patients to have e-visits with their caregivers. ACOs and medical homes can also both
learn from that model. It works well. Patients like the model, and caregivers find it extremely
useful. With secure messaging, email visits between patients and physicians can both
supplement and replace face-to-face visits for many care situations. Kaiser Permanent had
roughly 12 million of those e-visit connections with patients and physicians last year. 169 That
information sharing and that direct-patient dialogue with the physician would have required a
face-to-face visit in almost all of those piecework-reimbursed care settings. The patient would
need a face-to-face meeting with a caregiver in a medical office site to get that e-visit
information flow and that physician dialogue in almost all other care settings. Each of those
face-to-face visits in the fee-based care settings would also have triggered an office visit fee -ranging from a hundred dollars to a couple hundred dollars.170 Because Kaiser Permanente
doesn’t bill for care by the piece, there was no revenue loss to Kaiser Permanente for creating
those highly convenient, patient/physician electronic interactions. E-visits clearly make the right
thing easy to do for patients.
Again -- looking at the rest of the world -- when millions of additional low income and
minority people will get insurance of one kind or another for the first time at the beginning of
next year, having care sites available to those patients that can offer e-connections for patients
instead of just face-to-face visits, would clearly be a very good thing for many newly insured
patients. The logistical conveniences of those visits could be particularly useful for low income
patients. Low income people often face transportation difficulties. Those difficulties can be
mitigated for many people by having some care contacts with their care teams be done
electronically rather than just having all care contacts happening as face-to-face visits in the
physician’s physical care sites. That would make the right thing easy to do for those patients -and making the right thing easy to do is a highly useful guideline for the new ACOs and medical
homes to follow.

