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Presentation Notes
Steve Schroeder at UC San Francisco published data on contributors to premature death.  As you see, medical care accounts for only 10% of the outcome and behavioral issues account for four times as much. It is pretty easy to make a diagnosis of diabetes and MUCH harder to live with diabetes day in a day out.  So we at SCC aim to mail the medical care while focusing on supporting positive behavior in our patients so they can be as healthy as possible day to day.



Human-Centered Design 



Patient Variation – what the 
patient faces 

Domains 

Thanks for your attention to this.  



What the Patient Brings: 
Activation Level 

10-15% of the 
population* 

20-25% of the 
population* 

35-40% of the 
population* 

25-30% of the 
population* 

* Medicaid and Medicare populations skew lower in activation 

Presenter
Presentation Notes
Alan

Explain at a very high level, the view of an individual at each level:
Do not believe/understand they are responsible for or can impact their health
Lack confidence to change their health
Understand they are key to their health, but not sure where to get started or how to keep going.
Have a solid hold on how to stay healthy.  These folks are in maintenance mode but slip up sometimes.



“Why wouldn’t a person with  
a chronic condition do 
everything in their power to  
live long and feel well?”  
 

Care Model 



SCC Approach: “The Activation 
Model” 

• From: 
 “What bothers you the most? 

 
• To: 
 “Where do you want to be in a year?” 

First 
step 

Next 
step 

Getting 
there… 



Depression 

• “Depression significantly increases the 
overall burden of illness in patients with 
chronic medical conditions…depression 
is associated with a 50-100% increase in 
health services use and cost.” 

 
Simon, Gregory E. “Treating Depression in Patients With Chronic Disease”.  Western Journal of Medicine 2001:175:292-293 



The Often Hidden Driver:  
Adverse Childhood Events 

ACE Score = 1 point each for positive responses to 10 
questions inquiring about exposure to: 
• Physical abuse 
• Emotional abuse 
• Sexual abuse 
• Physical neglect 
• Emotional neglect 
• Divorce/separation 
• Domestic violence in the home 
• Parent that used drugs or alcohol 
• Parent that was incarcerated 
• Parent that was mentally ill 

 
From: www.acestudy.org 

Presenter
Presentation Notes
This is an ongoing study, between the Kaiser Permanente’s Department of Preventative Medicine in San Diego, CA, and the Centers for Disease Control (CDC), with the cooperation of 17,421 adults.  The ACE Study reveals a powerful relationship between our emotional experiences as children and our physical and mental health as adults, as well as the major causes of adult mortality in the United States.  One does not just “get over” things, not even fifty years later.   

The participants were 80% white including Hispanic, 10% black, and 10% Asian; 74% had attended college; their average age was 57. Almost exactly half were men, half women. This is a solidly middle-class group from the 7th largest city in the United States; it is not a group that can be dismissed as atypical, aberrant, or ‘not in my practice’.

The ACE Study was preceded by a KP obesity program that had a high dropout rate; not only were the dropouts successfully losing weight, they learned from 286 detailed life interviews that childhood sexual abuse was remarkably common and, if present, always antedated the onset of their obesity.  The counter-intuitive aspect was that, for many people, obesity was not their problem; it was their protective solution to problems that previously had never been acknowledged to anyone.  “Overweight is overlooked and that’s the way I need to be.”  Many participants were metaphorically driving with a foot on the brakes and one on the gas, wanting to lose weight but fearful of the change in social and sexual expectations that would be brought about by major weight loss.  This led to the ACE Study, in which 26,000 were asked to participate in a survey on how childhood events would be linked to adult health.  Seventy-one percent agreed.  



How does ACE play out later in life? 

• Increased smoking:  
– The higher the ACE score, the greater the likelihood of current smoking 

• COPD: 
– A person with an ACE score of 4 is 2.6 x more likely to have COPD than a 

person with an ACE score of 0 

• Depression: 
– A person with an ACE score of 4 was 4.6 x more likely to be suffering from 

depression than a person with an ACE score of 0 

• Suicide: 
– There was a 12.2 x increase in attempted suicide between ACE 4 vs. 0;  

at higher ACE scores, the prevalence of attempted suicide increases 30-51 fold! 
– Between 66-80% of all attempted suicides could be attributed to ACE. 

 

Presenter
Presentation Notes
The researchers looked at ACE scores of 7 or above of people who didn’t smoke, didn’t drink to excess, and weren’t overweight, and found that their risk of ischemic heart disease (the most common cause of death in the US) was 360% higher than it was for a patient with an ACE score of zero.

