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• Integrated health care
delivery system

• 8 Regions Serving  9 States and 
the District of Columbia 

•

•8.6 + million members

•~ $35 Billion annual Budget

About Kaiser Permanente

•Largest US nonprofit
health plan – Founded 1945

• Over 12,000 Physicians and  Over 
130,000 Employees
• 31 Hospitals and Medical Centers, 
and 431+ Medical Offices
• Large investments in Research and 
Information Technology 
• All employees and their families 
are KP members
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KP Priority Conditions

Clinical Area KP Members
with this Condition 

Asthma 155,000             (2.7% of members)
Coronary Artery Disease 216,000             (3.4%)
Depression 448,000             (7.1%)
Diabetes 604,000             (9.3%)
Heart Failure 103,000               (1.4%)
Cancer >25,000 new cases/yr

Chronic Pain                     285,000 (5.1%)
Elder Care                          869,000            (11.3%)
Obesity (BMI > 29) ~ 30% of adults
Self Care & 
Shared Decision Making 8.6 MM
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Healthcare’s “Middle Space”…

Population Based Care
* Chronic Condition Care
* Care and Disease Management
* Health and Wellness Interventions
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Self-care Support
Coaching and support to assist  
members in self-care skills and 
healthy behaviors

Care Management
Coaching and support for meds 
and other care needs

Population-based care: Managing the 
whole population…in Sickness and in Health

Intensive  Management
Frequent contact and coaching; 
coordination of care
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The Blueprint …The Blueprint …

From Improving Chronic Illness Care
Ed Wagner, MD, Group Health Cooperative of Puget Sound

Informed 
Activated 

Patient

   Prepared, 
   Proactive 

   Practice Team

Community
Resources and

Policies

Clinical & Functional OutcomesClinical & Functional Outcomes

Productive
Interactions

Health System
Organization of

Health Care

Chronic Care ModelChronic Care Model

SELF-MANAGEMENT
SUPPORT

DELIVERY SYSTEM
DESIGN

DECISION
SUPPORT

INFORMATION
SYSTEMS
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Primary Care Physicians and How They 
“Manage” Their Patient Panel

Before Panel Management
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Doubles to 60+
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“Mass-personalizing” care: Tools for 
determining how to best “touch” members

Dr G. Livaudais, Maui Lani Clinic, Hawaii,  
“Gerard.F.Livaudais @KP.ORG”

846675 BALDOSO, DANIEL,E 58 M y y g
542915 BAYWATCH, SUSAN 84 F y y g g g y
334991 BECKER, BORIS,B 76 F y y g
93203 BERADO, ALVIN,E 51 M y y Y y

9262046 BERNDAY, WILLIAM 60 M Y
9419440 BOWIE, JIM,A 56 M y Y Y
2023008 CABERNAY, FELICIA 77 F Y Y Y Y Y
522481 CALAMARY, DIAN,P 62 F y y y
903815 CAMBRANA, BETTY,J 65 F Y Y

9362864 CANOPY, KAREN,A 27 F Y
521305 MILLISA 41 F Y Y Y

9342685 DELIMA, WARD,J 69 M Y Y
9366973 DIEGO, SANTO 53 F Y Y
651306 DOMINOS, PIZZA 53 F y y Y

9257840 DOMINIQUE, PEGGY,J 46 F Y Y
330643 ELIZABETH, QUEEN 82 F y y y
523266 ENDOCRAN, ALICIA 84 F p Y Y

Dynamic Cross Condition
Patient Registries
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How do we get the consumer’s 
attention?

“Rules of the Game” model
• “Managed Care” 
• Case management for high risk participants 

“Skin in the game” model
• Tiered co-pays
• Coinsurance
• High Deductible Health Plans
• Tiered networks: hospitals, specialists, PCPs
• Consumer Directed Plans
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Sample Plan Design – Benchmark 
Deductible –HMO (DHMO) Plan

Non-Preventive 
ServicesPrem

ium

Preventive Services

D
eductible 20%

copay

Pharmacy copay
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“In health care, geography is destiny” -- our roots 
are in understanding and addressing unwarranted 
variation in care”

Unwarranted variation accounts for up to 30% of healthcare costs

– Effective Care: “Proven 
effectiveness, no significant 
trade-offs” (e.g. chronic 
conditions management)

Effective Care – Beta Blocker Use Among 
Patients Post Heart Attack

Varies from 5% - 92%, when it should be ~100%

Preference-Sensitive Care - Herniated Disk:

In Southern California, a patient is 6 times more 
likely to have back surgery than in New York City.

- Preference-Sensitive Care:
“Involves trade-offs, (at least) 
two valid alternative 
treatments are available”

Clinical Relevance
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Linking Plan Design to Clinical 
Relevance

Non-Preventive 
ServicesPrem

ium

Preventive Services

D
eductible 20%

copay

Pharmacy copay

Chronic Condition
Evidence-based Care

All Other Care

Prem
ium

Preventive Services

D
eductible

Preference-
Sensitive Care: 
Incentives for using  
Shared Decision 
Making

Pharmacy

Pre-Natal/Well-Baby
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What would you imagine is the dose response 
for “skin in the game” yielding health?

“Skin in the Game”
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How do we get the consumer’s 
attention?