3) Continuously Improve

Continuous improvement is another key guideline at Kaiser Permanente. The third Kaiser
Permanente guideline that should be relevant and useful to ACOs and medical homes as this
country begins to reorganize the way we both deliver and buy care in this country is to
“continuously improve.” Continuous improvement is an approach to care that has huge value.
Dealing with the issues of care differences and care disparities is much more likely to be
successful in the context of continuous improvement for care delivery.
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Continuous improvement is now a core philosophy for Kaiser Permanente planning
functionality and operations. Most of health care in this country is delivered today in care sites
that are heavily focused on maintaining, protecting, and preserving their status quo. Process
change is rare. Very few care sites in America have set up formal processes and built the skill
sets that are needed to achieve continuous improvement. Continuous improvement, done well,
involves gathering data, measuring results, and taking appropriate steps in a formal, systematic
way to improve the results of any process.
Continuous improvement -- done really well -- reaches beyond simply improving current
processes and extends to inventing new approaches and new processes where a significant
level of change is needed to continuously improve care delivery.
For hospital-acquired pressure ulcers, for example, the continuous improvement process
started with measuring the number of ulcers that were happening. Once the initial measures
were identified, teams of caregivers began figuring out ways of reducing the number of those
ulcers. Standard care approaches -- like continuous inspection by caring nurses of the skin
health of each and every high-risk patient -- were developed, applied, implemented, tested for
effectiveness, and then continuously improved. Best practices were developed and shared. As
noted earlier in this book, the percentage of patients in Kaiser Permanente hospitals with those
ulcers dropped over time from nearly 4 percent of the patients to less than 1 percent.171
Improvements in treatments, skin care medications and even buildings and equipment were all
added to that approach over time in a process of functional continuous improvement.
Continuous improvement is more than goal-setting.
The functional continuous improvement approach that is used by Kaiser Permanente for
care improvement is not just to set a goal for some area of performance, achieve the goal, and
then declare victory. The approach used at Kaiser Permanente in most settings is to set a
direction for improvement and then continuously improve. Pressure ulcers are a good example.
Continuous improvement for that particular category of care has worked to the point where
several Kaiser Permanente hospitals have not had one single stage 2 pressure ulcer in over a
year. 172
Again, the fact that Kaiser Permanente sells care by the package -- very much like the new
ACOs hope to do -- instead of just selling care by the piece, creates a very different business
model. In those piecework payment settings, where care is sold by the piece and not by the
package, reducing the number of pressure ulcers to zero could actually result in a significant
reduction in hospital revenue.
However -- and this is the important point to recognize -- if those hospitals were paid a flat
ACO payment that was level and fixed per patient, that lump sum payment approach does not
create any new revenue for a hospital when patients get those ulcers. Continuous improvement
processes could become a functional reality in those ACO settings -- and the number of
additional hospitals in other care settings who would also be able to achieve zero ulcers for
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their patients would probably increase significantly. Continuous improvement clearly works
best when that care is sold by the package and not by the piece.
Continuous-improvement thinking and approaches can be seen in all of the overall
continuously improving results that were shown on all of the performance charts in Chapter
Two of this book. Care obviously got better for each condition, each year. The performance
levels did not get to a point where the fact that Kaiser Permanente had the best levels in the
country in some areas was good enough. “Best” is not the goal of continuous improvement. The
goal of continuous improvement is to do better than best. Getting better is the key and ongoing
goal. A widely stated adage inside Kaiser Permanente that functions as a subset and a corollary
to the overall continuous improvement agenda is for Kaiser Permanente to be, “The Best at
Getting Better.”
Being “The Best at Getting Better,” is also a very self-reinforcing goal. That is another
important learning for the new ACOs and medical homes. When people believe that being the
best at getting better is their operational goal, that goal liberates people to first figure out new
ways of doing things and then to figure out even better ways of doing things. Again, the fact
that Kaiser Permanente is not confined to only delivering the care that is defined by the pieces
of care that are listed on a standard Medicare fee schedule helps immensely with flexibility and
creativity relative to continuous improvement.
The current fee schedule for most payers deals with various aspects of care process
flexibility in some obviously perverse ways. Cutting pressure ulcers to less than 1 percent of
patients does not have one single fee-schedule trigger for a typical, standard, insurancecompany-approved payment procedure scale. Having the nurses in each hospital carefully
checking the skin of every patient repeatedly is a wonderful and highly effective thing to do -but that work by those nurses does not generate a fee for any of the piecework-based care
sites when the nurses do that work. Pressure ulcers can obviously create revenue from private
insurers in a piecework setting. The work done to prevent pressure ulcers does not create
revenue from those private insurers in those same settings. That is a bad way to buy care. The
inherent perversity of that payment model is fairly obvious to anyone who looks closely at how
we usually buy care in this country today.
There are 1.7 million Americans who get infections in hospitals every year that they did not
have on the day they were admitted to the hospital. 173 Those infections can each trigger a lot
of money for the hospitals where the patients were infected. Hospitals are all very ethical.
Hospital leaders are all good people. Hospital medical directors are all good people. No hospital
in this country would ever give any patient an infection deliberately. Never. None. That does
not happen. That will not happen. But when no one pays for all of the work that is needed to
effectively prevent those infections, it is also true that the work needed to prevent those
infections tends not to get done in too many places -- unless you happen to be in a care setting
like Kaiser Permanente where the care is sold as a package and not by the piece.
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As noted earlier, the good news is that the new ACOs are likely to put continuous
improvement processes in place, and care safety programs in operation that will trigger both
prevention and rapid and effective response work if the payment model is set up appropriately
to reward the consequences of better care. That level of successful prevention work is entirely
possible to do. As a prototype ACO, Kaiser Permanente is proving today that it can be done.
The functional and operational approach that guides the care delivery infrastructure of this
country needs to be continuous improvement -- not maximizing revenue streams and
optimizing billing units.

4) Focus on the Patient
Focusing on the patient is the fourth guideline.
A major Kaiser Permanente guideline for planning, operations, and systems design that also
deserves to be understood and replicated in various settings is focusing on the patient. That
guideline also ought to be incorporated into the foundational structure of the new ACOs and
medical homes. Patient focus is a key planning guideline and a major objective of the care
system at Kaiser Permanente. Patient focus also seems like an obvious goal to many people, but
it is not how most health care systems and most care infrastructure pieces in this country are
designed today. For many areas of functionality, most care settings are designed almost
entirely around the business needs of the caregivers. Systems that exist are set up primarily to
generate bills, and those billing-based systems only keep track of the data about the actual
pieces of care that were delivered to a given patient at that specific care site. Very few systems
are set up to link with one another in any way when a given patient has multiple caregivers.
Very few systems or processes are set up by care sites to provide any data other than the
information that is needed at that specific care site to deliver the site-specific pieces of care and
to generate and process an insurance claim. The data that does exist in those care sites is
almost entirely focused on each piece of care that was delivered -- not on the actual patient.
At Kaiser Permanente, by contrast, because the overall Kaiser Permanente care system is
responsible for the total care needs of a full population of patients, the database and data flow
are both set up with the patient at the core. That is actually a very useful and functional way to
organize care data.
As noted earlier, the foundation and the anchor for all care data at Kaiser Permanente is the
patient. The medical records for each patient are computerized, and all data from all systems
about the care for each patient flows to that medical record. The lab systems run their tests,
generate their reports, and that report data then goes from the lab system to the doctor and
also flows electronically into each patient’s activated medical record. Diagnostic and treatment
information are not kept in separate files at Kaiser Permanente that are splintered and
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segregated by medical specialty or by care site. All of that information from all of the tests, the
labs, and the care sites is kept as a total, patient-focused package in each patient’s medical
record.
That is a very practical way to use and file data.
That patient focus means that all of the data needed by the caregiver is available when it is
needed at the point of care. That data collection approach also means that the computer can
screen each patient’s data files to see if all needed tests were done -- or if the patient is current
on their prevention and on their personal, early detection and early intervention agendas.
The computer can even do very sophisticated screenings to look for unmet care needs. That
can be particularly useful when the goal is to close care gaps and end disparities in care. There
is no possible way to do that kind of systematic care process improvement work without an
electric medical record and without a data system that focuses on patient-specific data to
identify care needs in a systematic way.
Some care systems and care sites who do implement electronic medical records for their
own care business units put electronic records in place that are segregated by care site or by
medical specialty. Both of those approaches are clearly inferior to an approach where the care
delivery and the care data are focused on the patients and all patient data is accessible through
a single tool for each patient.