We spend billions of medical dollars every year trying to lower people’s cholesterol because we know that having a cholesterol level of 240 mg/dl doubles your risk of heart disease.  So does having an ACE score of 4 or higher.  So if we trust the data, it makes as much sense to reduce ACEs, or counter their effects, as it does to try to lower cholesterol.  



SCC PAM 6 Month Results 

Change in PAM level between 1st and 2nd 
measurements at 6 months 
  

• 58% of patients improved at least 3 
points (0-100 scale) – minimal 
significant change (associated 
with change in cost and health) 



Provider Medical 
Assistant/Care 

Coordinator  

Nurse 

Clinical 
Pharmacist 

Physical 
Therapist 

Behavioral 
Health 

From “Cup Runneth Over”… 
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If done successfully, can move from this….



Provider Medical 
Assistant/Care 

Coordinator  

Nurse 

Physical 
Therapist 

Clinical 
Pharmacist 

LCSW/Behavio
ral Health 

To “Share the Care” 

Presenter
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From MA to Care Coordinator 
• “Artisanal” vs. assembly line 

– Coach, advocate, MA, scribe, outreach worker, pop health 
manager combined in single person: relationships are key 

• Empanelment 
• Training: onboarding and ongoing 
• Case presentations at team meetings 
• Staying with the patient – few handoffs 

– Scribing the visit: learning as the patient learns 

CREATE NEW JOB CATEGORY AND 
PAYSCALE to reflect greater skills and 
responsibility 



EPIC Charting 15 



HEDIS: Care Gaps Tool 16 

                                                                        

Care Coordinator : COLEMAN, DELILA                                             
                                                                        

  

        
Diabetes                   

(Screening) 

Cardio 
(Screenin

g) 
Preventative                                                                                   

(Screening/Immunization) 
Med. 

Mgmt. SCC   

  

  Patient Name PCP 

Next 
Appt.    
Date HbA1c LDL 

Nephro
pathy LDL Flu 

Pneum
ococca

l 
Chlamy

dia 

Cervica
l 

Cancer 
Breast 
Cancer 

Colorec
tal 

Cancer 

ACE/AR
B/Diureti
c/Digoxi

n PAM # Overdue 
  

1   
VOLLRAT
H, K 

01/09/20
15 N/A N/A N/A N/A 

Overdu
e N/A N/A 

04/17/2
015 

02/28/2
015 

03/07/2
021 N/A Overdue 2 

  

2   
VOLLRAT
H, K   N/A N/A N/A N/A 

09/01/2
014 N/A N/A N/A 

12/08/2
016 

09/30/2
019 

09/26/20
15 

03/26/20
15 0 

  

3   
VOLLRAT
H, K 

01/05/20
15 N/A N/A N/A N/A 

09/01/2
014 N/A N/A N/A N/A N/A N/A 

01/07/20
15 0 

  

4   
GLASERO
FF, A 

03/11/20
15 N/A N/A N/A N/A 

09/01/2
014 N/A N/A N/A N/A 

08/20/2
015 N/A 

05/24/20
15 0 

  

5   
GLASERO
FF, A   N/A N/A N/A N/A 

Overdu
e N/A N/A 

Overdu
e N/A N/A N/A Overdue 3 

  

6   
VOLLRAT
H, K 

01/20/20
15 N/A N/A N/A N/A 

09/01/2
014 N/A N/A N/A N/A N/A N/A 

06/11/20
15 0 

  

7   
GLASERO
FF, A 

01/15/20
15 N/A N/A N/A N/A 

Overdu
e 

Adhere
nt N/A N/A N/A 

10/14/2
015 N/A 

02/20/20
15 1 

  

8   
LINDSAY, 
A   N/A N/A N/A N/A 

Overdu
e N/A N/A N/A 

08/09/2
016 

03/20/2
015 Overdue 

02/21/20
15 2 

  

9   
LINDSAY, 
A 

01/08/20
15 

11/14/2
015 

11/15/2
015 

01/04/2
016 N/A 

09/01/2
014 N/A N/A N/A N/A N/A 

11/15/20
15 

02/27/20
15 0 

  

10   
LINDSAY, 
A   N/A N/A N/A N/A 

Overdu
e N/A N/A 

03/19/2
016 N/A N/A N/A 

05/19/20
15 1 

  

11   
GLASERO
FF, A   N/A N/A N/A N/A 

09/01/2
014 N/A N/A N/A N/A N/A N/A 

05/26/20
15 0 

  

