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What is Health Information Technology for 
Chronic Conditions Management?
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Who Are We? 
Kaiser Permanente California

12,416 physicians12,416 physicians

6.6 million members6.6 million members

126,678 employees126,678 employees

34 hospitals34 hospitals

289 medical offices289 medical offices

87,012 corporate customers87,012 corporate customers
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KP Southern California
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San Diego

Anaheim
Riverside

Pasadena
Panorama City

Los Angeles

Thousand Oaks
Simi Valley

Bakersfield

Lancaster

Victorville

San Bernardino
Palm Springs

Pacific Ocean

13 Medical Center Service 
Areas with 12 KFH Hospitals
7 KFH Home Health and 5 
Hospice Agencies
Over 100 Kaiser Permanente 
owned and or operated 
Medical Office buildings
SCMPG is composed of 6,441 
physicians representing all 
specialties (3,279 partners, 
1,370 associates, 1,690 
affiliates and 2,354 per diems)

3,312,972 members in 
Los Angeles, Orange, 

Kern, Riverside, 
San Bernardino, San 
Diego, and western 

Ventura counties, and 
Coachella Valley

Medical center (hospital and medical office)
Medical offices
Other facilities
Regional administrative offices
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Population 
Identification

Care manager 
Support Outreach

Member 
Tracking

Inreach

Patient Provided
Information

Population 
Stratification

Monitoring 
and Reporting

Population 
Identification

Care manager 
Support Outreach

Member 
Tracking

Inreach

Patient Provided
Information

Population 
Stratification

Monitoring 
and Reporting

... but not all

Electronic 
Medical 
Record 

Registry 
System

The EMR can do many functions …
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Care Management: 
Web Registry/Tracking System - SCAL
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Labs

Hospital

Pharmacy

Outpatient 
Appointment 

System

Outpatient 
Encounter 
Systems

Membership

ER

Immunization 
Tracking 
System

Registry Systems

Clinical 
Registry 

Information 
System

• web based
• dynamic database
• refreshed daily
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Care Management: 
Web Registry/Tracking System - SCAL

By Medical Center and Region
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Care Management: Web 
Registry/Tracking System - SCAL
Drill Down to Facility
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Drill down to MD
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Drill Down to MD Patient Panel

Care Management: Web 
Registry/Tracking System - SCAL
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Labs

Hospital

Pharmacy

Outpatient 
Appointment 

System

Outpatient 
Encounter 
Systems

Membership

ER

Immunization 
Tracking 
System

Registry Systems

Clinical 
Registry 

Information 
System

• web based
• dynamic database
• refreshed daily

Registries 

Stratification

Identification of 
subgroups needing 
care (POPULATIONS)

Patient management 
tools (PANEL MGMT)

Targeted panel lists

Prompts, reminders 
for clinicians 
(DECISION-SUPPORT) 

Letters and automated 
telephone OUTREACH 
to members

Monitoring and 
process improvement 
measures and reports
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First Versions of Care Management 
Summary Sheet = Decision-Support
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Decision Decision 
SupportSupport

Automated Point 
of Service 

Reminders & 
Prompts
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Reminder letter: “Outreach”...
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Outreach

Telephone

IVR

Texting

Mail

E-mail

Mailed Letter

En Espanol
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KP HealthConnect 
Electronic Medical Record (Epic)
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EMR Documentation +
Decision-Support Alerts 

37 
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KP HealthConnect: 
Best Practice Alerts (for MD) 

Click Checkbox 
for SmartSet

19 
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KP HealthConnect: 
Best Practice Alerts (for Nurse) 

20
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Nurse Actions to Prep & Pend Orders   (Teamwork)
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MD Finalizes and Signs Orders  (Teamwork)
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• Phone calls
• Letters
• E-mail

Office Encounter Management
• Vital sign collection / documentation
• Identify and flag alerts for provider
• Room and prepare patient for 

necessary exams
• Pre-encounter follow-up

Immediate
• After visit summary, 
after care instructions, 
follow-up 
appointments, Health 
Ed materials, how to 
access info on kp.org

Future
• Follow-up contact and 
appointments per 
provider

Proactive Identification
• Identify missing labs, 
screening procedures, 
access management, 
kp.org status, etc.