5) Data Availability -- Data Transparency
Data needs to be both transparent and available.
The fifth Kaiser Permanente guideline and systems design goal that should be understood
and probably followed by other care sites that are trying to improve care is to create both data
availability and data transparency inside the organization or care team. Data about care is a
wonderful thing to have. As noted earlier, health care in this country tends to be almost data
free. There actually are huge deficits relative to both data gathering and data sharing in
American health care delivery. Most patient data tends to be both splintered and inaccessible.
Comparisons of all kinds are functionally impossible. Most care sites do not even know their
own success levels and their own mortality rates for multiple health conditions -- much less
knowing how their own performance compares with other caregivers who are treating people
with the same health conditions.
That data void is a problem because there are significant variations in care performance
levels.
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The truth is that your personal chances of dying from cancer can double or triple, based on
the care site you use. When you look at the five-year survival rates for breast cancer, the very
best care sites have about a 5 percent mortality rate, and the very worst care sites have more
than a 15 percent average mortality rate.174 The bar chart below shows four numbers. One bar
is the most recent breast cancer mortality rate in rural Georgia. The second bar shows the
breast cancer mortality rate for cancer patients in Atlanta, Georgia. The third bar shows the
breast cancer survival rates -- on average -- in the various cancer sites that participate in the
SEER national cancer reporting database that was mentioned earlier in this book. The fourth bar
on the chart shows the average five-year survival rate for breast cancer cases at Kaiser
Permanente.

There are some clear care disparities on this chart. Care is not the same everywhere. Care
outcomes vary significantly. Too many caregivers do not even know how their outcomes for
their own patients compare with the outcomes for patients at other care sites. It is hard for
those sites to improve their care -- because they don’t know how much improvement is
possible. Patients should know what the potential survival rate differences are for key areas of
care. In this particular case -- for cancer of the breast -- some of the major disparities for cancer
survival rates are by geography and care site. Patients -- and particularly breast cancer patients
-- need to know that these kinds of outcome differences exist.
Cancer isn’t alone in having variable success levels for different care teams. The death rate
varies by more than 60 percent for heart attacks between various hospitals. 175 For heart bypass
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surgery, the worst care sites have a death rate that is more than eight times higher than the
death rate at the best care sites.176

Good Intentions Are Not as Good as Good Data
What is really unfortunate is that many of the low performing care sites have no clue about
how badly they are doing. They have no clue because they do not have data. If those care sites
sometimes do have some data, they often have only a snapshot piece of data. Single and
isolated data points are not very valuable as the basis for any kind of continuous improvement
activities for any care sites. Care can get a lot better when comparative data exists. Remember
the sepsis care experience described earlier. The dozen hospitals that were listed on the sepsis
mortality chart shown earlier, and shown again here, had no clue how well or badly they were
each doing before the data was recorded.