12   
GLASERO
FF, A   N/A N/A N/A N/A 

09/01/2
014 N/A N/A N/A N/A N/A N/A 

05/25/20
15 0 

  

13   
VOLLRAT
H, K 

01/07/20
15 N/A N/A N/A N/A 

Overdu
e N/A N/A N/A N/A N/A N/A Overdue 2 

  

14   
GLASERO
FF, A   N/A N/A N/A N/A 

09/01/2
014 N/A N/A N/A N/A 

Overdu
e 

06/03/20
15 

05/25/20
15 1 

  

15   
GLASERO
FF, A 

01/07/20
15 N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A 

04/01/20
15 0 



HEDIS: SCC results 17 



Monthly “Speed Dating” 

Each care coordinator 
conferences with relevant 
clinician on CC panel they 
share  
• Each CC works with each 

clinician – allows for cross-
coverage  

• Focus on “red” areas – 
immediate risk for poor 
outcome 

• CC panel ~100 
• No one “falls through the 

cracks” 
• Care gaps also addressed 

18 



19 

Analytics Risk Dashboard 

Summary of overall risk 
for patient population 

View by selected Patients, 
demographics, and/or clinician 



20 

Patient Health Portrait 

Analysis of key patient health metrics and trends  

Various chart types 
available 



Medication Refill Protocol 



Triple Aim Results 

Inpatient 
Admissions 

ER  
Visits Patient Experience HEDIS 

271 patients with at least 6 months enrollment 

-25% -39% 99th 
percentile 

>90th 
percentile 
(10/15 measures) 



Primary Care Plus  

Services:  
• No co-pays for patients to see any of our 

providers 
• 24/7 access to Primary Care Physician 
• Coordination with your other physicians 

and specialists so everyone is on the 
same page 

• Care transition planning at hospitalization 
with home visit if needed 

• Contact with SCC staff once a week on 
average 

  

Program Value:  
• All of these services cost Stanford health 

plans $3432/year, less than 10% the 
average annual total cost of care for SCC 
patients   

Patient 

Primary 
Care 

Physician 

Care 
Coordinator 

Physical 
Therapist 

Pharmacist 
Licensed 
Clinical 
Social 
Worker 

Clinical 
Nurse 

Specialist 

Dietician 



SCC is growing!  3/24/15 

Cumulative 
Enrollment 

433 

Disenrolled* 
57 

Current 
Enrollment 

376 

Program Enrolled 
Primary Care Plus 336 
Care Support 40 

Other Programs Better Choices Project 

Program Enrolled 
BCBH Online 16 

BCBH In-
Person 

9 

Seminar Series 60 

D-School 12 

Mode Enrolled 
Online 32 

In-Person 20 

Mail Kit 38 

* = Disenrolled from SCC, but were enrolled in the program for longer than 6 
months 



A quote from a patient:  
 

“Stanford 
Coordinated Care 

focused on the little 
things that were 

leading to my 
needing to be 
hospitalized.” 

Before enrolling in SCC 
01/24/2012 – 06/24/2012 

   
 

 4 Urgent inpatient admission 
 (syncope, sepsis, peritonitis, osteomyelitis) 

 1 PCP and 5 Specialists 
  

$627,076 billed charges 
$104,513/month 

After enrolling in  
SCC  

06/25/2012 – 12/25/12 
 

No (0) inpatient stays or surgeries 
1 PCP and 2 Specialists 

 
 
 

$7837 billed charges 
$1306/month 

        Care Management Interventions 
Conditions: 
Corns and Callosities 
Osteomyelitis 
Systemic Lupus Erythematosis 
Lupus anti-coagulant disorder 
Vitritis of right eye 
Chronic Kidney Disease (stage  
IV – severe) on hemodialysis 
Immunosuppressed status 
Hx Peritonitis  
Pericarditis in SLE 
Gout 
Anemia 
  

 
•  PCP pared foot callouses (source of 

osteomyelitis) 
• Conference call with providers to adjust 

immune suppression drugs to reduce 
sepsis risk 

•  Family conference with PCP about 
importance of not cancelling specialist 
visits or risk falling off transplant list 

• Development of an Action Plan with 
patient 

• Regular patient contact from the Care 
Coordinator 

A quote from the PCP: 
  

“By getting the specialists 
together on a conference call 
we were able to reduce the 

patient’s risk of sepsis.” 

SCC Case Study   
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