• Provide member 
instructions prior to 
visit

• Contact member and 
document encounter 
in KP HealthConnect™

Proactive Encounter Experience

Message Support

Pre Encounter Post EncounterOffice Encounter
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Pre-Visit (ProActive Encounter Support) 

24 
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ProActive Encounter Checklist (Medical Assistant) Patient Name Day Phone 
PCP Name: P-----, E---- D--------- (M.D.) MRN 

Evening Phone

Preventive Care: 
• Colorectal Cancer Screening Due - (52-80 y/o, FOBT yearly, Flex Sig every 5 yrs, Colonoscopy every 10 yr) La Completed: N/A Next 
Due:N/A 

* Informed provider member is due for colorectal cancer screening

* Assisted provider with referral as necessary 

* Provided FOBT kit 

* If exclusion is applicable, pended exclusion for provider to code 
Member with Chronic Condition(s): 
• Diabetes - (Goal Alc < 7; LDL < 100 mg/dL, Microalbumin urine test < 30 mg, Diabetes Retinal Screening yearly; BP < 129/79) 

* Checked BP (if BP is greater than or equal to 130/80, repeat and notify provider) 

* Set out the meds the patient brought or the medication list out for the provider to review 

* Got meter from patient and downloaded 5MBG numbers or asked patient for their log book and gave to provider 

* If member does not have a meter, pended order for Ultra Smart 2 meter start-up kit and kit and informed provider pati has not been monitoring. 

* If member does not have a meter, gave member the number for either Health Ed Class, , Nurse Clinic, or other local 
procedure for meter class to call for a meter class - if needed 

* Removed shoes for exam 
• Hypertension - (Goal 139/89 for uncomplicated HTN or 129/79 for members with Diabetes or Chronic Kidney Disease) 

* Took BP (Repeat if above or equal to 140/90 for uncomplicated HTN or above or equal to130/80 for members with Diab or Chronic Kidney 
Disease) 

* If elevated and on Health Connect, reviewed Best Practice Alert 

* Ask member if they brought home BP readings (if so give to provider) 

Prepare member for visit: 

* Asked patient for list of medications and gave to provider 

* Reviewed member history, social, demographics, allergies and medication list on HealthConnect

* Took patient's height and weight (please enter full height in feet and inches, e.g. 5 feet tall would be 5 space 0) 

KP.org Status: 

* Provide member with information on how to register onto KP.org

Member with Chronic Condition(s): 
• Diabetes - (Goal Alc < 7; LDL < 100 mg/dL, Microalbumin urine test < 30 mg, Diabetes 
Retinal Screening yearly; BP < 129/79) 

* Checked BP (if BP is greater than or equal to 130/80, repeat and notify provider) 

* Set out the meds the patient brought or the medication list out for the provider to review 

* Got meter from patient and downloaded SMBG numbers or asked patient for their log book 
and gave to provider 

* If member does not have a meter, pended order for Ultra Smart 2 meter start-up kit and kit 
and informed provider patient has not been monitoring. 

* If member does not have a meter, gave member the number for either Health Ed Class, , 
Nurse Clinic, or other local procedure for meter class to call for a meter class - if needed 

* Removed shoes for exam 

• Hypertension - (Goal 139/89 for uncomplicated HTN or 129/79 for members with Diabetes or 
Chronic Kidney Disease) 

* Took BP (Repeat if above or equal to 140/90 for uncomplicated HTN or above or equal to130/80 
for members with Diab or Chronic Kidney Disease) 

* Ask member if they brought home BP readings (if so give to provider) 



26 Confidential & Proprietary 

Proactive Care Encounter Checklist DisplayProactive Care Encounter Checklist Display
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After office visit summaries  - for the patient

Printed paper 
copy handed to 
the patient or 
family at the 
end of every 
visit. 

Visit record is 
also available in 
the online 
health record.

27 
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The Evolution of IT to Support 
Chronic Disease Care Management 

The Path to Integrated Electronic Information System Support 

Integrated 
IT Support 
for Chronic 

Care 

Value for 
Chronic Care 

Adapted from: Using Clinical IT in Chronic Disease Care: Expert Panel Workshop 
Summary, August, 2004 @ www.chcf.org
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MD Panel Management Support Tool
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Individual or Batch 
Letters
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Health and Wellness

Health topics A-Z 
(Health encyclopedias)

Classes and programs 
directories

Audio and video programs

Shared Decision Making 
Tools

Behavior change tools

And More…..