Before this data was gathered, all hospitals believed they were delivering great sepsis care.
The worst hospitals on this chart believed very sincerely, when this data was first gathered,
that they were doing really good work with sepsis patients. The hospital teams were all very
good people. They all knew very good approaches to sepsis care. They all knew the basic
science of sepsis care. They were -- as a group -- extremely well-intentioned. It’s hard to be
better intentioned. But good intentions are not as good as good data when it comes to
functionally saving lives.
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The process of care improvement for sepsis deaths in those hospitals took more than data. It
required transparency. To use that data really well, the hospitals first needed to share it with
one another. If Hospital A only has the current data for Hospital A, there is no way of Hospital A
knowing whether their performance is good or not good. Multiple data sources are needed to
gain that insight. Comparisons are golden.
Sharing is also golden at multiple levels. The hospitals who had the lowest death rates for
sepsis shared their best practices with the hospitals with lower success levels. That sharing
process not only helped the poor performers -- it helped the good performers get better
because they all learned from each other. Hiding data and not sharing data is not a good thing
to do. A lot of people would literally be dead today if the 12 hospitals on this chart had hidden
their data and not shared it with one another.
Sepsis is the number one cause of death in hospitals. 177 Cutting the death rate by two-thirds
or more could have a large impact on overall hospital mortality rates in this country. We need
all hospitals sharing their data about a wide range of mortality issues -- and care will get better
when that happens.
In some ways, as noted earlier in this book, the most important success that results from the
sepsis care improvement is that the patients who do survive in the best hospitals tend to be
much less damaged than the patients who survive less effective sepsis care in the worst
hospitals. Patients in the worst hospitals are much more likely to be damaged for life by their
sepsis. That is another area of commonplace that can trigger life-long disparities by race and
ethnicity that damage patients. That long term sepsis damage can be particularly debilitating
for low income patients who have no financial resources to use to give themselves needed
extra levels of support when they return badly damaged to their homes. There are significant
subsequent disparities that happen at very basic economic levels when patients go home
damaged by slow and inadequate sepsis care or by inferior and inadequate stroke care or
pressure ulcer care.

We Need Data to Address Disparities
We will not be able to reduce disparities in this country if we don’t have good data to let us
know when disparities exist.
The key point of this section of the book is that we really do need good, solid, accurate,
timely and actionable data about care performance -- and we need that data to be transparent
between caregivers so we can make the kinds of informed decisions we need to make about
continuously improving care across all populations. We very much need that data so we can
reduce the disparities in care delivery that exist today. We need to define those disparities,
understand them, identify where they happen, and take steps to mitigate and prevent them.
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A major, recent study was released as -- “Predominately Black Hospitals Provide Poor
Trauma Care.” 178 The study showed that victims of trauma care were at much higher risk of
dying if they were treated in hospitals that had a high number of Black patients. That level of
performance needs to be corrected. Care in those hospitals will only improve when the care
performance levels are visible to the caregivers and when the care processes in those care sites
are systematically improved.
Kaiser Permanente has put together a database about care delivery that gathers that kind of
data and uses it for those specific purposes. That approach can succeed. Care clearly gets better
when that data use happens. The experiment that will determine whether or not data
supported care improvement is good to do has been done. That approach is a good one, and it
is obviously the right thing to do. The experiment of whether that entire database and
systematic care improvement work can be used to prevent, alleviate, mitigate, and overcome
the disparities that continue to exist in care delivery is a work in progress. It appears that
progress is possible -- and we really need to learn from both our failures and our successes on
those agendas.

6) Be Us -- Eliminate Disparities
The final Kaiser Permanente guideline that can be used to help American health care
organizations and health plans address the issues of care disparities and care differences is to
create an explicit and collective commitment for the care team to deliver the right care for all
members of the patient population -- regardless of race, ethnicity, age, sexual alignment, or
gender.
As you can see from the data that was shown earlier in this book -- with particular
reinforcement from the care results that relate to HIV/AIDS patients and best care delivery -- it
is important to make both care equity and care quality a key and explicit agenda of the care
teams. It is important for care teams to think of all patients as being a collective part of who
each care team is -- not seeing patients as separate sets of people who are defined by their race
and ethnicity. It is a good thing to be inclusive in our thinking and to deal with all patients as
being part of us -- included in our broad definition of who we are as caregivers and people.
That work of being inclusive is so important. That particular guidance is a separate chapter of
this book. It is the next and final chapter.
Read on.
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Chapter Five

