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1.Panel Management       2. Care Management for    3. Complex Case Management  
                                                       Chronic Disease 

•Registries 

•Gaps in Care 

•Planned Visits 

 

•Self Management 

Support 

•Patient Education 

•Patient Activation 

 

 

•Care Coordination 

•Problem Solving 

•Linking with 

Community Resources 

•Empowerment and 

Education 

 

Modest Potential Value Gain 

from std Medical Home 

Large Potential Value Gain from 

Intensified Medical Home 

Where’s the Leverage on Trend? 
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“Hot Spotting” in Employed Populations  

• Boeing & Atlantic City Resorts (A. Milstein)  

– AICU in 2 self-funded industries  

     Capitation fee plus FFS for specialized MD-led teams within 3 MD groups and free-standing 
(Atlantic City)  

– 18%- 20% net reduction in per capita spending vs. propensity matched controls  

 

• Humboldt (A. Glaseroff)  

– Partnered with PERS and PBGH (Anthem as ASO);  

– Disseminated rural county model within a distinguished IPA inserting RN care managers into 
25 private practices  

– 20% savings estimated in first year 

 

• Stanford University  (A. Glaseroff, A. Lindsay) 

– Pilot for University & Hospital Employees + Dependents enrolled in self-insured plan. 

– Stanford Coordinated Care (SCC) is a team of medical professionals and health coaches who 
help people with chronic illnesses lead a healthy life and smoothly navigate their healthcare. 
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Better, Faster and Leaner: 

Boeing A-ICU Results After Year One 

( 

Change in Combined Total Per Capita Health Care Spending, 

Functional Health Status, Patient  Experience, and Absenteeism 

% Difference 

% change from baseline in unit price-standardized total annual per 

capita spending by patients and Boeing, compared to a propensity-

matched control group, net of supplemental fees to medical groups 

–20%* 

% change in SF12 physical functioning  score for IOCP patients 

compared to baseline 
+14.8% 

% change in SF12 mental functioning score for IOCP patients 

compared to baseline 
+16.1% 

% change in patient-rated care “received as soon as needed” 
compared to baseline** 

+17.6% 

% change in average of patient-reported work days missed in last 

6 months compared to baseline 
–56.5% 

* p = 0.11 after first 12 months for 276 chronically ill enrollees vs. 276 matched controls. 

** From the Ambulatory Care Experience Survey – patients responding “always” or “almost 

always” to the question: “When you needed care for illness or injury, how often did the IOCP 

provide care as soon as you needed it?” 
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Findings: Total Utilization Metrics 

Exclusion Method 
Number of  

Members Excluded 
(n=259) 

Inpatient  
Days 

Inpatient 
Admissions 

Outpatient  
Visits 

Professional  
Visits 

ER  
Visits 

% Change from Period 1 to Period 2 

  A = All Members and Claim 
Lines Included 

0 -63% -51% -17% -11% -25% 

  B = All Members Included; Claim 
Lines over $250,000 Excluded 

0 -59% -50% -17% -11% -25% 

  C = Members with Total Allowed 
Amount over $250,000 Excluded 

4 -52% -54% -15% -11% -26% 
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Findings: Total Cost Metrics 

Exclusion Method 
Number of  

Members Excluded  
(n=259) 

Total  
Allowed Amount 

ER Surgeries & Visits  
Allowed Amount 

% Change from Period 1 to Period 2 

  A = All Members and Claim Lines 
Included 0 -23% -16% 

  B = All Members Included; Claim 
Lines over $250,000 Excluded 0 -13% -16% 

  C = Members with Total Allowed 
Amount over $250,000 Excluded 4 -29% -19% 
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Designing the Program: “One size fits 

none” 

• Defining the problem before designing the solution 
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Human-Centered Design 

• Interview people from targeted lists – 10+ if possible 

• Explore strengths, barriers, past experiences with 
healthcare (positive and negative) 

• Categorize responses to develop common themes (the 
20% of what was frequently heard that accounts for 80% 
of what patients face in regards to their health).  

• Brainstorm about possible solutions to that limited set of 
barriers – don’t edit while brainstorming 

• “Vote” as a group 

• Design program/hire accordingly/test ideas 
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What they said they needed to thrive… 
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Primary SCC Goals:  

• Build the relationship to primary care team   

• Enhance patients’ self-management 

• Transform the primary care/specialty care relationship to better 
serve the patient’s goals: Access by tele-presence, email, phone 

• Achieve “Triple Aim” results 

• Better health 

• Better care 

• Lower cost 
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Target Population:  Top 10% risk category 

Model 1 & 2 – SCC Program Overview 

  
Primary Care Plus+ Description: 

Primary Care Plus is a service provided by Stanford Coordinated Care, to those who 
wish to access the primary care services to the caring hands of an SCC physician. Those 
enrolled in Primary Care Plus are welcomed by a care team which includes a physician, 
nurse, care coordinator, physical therapist, pharmacist, and clinical social worker.  

