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“[O]ccupational organization . . . constitutes a dimension  
quite as distinct and fully as important as its knowledge.”1

In this issue of The Permanente Journal, Maeda et al2 enumer-
ate the relative frequency at which articles on comparative health 
systems research are published about Kaiser Permanente (KP) and 
other integrated delivery systems. Searching PubMed and the KP 
Publications Library, they found that a mere 4% of publications met 
their criteria. This is unfortunate because well-organized systems are 
the foundation of effective health services delivery, and comparative 
health systems research to create these systems can greatly increase 
the value that Americans receive from their health care.

After observing that the physicians he studied tended to 
practice very much like their colleagues despite differences in 
training and upbringing, Eliot Freidson1 concluded that “oc-
cupational organization … constitutes a dimension quite as 
distinct and fully as important as its knowledge … .” Having 
practiced medicine at many different sites over our careers, we 
have found that the organization of care in a particular location 
determined the services that we could offer the patient, the ef-
ficiency with which we provided those services, and the patient’s 
experience with the care that s/he received from us. Therefore, 
we would have to agree with Freidson—organizational context 
is a powerful determinant of clinical performance. The paucity 
of comparative health systems research relative to the overall 
investment in research represents a missed opportunity for 
research to contribute to the Triple Aim.

Despite contributing nearly one-third of the international in-
vestment in biomedical research and spending more on health 
care than any other country, Americans receive a poor return 
on their investment. Americans die sooner and experience more 
illness than do residents of many other countries.3,4 In 2007, life 
expectancy at birth for US males was 17th of 17 peer countries; 
life expectancy for US females was 16th of 17 countries.4 We 
believe that these poor results are due, in part, to the paucity 
of comparative organizational research aimed at improving out-
comes for individual patients and entire populations.

This paucity also contributes to the persistence of inequitable 
care in America. Colorectal cancer screening rates are markedly 
lower for individuals of low economic and educational status.5 
Additionally, in a large cohort of whites and African Americans, 
follow-up of colorectal abnormalities was significantly lower 

among the African Americans.6 Inequalities of care like these 
contribute to large differences in life expectancy, even in single 
metropolitan areas. In the Twin Cities, MN, for example, age-
standardized mortality rates for American Indians are six times 
as high as they are for Asians.7 Life expectancy in some Twin 
Cities zip codes is equal to that of Armenia, Estonia, and Jordan, 
and it is exceeded by life expectancy in the Gaza Strip in the 
Middle East, in Romania, and in China.8 

However, poor health outcomes and disparities do not need 
to be a part of American life. In a recent issue of The Perma-
nente Journal, Tuso et al9 reported their analysis of the care 
processes that reduced the risk of readmission because of heart 
failure. They found that a complex case conference, along with 
a visit from a home health nurse and a follow-up visit with the 
patient’s physician reduced the risk of readmission by about 45%. 
Among the 21 patients for whom complete data were available 
and who were treated around the time of the study, there were 
81 admissions in the 6 months before and 22 admissions in the 
6 months after the complex case management conference was 
implemented, a reduction of 68%.

HealthPartners in St Paul, MN, has used comparative health 
systems research to significantly reduce disparities in care while 
addressing screening targets for all patients. The tools that we 
have used include collecting language preference and racial 
identification from our patients, identifying and reporting the 
levels of care disparities, diagnosing the sources of the dispari-
ties, developing initiatives that address the particular causes of 
the disparities, and continuously monitoring the results with 
monthly report cards to assure ourselves that the new system is 
outperforming the prior system. 

For example, the gap in mammography rates between white 
women and women of color was 12.3 percentage points in 
2007, and appointment no-show rates for women of color were 
high. We met with women in the community and learned that 
returning to the clinic for a second visit was a major barrier 
to mammography. We instituted a same-day mammography 
program and were able to decrease the disparity rate to 6.1 
points by 201010 and 3.2 points by the fourth quarter of 2013 
(unpublished written data available on request). Likewise, by of-
fering multiple options for colorectal cancer screening (eg, fecal 
immunochemical test or colonoscopy) and actively promoting 
screening to patients of color, we have been able to reduce the 
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gap in colorectal cancer screening between white patients and 
patients of color from 26.2 points during the first quarter of 2009 
to 12.0 points in July 2013 (unpublished written data available 
on request). While decreasing health disparities, we have also 
increased screening rates for both colorectal cancer and breast 
cancer for all groups of patients. 

By using the organizational tools described earlier and employ-
ing an East African community health worker to follow-up with 
patients in the community, HealthPartners clinicians at one clinic 
were able to reduce the disparity in optimal diabetes care for 
patients of color to just 4.4 points in February 2014 (unpublished 
written data available on request). The rate of optimal diabetes care 
for patients of color—45.4%—is 7 points above the average for 
medical groups reporting to Minnesota Community Measurement, a 
nonprofit organization whose mission is to accelerate the improve-
ment of health by publicly reporting health care information.11 

We believe that creating an environment that comprises five 
activities has allowed us to achieve the goals described above: 
1) a set of mutual, measurable goals; 2) public reporting of 
the extent to which the goals are being achieved; 3) sufficient 
resources to achieve the goals; 4) alignment of stakeholder incen-
tives, imperatives, and sanctions with the goals; and 5) leadership 
among all stakeholders to endorse and promote the goals.12

In the past, the high cost of obtaining claims data and clinical 
data was a legitimate barrier to comparative health systems re-
search. However, with the implementation of electronic billing and 
electronic health records, large group practices like KP, and medi-
cal group consortia such as the Health Maintenance Organization 
Research Network with its Virtual Data Warehouse,13 comparative 
health systems research is now economically feasible. Although 
the impact of participation in care improvement collaboratives 
is limited in many cases,14 we believe that participation in the 
Institute for HealthCare Improvement’s programs helps health 
care organizations improve their care through self-evaluation and 
shared learning. To stimulate care improvement, HealthPartners 
has published clinic performance reports on selected indicators for 
many years.15 These reports have been associated with meaningful 
improvements in performance by clinical groups that treat Health-
Partners members. Public reporting of health system performance 
by national organizations such as the Healthcare Effectiveness 
Data and Information Set (HEDIS),16 Hospital Compare,17 and the 
Leapfrog Group18 might also be expected to drive competition 
for outcomes improvement by groups that are not formally affili-
ated. Although improving monthly performance reports should 
be considered adequate evidence of goal attainment, a stepped-
wedge randomized evaluation design would also be a powerful 
and efficient evaluation tool that, in most cases, would satisfy 
the exigent circumstances of care delivery system development.19

“Knowing is not enough; we must apply. Willing is not 
enough; we must do.” This credo, attributed to Johann W von 
Goethe, appears on the frontispiece of all Institute of Medicine 
reports and underscores the fact that biomedical research and 
health care are social investments that are expected to create value 
for the public. More than 40 years ago, Freidson1 recognized that 
an effective care delivery system is the substrate that creates value 
from knowledge. Maeda et al2 have done the research document-
ing the paucity of research designed to develop this substrate. 

It is now time for the health care research and practice 
communities to collaborate, increase comparative health 
systems research activity, and give Americans the value 
in health care that they deserve. v
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