WE NEED THE RIGHT VALUES AND THE RIGHT TOOLS TO
CREATE THE RIGHT CARE
The achievements at Kaiser Permanente in reducing care gaps over the past couple of years
for all groups of Kaiser Permanente patients that are described in this book are not accidental,
and they are not insignificant. That work is far from perfect, but the truth is that those realworld, gap-reduction successes have been accomplished in the context of a large, integrated
care system that is actually functionally accountable for the real-world health care needs of a
very large and very diverse population of people.
As noted earlier, Kaiser Permanente is not doing its gap-reduction work in a small, isolated
setting.
Kaiser Permanente serves 9 million patients. 179 Kaiser Permanente serves more patients
than 40 states and 146 countries. 180 Kaiser Permanente has a patient population that is
significantly more diverse than the country at large. 181 The Kaiser Permanente patient base is
actually now more than half minority. 182 As the earlier chapters of this book demonstrated,
Kaiser Permanente has been working hard to very explicitly identify areas where internal care
differences and care disparities exist -- with the goal of eliminating any care gaps that exist
inside Kaiser Permanente over a relatively short time frame.
That effort has had challenges and setbacks -- but it has overwhelmingly been successful -and the continuous improvement commitment that was described in the last chapter is highly
likely to be a factor in making those successes even better in the future.
The rest of the country can now look at the systems and the tools that have been built at
Kaiser Permanente to do this work and can know that those systems make great logical sense
and that the care improvement agenda and the gap-closing strategies actually work when those
tools are in place and are used.
As noted earlier, those achievements have all been achieved by a staff that is one of the
most diverse staffs in health care. The Kaiser Permanente staff is currently 58 percent
minority. 183 The leadership and the Board of Kaiser Permanente are also both highly diverse. 184
Kaiser Permanente has managed to turn that staff-level diversity into functional synergy and
into high levels of performance in multiple ways.
One of the more useful tools for accomplishing many of these goals has been an annual
Diversity Conference that has been held at Kaiser Permanente for several decades. The Kaiser
Permanente Diversity Conference brings together people to look at ways of providing best care
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to a very diverse set of patients. For the last decade, one of the key topics every year at that
conference has been a discussion of the advantages that are created by having an
organizational sense of “Us.”
In fact, one of the basic reasons for all of that operational and care improvement success has
been a healthy sense of “Us” at Kaiser Permanente. It’s actually important for almost any
complex organization to have a clear internal sense of Us in order to increase the likelihood of
organizational success. It’s good to be Us.
Humans tend to divide the world into us and them and to treat people very differently based
on whether someone is perceived to be an “Us” or perceived to be a “Them.” The behavior
differences can be significant.
We tend to be protective, supportive, nurturing, kind, and forgiving when we perceive
someone else to be an Us. We tend to take care of people who are our an Us, and we are angry
and protective when anyone else does damage to someone we perceive to be an Us.
By contrast, if someone is perceived to be a “Them,” we are suspicious, antagonistic,
distrustful, territorial, and even paranoid about the behavior of a Them. We discriminate
against Them. We tend to stereotype and dehumanize Them. We too often feel no guilt or
ethical discomfort when we do bad things to a “them.”
Those are ugly and sad words, but those statements are far too often accurate and true.
The patterns of us/them behaviors that exist in many settings can be disruptive and divisive.
Those unfortunate patterns have been seen repeatedly in many settings throughout human
history. Look at the historical record. It is easy to see how us/them behaviors have caused
people to behave in unfortunate ways in far too many instances.
“We” can do very bad things to “Them.”
We enslave Them. We ethnically cleanse Them. We displace Them. And we far too often
discriminate both legally and functionally against Them. In many traditional settings, we don’t
allow Them to marry our sons or daughters, and we often don’t want Them in our community
or in our neighborhood. People who have those destructive us/them values activated tend to
resist the inclusion of whoever is perceived to be a Them in the workforce.
In too many instances, the care given to people perceived to be a Them can be truly horrible
care. The German treatment of the Jews in the concentration camps by even the medical staff
was a horrible us/them, guilt-free set of behaviors.
The medical world is obviously not immune to us/them behaviors.
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The horrible Tuskegee experiment 185 of the last century where African Americans with
syphilis were allowed to let the disease consume their bodies and kill the patients with no care
delivery to save them was a horrible us/them guilt-free set of behaviors. Not giving painkillers
to minority patients who are having heart attacks isn’t as bad as denying all care to syphilis
patients, but that behavior can spring from some of the same sorts of prejudicial beliefs.
We see those behaviors in many settings. Sometimes the group definition that activates the
Us instincts is racial. Sometimes the group definition is tribal. Sometimes the us/them
distinctions are either ethnic or cultural.
Family and clan identities can activate those instincts. Tribal identities create a sense of Us
for some people and national identities can create a sense of Us for other people.
A shared set of values and a clear, collective identity in an organization setting can also
activate a sense of Us.
Unfortunately, we humans can too easily fall prey to the negative side of those us/them
beliefs and behaviors. The very good news is that we all have the ability to be an Us. The good
news is that when we perceive people to be an Us, that perception of being an Us can activate
the noble, caring, sharing aspects of our personalities and our behaviors.
As noted above, those sets of issues have been discussed at every Kaiser Permanente
National Diversity Conference for over a decade. Creating a sense of us is a very useful and
powerful thing for a care system to do, and it is very good to understand the impact of those