 

Chronic Care Support Description: 

Chronic Care Support is a secondary service provided by Stanford Coordinated Care to 
those established within a medical home and would like to have the help and 
coordination from an SCC nurse who works closely with the PCP to offer enhanced 
support. A care coordinator is also designated to each individual to provide support of 
health care complexities regarding chronic conditions and visits to specialists. 

 
 

   

  

 

 

 

 

 

Target Population:  Top 10-20% risk category 
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“Why wouldn’t a person with  

a chronic condition do 

everything in their power to  

live long and feel well?”  

 

Care Model 
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Schroeder, NEJM 357; 12 

15% 

5% 

10% 

40% 

30% Social 

Environmental 

Medical 

Behavioral 

Genetic 
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Reducing Clinical Variation – “The 10% solution”? 

 
 
 
 
 
 
 
 
Necessary but clearly not sufficient 

The most important variation is within the patients! 
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Patient variation – what the patient brings 

The Patient Activation Measure® (PAM®) 

assessment gauges the knowledge, skills and 

confidence essential to managing one’s own 

health and healthcare.  

Level 1 Level 2 Level 3 Level 4 

Starting to 
take a role. 
 

 

Building 
knowledge 
and 
confidence 

 

Taking 
action 

Maintaining 
behaviors 
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Patient Variation – what the patient faces 

Domains 
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Domains: “What to do? 

Patient Activation Measure: “How to do it?” 

PAM 

 

 Domains 

1 2 3 4 

Social 

Access 

Behavioral 

Medical 

Trajectory 

Workflows based on patient variation 
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SCC Approach 

• From: 

 “What bothers you the most? 

 

• To: 

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

First 
step 

Next 
step 

Getting 
there… 
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The Overarching Approach 

The patient must… 

 
 BELIEVE SELF-MANAGEMENT IS WORTHWHILE:  

The patient must feel there is hope and benefit in 

doing a good job (GOALS) 

 

 KNOW WHAT TO DO:  The patient must have a clear 

and achievable plan for self-management (ACTION 

PLANS) 
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Humboldt Priority Care PAM  Results 

How was this achieved? 
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3 Step Method 

• Engage the patient 
– Their goals, not ours 

• Determine importance 
– Why isn’t it lower? 

– What would it take to make it higher? 

• Action planning 
– What are you going to do tomorrow? 

– How confident are you that you can succeed with your plan? 

– What would increase your confidence? 
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Team: 1.5 FTE MD, 1 RN, 1 LCSW, 0.6 

FTE PT, 1 clinic manager, 1 data manager, 

1 receptionist, 1 administrative assistant, 1 

strategic planner, 3 care 

coordinators/medical assistants 

SCC Team 
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GENERAL RULES FOR TEAM CARE 

• Panel management: 

– SCC Care Coordinators 

have their own panel, 

handle med refills, 

referrals, scribe office 

visits and follow up with 

patient between visits 

• Staff work to limits of their 

credential:  

– SCC Care Coordinators 

are responsible for 

getting routine care 

done. 
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Patient Partners 
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Care Coordinators 

• Expanded MA role 

• Who to hire? 

• “Training up” 

• Panel size - ~150 

• Visit model: 

– Scribing the visit – no handoffs 

– Arranging follow-up 

•  Responsible for: 

– Monthly “meaningful contact” 

– Action plan support 

– Care gaps 

– Refills 
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Pain: Integrative Physical Therapy  

• PT embedded in practice 

• 40% of patients access service 

• “Salutogenesis” vs. “Pathogenesis” 

– Asset-based approach 

• Body scan – “Mindfulness” 

• Feldenkreis approach 

• Small steps towards goal 

• Working with campus Wellness program  
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Patient Self-Management Barriers 

 Social devastation (poverty, homelessness, lack of 

access to health care services, etc) 

 Lack of information 

 Cultural disconnect 

 Low functional health literacy  

 Relative lack of life skills 

 Anxiety/disease-specific 

distress/depression 
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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 
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Integrating Behavioral Health 

• Full-time LCSW on 

team 

– Sees 30% of patients 

 

• Exploring embedded  

Psychiatrist within SCC 

– telephonic, email, and 

brief consultation model 

         (aspirational) 
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The Often Hidden Driver: 
Adverse Childhood Events & Trauma 