“Rules of the Game” model
• “Managed Care” 
• Case management for high risk participants 

“Skin in the game” model
• Tiered co-pays
• Coinsurance
• High Deductible Health Plans
• Tiered networks: hospitals, specialists, PCPs
• Consumer Directed Plans

“Brain in the game” model
• Healthy lifestyles, wellness activities
• Disease Management through Health Coaching to support effective self-

management 
• Self management for acute and chronic conditions
• Shared decision making
• Web-based decision support tools
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The Patient at the Center of Care
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How many hours a year does a person
with diabetes spend:

In the health care system?
At work?
At Home? 
(At Pat’s?)
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Members

All members are 
invited to participate

Poster

Mailer

Payroll Stuffer

Video library

~ 25% receive targeted,
needs-specific
communications

Health coach
intervention

Online 
information

E-mail

Decision 
support

Targeted 
mailings

Targeted communications to reach 
and engage members
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Personal health coaches educate 
and support members

24/7 health coaching includes:
• Wellness information and general information
• Urgent need support
• Decision support
• Chronic condition/disease management

Health coaches:
• Specially trained professionals, including:

– Nurses
– Respiratory therapists
– Smoking cessation experts
– Dietitians/nutritionists
– Weight loss experts

• Average between 15-20 years of experience
• Certified in collaborative decision-making methodology
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Key components of the personal 
health coaching model

Integrated “whole person” approach
Primary coach model -- 85% of interactions are with a 
member’s personal coach
Call frequency and duration is dictated by the 
opportunity for impact, not call quotas or targeted call 
lengths
Reinforces patient-provider relationship
Focused on building self-reliance, not dependence
Based on evidence-based clinical standards and 
sensitive to culturally-competent care and health 
literacy issues
Powerful, yet easy to use, support tools
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Direct to the Patient: Opportunities to 
Support and Integrate Care

Asthma Featured Health Topic 
from the pull-down menu

Announcement about 
asthma
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Asthma Featured Health Topic: 
Connecting to Information

Información en 
español

Links to evidence-
based content, and 

Health 
Encyclopedia

Reviewed by subject 
matter experts
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Tools To Support Spanish Speaking Users
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Managing Your Asthma:
Connecting to Appropriate Actions

Link to Asthma 
Triggers tool

Physician
Follow-up

Link to
asthma action plan

Self
Management
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Managing Your Asthma:
Connecting to Appropriate Actions

Link to Asthma 
Triggers tool

Physician
Follow-up

Link to
asthma action plan

Self
Management
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Managing Your Asthma:
Connecting to Appropriate Actions

Link to Asthma 
Triggers tool

Physician
Follow-up

Link to
asthma action plan

Self
Management
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Peer Support

... like other animals we 
tend to isolate ourselves 
when we hurt. We forget 
the value of... positive 
support ... It helps so 
much to reach out and 
share our lives and it 
works both ways. 
-- Arthritis message board

I've noticed that since I've 
been going to the gym I have 
more energy than before. I 
just feel better.

-- Exercise & fitness 
message board
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Healthy Lifestyles: 
Tools to Improve Health

Online Health AssessmentsOnline Health Assessments
and Interventionsand Interventions
Balance, Relax, Breathe, Balance, Relax, Breathe, 
Nourish, SucceedNourish, Succeed
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Understanding

Diet

Priorities

Strategy

Solutions

Skills

Plan

2 weeks 4 weeks 8 weeks

Follow-up Interventions

HealthMedia Nourish®

tailored nutrition program
for each individual
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• participants set 
goals including
• calorie intake 
• fat consumption
• physical activity

• select the 
frequency they will 
report their 
progress

Supporting Change : Goal Setting
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• participants report 
their progress

• a graph shows their 
reported progress 
against their set 
goals

• more participants 
achieve their weight 
management goals

Supporting Change : Goal Setting
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Healthy Lifestyles:  Having a big impact

Over 100,000 KP members have completed a program since 
August ‘04
~ 50,000 weight management/physical fitness program.
~ 15,000 nutrition program.
~ 10,000 stress reduction program.
~ 5,000 smoking cessation program.
> 25,000 total health assessment in the first three months

86% of responders were satisfied with the programs.

Findings of the weight management/physical fitness program (180 day 
outcomes / n=3,258*):

• 51% lost weight by following the recommendations provided in their 
Healthy Lifestyles report.

• Average weight loss was 3.6 lbs.
• 43% reduced their BMI by at least 1 BMI unit (e.g. 30 to 29).
• 12% dropped an entire BMI stratification level (e.g. from very obese to 

obese).
• Those who lost weight had 0.6 fewer office visits per year.

(Note: A study of non-survey responders showed that non-responders had similar outcomes to responders.*)
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Easy Access to the Patient’s
Health and Medical Record
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Office visit summaries

Paper copy
handed to the 
patient or family 
at the end of 
every visit and 
also available in 
the online 
health record
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Value

Affordability Care
Experience

Clinical
Quality

Purchaser
Perspective

Consumer 
Perspective

Clinician
Perspective
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Is Consumer Directed Healthcare the 
Magic Bullet?

Only if it is combined with support for active and informed 
participation by consumers in their care

Effective Disease Management is an essential feature to enable 
and support Consumer Directed Health Care
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