instinctive emotions in health care settings and behaviors. It is very clear that there is great
value in focusing on the behaviors and the processes that create a sense of collective and
inclusive us.
That doesn’t always happen in care settings in this country or anywhere else in the world.
Some of the disparities that exist today in care delivery are clearly caused by us/them-linked
discriminatory behavior. Bias happens. Sometimes the bias is conscious and sometimes it is
completely unconscious. When caregivers perceive their patients to be a Them, instead of Us,
then the care given to those patients can too easily be discriminatory treatment approaches. As
noted earlier, not giving painkillers to Black patients who are having heart attacks is a behavior
where the caregivers are making discriminatory care choices that are based on a patient’s race
rather than making those care decisions based on each patient’s actual care needs.
When children with autism who are Black or brown are more than 60 percent less likely to
get referrals to specialty care even when those children are being seen in the same care system
by the same primary care doctors186 -- that is a form of us/them-centered biased behavior.
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On the other hand, when a care team recognizes the universality of Us -- a human Us instead
of a racial or ethnic Us -- then the care that is delivered by that care team can be done in ways
that can reduce and eliminate disparities and create great care.
It is true that there are some times when some differences in care approaches are medically
correct. The incredible work that has been done at Kaiser Permanente to end the differences in
care results by race for HIV patients was only possible because the caregivers and the care
teams involved in that care clearly perceived all of the patients to be an Us and respected the
racial and ethnic diversity of the patients at the same time.
Kaiser Permanente very deliberately works consistently to both create a sense of Us and to
meet the needs of each patient as an individual human being -- not as a stereotype or a group
representative, but as a person whose human needs are individually defined. That approach of
recognizing differences and including everyone as a human Us results in better care for
everyone.
As noted earlier, Kaiser Permanente holds an annual diversity conference. This conference is
not a new thing. That conference has been happening for over 40 years. At that conference,
hundreds of caregivers gather every year to learn the best ways of dealing with the issues that
result from the various populations of patients. The caregivers share an overall commitment
collectively to all of the patients. You can see from the session topics at that conference that
the focus of that work is on both medical competence and cultural competence -- with
sometimes controversial and challenging issues like unconscious bias clearly generically
discussed and openly addressed.
The list of agenda items at last year’s conference speaks for itself.
The first session was titled, “Diversity is One of Our Major Assets and Strengths.”
The second talk was titled, “Is Excellent Good Enough?”
The third topic was, “A Road Map to Reducing Racial and Ethnic Health Disparities -Evidence-Based, Game-Changing Strategies.”
The fourth topic was, “From Theory to Practice -- Solutions at Kaiser Permanente.”
Other topics that followed for the two-day conference included, “A World without
Disparities -- Healing Healthcare Through Diversity and Inclusion.”
Another agenda topic identified, “Community HIV/AIDS Game Changers.”
Another topic was, “Leveraging Diversity.”
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There were sessions on education, community health, healthy behaviors, unconscious bias,
and recognizing top performers for disparity reductions.
One topic was, “Advancing Diversity through the Discipline of Business Performance
Management.”
Another topic was, “Become a Weight of the Nation Activist in Your Community.”
A session that was very powerful and effective was, “My Stories, My Expertise, My Voice -Transgender Individuals and the Health Care System.”
One side room at the conference was called an “Imaginarium.” That room featured state-ofthe-art technology tools that would be used to deliver care more effectively to diverse
populations. One of the Imaginarium tools was a walking robot that could extend multicultural
medical specialty expertise to actual hospital rounds remotely with a mobile medical robot.
The agenda for the next diversity conference will include topics intended to “Accelerate the
Spread of Culturally Sensitive and Linguistically Effective Practices.”
Another portion of the training will be focused on, “Creating High Workforce Engagement
through Diverse, Inclusive Environments to Achieve High Productivity and Innovation.”
It is clear from those agenda items that the high quality of care that exists across the entire
multiracial patient population at Kaiser Permanente isn’t accidental. That success in care
delivery is the deliberate result of quality agendas that are focused on a wide range of issues
that are relevant to a diverse patient base, and it is the result of a clear collaboration and
collective alignment inside Kaiser Permanente of the value that can result for an organization
from diversity.
Kaiser Permanente looks at the entire patient-base as Us -- a human Us -- and that diverse
patient base is celebrated, appreciated, honored, respected, and well-served by caregivers who
are also a “Human Us.”
Kaiser Permanente also has one of the more successful labor management partnerships in
the country -- and that partnership is anchored by a “Value Compass” that is centered on the
patients that are served by the entire Kaiser Permanente care team.
The ongoing achievements of successful diversity practices inside Kaiser Permanente have
been recognized by several external organizations. Kaiser Permanente has won the National
DiversityInc. ranking as one of the best places to work for minority workers in the country.187
Diversity MBA Magazine rated Kaiser Permanente as the best place to work for minority MBA
holders. 188 Computerworld Magazine rated Kaiser Permanente one of the top two places to
work in health care for minority IT employees.189 The National Hispanic Chamber of Commerce
recently added Kaiser Permanente to its diversity champion hall of fame.190 Those distinctions
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and recognitions reflect the sense that Kaiser Permanente celebrates its diversity and embraces
inclusion of all people from all groups as a way of life. The overall diversity agenda at Kaiser
Permanente is far from perfect, and it is still in a state of learning -- but it is clearly moving in
the right direction.