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 
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Behaviors and Symptoms Associated with Trauma 

• Layers of clothes 

• Hypervigilence & hyper-

reactivity 

• Fear of shelters 

• Not bathing 

• Not willing to seek 

medical or dental 

attention 

• Distrustful, especially of 

people in authority 
 

• Aggressiveness 

• Not taking medications 

• Use of drugs and alcohol 

(self-soothing) 

• Participation in the sex 

trade 

• Self-destructive behavior 

• Unable to focus on or 

plan for the future 

• Suicidality 
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Our Conclusion 

• As a population defined by poverty, Medicaid 

members are much more likely to represent a racial 

minority and have lived with social inequity most, if 

not all, of their lives 
 

• The highest cost/highest acuity Medicaid recipients 

have multiple medical, social, and behavioral co-

morbidities BUT more importantly, the vast 

majority have experienced a lifetime of trauma 

with resulting health effects – estimate > 70% 
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Trauma 

“Adverse Childhood Experiences 

(ACE) are common, destructive, 

and have an effect that often lasts 

for a lifetime.  They are the most 

important determinant of the health 

and well-being of our nation.” 
--Vincent Felitti, MD, co-chair of study 
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But are we really expected to 

eliminate poverty and 

homelessness, erase the effects 

of trauma, and address 

addictions and mental health 

instability?   

• Where should we start?   

• What is realistic given the tools we have?  

• What new tools can we realistically add? 
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“Ambulatory Care Sensitive Conditions” 

• Defined by AHRQ (2001) as: “conditions for which 
good outpatient care can potentially prevent the need 
for hospitalization or for which early prevention can 
prevent complications or more severe disease.” 
 

─ Based on analysis of Healthcare Cost and Utilization Project (HCUP) 
data 

 Federal-State-Industry large data system partnership 

 Identifies 16 “Prevention Quality Indicators” (PQI) 

─ Markers / Indicators of Quality of Primary Care   

 Need to be “important”   

 Reliably measureable 

 Show non random variation 

 

http://www.ahrq.gov/data/hcup/factbk5/factbk5d.htm 
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Ambulatory Care Sensitive Conditions 

• Diabetes, short-term complications  

• Diabetes, long-term complications  

• Uncontrolled diabetes   

• Lower extremity amputations among 

patients with diabetes 

• Chronic obstructive pulmonary disease  

• Adult asthma 

• Pediatric asthma  

• Hypertension  

• Angina without procedure   

• Congestive heart failure   

• Bacterial pneumonia   

• Urinary infections   

• Low birth weight   

• Pediatric gastroenteritis 

• Dehydration  

• Perforated appendicitis 

    

AHRQ “Prevention Quality Indicators” 
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Why Are ACSC Hospitalizations 

Important? 

• “In 2006, nearly 4.4 million hospital admissions, totaling $30.8 billion in hospital 
costs, could have been potentially preventable with timely and effective ambulatory 
care or adequate patient self- management of the condition.”   

– About one of every 10 dollars of total hospital expenditures 

– $8.4 B for CHF; $7.2 B for Bacterial Pneumonia  

 

• This is probably an under estimate… 

 

 

 

• Poor experience of care – Sub Optimal Health – High Cost 

 

• Shouldn’t eliminating “preventable hospitalizations” be a core 
competence/ accountability of primary care ? 

AHRQ Statistical Brief #72 
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How Many Admissions Are  

“(AHRQ) Ambulatory Sensitive?” 

 

 

 

 

Medicare 
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How Many Admissions Are  

“(AHRQ) Ambulatory Sensitive?” 

 

 

 

 

Medicare 
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Effect of Substance Use and Mental Illness on 

Cost/Utilization 
Average  12 months TOTAL cost, ED and Hosp utilization by group 
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Population Health – Risk Measures 

Summary of overall risk 
for patient population 

Panel View by care team, 
clinician, patient 
demographics 

View by chronic 
condition 

Patient Panel list by Risk Markers 

Navigate to patient 
health portrait 

62 
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Population Health – Health Portrait 

Patient / Provider selectable 
measures to trend and 
track at point of care 

Care gap measures 

Health Portrait – Personalized view of a 
patient displaying care gaps alongside risk 

measures 
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Obesity 
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SCC – Reducing Clinical Variation 

Assessment panel of SCC patient population by health measure 
and risk level 

Tabs support easy navigation 

to various views 
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Thank You! 

 

 

Alan Glaseroff MD 

– aglasero@stanford.edu 