Death Rates Are Higher at Black Hospitals
As noted earlier, a recent study was covered in a major newspaper which said, “Death Rates
Higher at Black Hospitals.” 191
The articles under those headlines had data showing significantly higher death rates at
hospitals in this country that served primarily Black patients. There are a number of reasons
why those negative outcomes exist. There is, however, no excuse for having lower standards of
care for those hospitals. Care improvement is needed in each of those settings. That headline
should never happen in this country.
Inside Kaiser Permanente, the death rates are obviously not higher at the hospitals that
serve more Black patients. As you can see from the performance gap charts included earlier in
this book, however, there are still differences in outcomes and care processes by race and
ethnicity for a number of care areas inside the Kaiser Permanente care system. Those gaps are
known. They are being addressed -- and they are closing. Recently, some Kaiser Permanente
care sites have very successfully completely closed the gap among groups mentioned in
Chapter Two of this book for hypertension. All of the other care sites at Kaiser Permanente are
committed to bringing the full set of other gaps to closure over the next couple of years.

Disparity Reduction Takes Data, Commitment, and Full Equity
For the rest of America to move in that same direction, we need the rest of health care to
build the kinds of databased care support tools that exist today at Kaiser Permanente. There is
no good reason for those tools not to be built and used in other care settings now that they
have been invented and now that their value has been proven.
That disparities-reduction work in those other settings will depend on a care infrastructure
and a care culture that is databased, transparent, directly committed to both continuous
improvement and patient equity, and that is very directly patient-focused.
That progress is most likely to succeed in the context of a care team who sees itself as an
inclusive Us and who knows and believes that the patients who are served by the care team are
also an inclusive Us.
106

We Need Those Kinds of Successes to Happen Everywhere
For the rest of the country, we need to set up a situation where the kinds of care
improvement wins that have been created at Kaiser Permanente across all racial and ethnic
groups are possible everywhere -- regardless of the site of care. Tools are needed. Data is
needed. We need to set up medical homes and ACOs that have clear data files for each patient
and provide well-coordinated team care. New ACOs and medical homes are being created
every day. We need all of those new ACO and medical home care settings to commit to
continuous improvement approaches for care delivery for all of their patients.
To the extent that Medicaid becomes a program where the states decide to hire health plans
or hire care systems to be their functioning Medicaid care infrastructure, it also would be the
right thing to do to build the right purchasing specifications for those programs. The states
should require the vendors they hire to deliver care under their Medicaid agenda to create the
right levels of data transparency, team care, and continuously improving care as part of the
purchasing criteria. That database for the Medicaid patients should be capable of detecting
care disparities when they exist, and it should support the work needed to make the disparities
disappear in a systematic way.
We need to put in place a business model for care that allows the care delivery
infrastructure to do intelligent and effective care process reengineering without going bankrupt
and to reduce care disparities with the full support of the tools needed to do that work.

Intelligent Change is the Right Agenda
Change is needed. Change is inevitable. Intelligent change is the right agenda for the new
array of opportunities we have right in front of us.
We clearly do need to reduce health care disparities in this country. We should not have a
death rate for patients that increases by 50 percent or more for a given condition, based on the
race and ethnicity of the patient. We need to keep track of the care delivered to each set of
patients to achieve that disparity reduction agenda -- and we need to set a target for ourselves
as a nation set on ending the more than four, full-year life expectancy gap 192 that exists today
between Americans and African Americans. We need to shrink that gap by improving the life
expectancy for African Americans.
It is time to do the work needed to make that happen. This book points out what several
major elements of that work should be.
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None of that will happen if our primary strategy for ending disparities is wishful thinking and
goodwill. We will not close those care gaps with good intentions. Gaps can be closed, but we
will need to work hard with real tools to make that happen.
We need to use all of our resources and all of the new tools well to achieve the goal that is
clearly described in the title of this book. It’s time for us to “End Racial, Ethnic, and Cultural
Disparities in American Health Care.”
We spend more money on health care than anyone in the world by a huge percentage. We
very much deserve best care for all of us, for all of those dollars that we are spending.
The time to do that work is now.
Be well.
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Kaiser Permanente Awards and Recognitions for Quality,
Service, Creativity and Functionality
2013

 “Foundation of the Year” Award. Gov. Edmund G. Brown Jr.’s 2013 Volunteer Service
Awards. June 2013.
 Twenty-nine Environmental Excellence Awards. Practice Greenhealth. May 31, 2013.
 Platinum Award for Best Employer for Healthy Lifestyles. National Business Group on
Health. May 22, 2013.
 Leapfrog Award for Kaiser Permanente Hospitals Rated Among Safest in the Nation. The
Leapfrog Group. May 9, 2013.
 Highest ranking in J.D. Power and Associates Member Satisfaction Study. J.D. Power and
Associates. May 3, 2013.
 Worksite Innovation Award for KP Walk! and Platinum Fit-Friendly Companies Program
Company Award. American Heart Association. May 2013.
 Pharmacy Quality Alliance's annual Quality Award for health plans achieving excellence
in medication safety and quality. Pharmacy Quality Alliance. April 2, 2013.
 Guinness World Record for Most Colorectal Cancer Screenings. Guinness World Records.
March 31, 2013.
 Highest rating on California’s Annual Clinical Quality Report Card for overall quality of
care for fifth consecutive year. Healthcare Quality Report Card from the California Office
of the Patient Advocate. March 28, 2013.
 Highest rating in HMO category, which measures members' satisfaction with their total
care and service. Healthcare Quality Report Card from the California Office of the
Patient Advocate. March 28, 2013.
 Kaiser Permanente Health Plans Named eValue8’s 2012 Top Performers, including
awards for creativity and innovation in health care. National Business Coalition on
Health. The March 11, 2013.
 Eisenberg Award for Patient Safety and Quality Efforts. The Joint Commission. March 2,
2013.
 Kaiser Permanente’s Medicare Plans Earn Top NCQA Health Insurance Rankings.
National Committee for Quality Assurance. 2012–2013.
2012
 Six eHealthcare Leadership Awards for the use of the Internet and technology to
support the commitment to total health. Strategic Health Care Communications.
November 30, 2012.
 Leapfrog Award for Kaiser Permanente Hospitals being among the safest in the nation.
The Leapfrog Group. June 2012.
 Highest rating in the nation in 13 Medicare Measures. The 5-Star Star Quality rating
system for Medicare Advantage Plans. Centers for Medicare and Medicaid Services
(CMS). October 2012.
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 Highest rating in the nation, Six 5-Star Medicare Health Plans. The 5-Star Star Quality
Rating System for Medicare Advantage Plans. CMS. October 2012.
 Highest scores in the nation in 16 NCQA/HEDIS Effectiveness of Care Measures. National
Committee for Quality Assurance (NCQA)/The Healthcare Effectiveness Data and
Information Set (HEDIS). October, 2012.
 20 hospitals ranked Top Performer in Quality. The Joint Commission. September 19,
2012.
 Leadership in Energy & Environmental Design (LEED) Platinum certification awarded to
Napa Data Center. U.S. Green Building Design Council. July 2012.
 Highest in Customer Satisfaction among Mail-Order Pharmacies for fourth consecutive
year. J.D. Power and Associates as. July 2012.
 Platinum Award for Best Employer for Healthy Lifestyles. National Business Group on
Health. July 2012.
 Top 20 in Computerworld’s 2012 List of 100 Best Places to Work in IT. International Data
Group Network. July 2012
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