Personal Health Record: 
Self-Management Support via Internet

My Health Manager is 
comprised of many tools we have 
available to members on www.kp.org

Your health record: test results, 
immunizations, allergies, previous 
visits, reminders, and more

Act for a family member

Email your doctor

Appointments, Rx refills

Total Health Assessment

Behavior change tools/programs

Managing my plan (benefits/eligibility)

And more….

http://www.kp.org/
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KP HealthConnect Online (kp.org):
Past Office Visit Information

Same as After Visit 
Summary, but online 

32
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KP HealthConnect Online (kp.org) 
Lab Test Results Online
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Internet Enabled Self-Management 
Support 



35

Information
Engages patient as partnerEngages patient as partner

Spanish 
version
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Managing Your Asthma: 
Connecting to Appropriate Actions

Link to 
asthma action plan 

Physician 
Follow-up 

Self
Management 

Link to Asthma 
Triggers tool 
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Interactive Online Healthy Living 
Programs (HealthMedia, Inc)
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National Market Leading Performance: 
Prevention and Chronic Conditions

Top 10 Among All Health Plans Nationally (2010 NCQA)

Kaiser SCAL Rank Measure Name

1 Appropriate Treatment for Children With Upper Respiratory Infection

1 Comprehensive Diabetes Care - Blood Pressure Control (<130/80)

1 Comprehensive Diabetes Care - Medical Attention for Nephropathy
2 Adult BMI Assessment
2 Controlling High Blood Pressure - Total

3
Antidepressant Medication Management - Effective Acute Phase 
Treatment

3 Comprehensive Diabetes Care - Blood Pressure Control (<140/90)
5 Chlamydia Screening in Women - Total
6 Chlamydia Screening in Women (Lower Age Stratification)
6 Chlamydia Screening in Women (Upper Age Stratification)
6 Comprehensive Diabetes Care - LDL-C Screening
6 Well-Child Visits in the 3rd, 4th, 5th, and 6th Years of Life

7
Antidepressant Medication Management - Effective Continuation 
Phase Treatment

7
Comprehensive Diabetes Care - LDL-C Controlled (LDL-C<100 
mg/dL)

9 Cervical Cancer Screening

9
Cholesterol Management for Patients with Cardiovascular 
Conditions: LDL-C Screening

10 Appropriate Testing for Children With Pharyngitis

Kaiser NCAL Rank Measure Name

1
Antidepressant Medication Management - Effective Acute 
Phase Treatment

3
Comprehensive Diabetes Care - Blood Pressure Control 
(<130/80)

3
Comprehensive Diabetes Care - LDL-C Controlled (LDL-
C<100 mg/dL)

3 Controlling High Blood Pressure - Total
4 Adult BMI Assessment
4 Breast Cancer Screening - Total

5
Antidepressant Medication Management - Effective 
Continuation Phase Treatment

6
Appropriate Treatment for Children With Upper Respiratory 
Infection

7
Cholesterol Management for Patients with Cardiovascular 
Conditions: LDL-C Control (<100 mg/dL

7
Comprehensive Diabetes Care - Blood Pressure Control 
(<140/90)

8
Avoidance of Antibiotic Treatment in Adults with Acute 
Bronchitis

8 Use of Imaging Studies for Low Back Pain

NCQA Quality Compass 2010 (MY2009)
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California Office of the Patient Advocate 
HMO Ratings at a Glance (2/2010)

Meeting National 
Standards of Care

And 
Members Rate Their 

HMO

Kaiser 
Permanente

#1 in CA

Excellent 
(4 stars)
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Systems Approach to 
Managing Care 

Chronic Care Model 
Community Health System 
Resources and Policies Organization of Health Care 

SELF-MANAGEMENT DELIVERY DECISION INFORMATION 
SUPPORT SYSTEM SUPPORT SYSTEMS 

DESIGN SUPPORT 

Informed Prepared, 
Productive Activated Proactive Interactions 

Patient Practice Team 

Clinical & Functional Outcomes 

9 
Adapted from Wagner E, et al, Managed Care Quarterly, 1999. 7(3) 56-66 
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Integrated IT Systems Support Across the Continuum

Call Center/ 
Advice Primary Nurse Hospital 

Care 
Specialty Emergency Room 
Care Opportunity 

Urgent Care for alignment 
Rehabilitation 

Facility and Care/Case 
Management Coordination Skilled 

Nursing Health 
Facility Pharmacy Education 

Home Laboratory 
(member) 

Adapted from: Hyatt JD, Benton RP, 
Derose SF, JCOM, April 2002 

Conclusions & The Future



42

Appendix 
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IT Functions needed to support 
KP Complete Care 
(aka Population-based Care Management)

1. Structured chart 
documentation, 
electronic data 
capture, & coding 
(EMR+)

10. Self-care / 
Self- 
management

9. Outreach 

(mass 
customized)

8.Bulk/batch 
utilities (batch 
orders, labs, 
outreach)

7. Decision 
support 
(complex)

2. Population 
identification 
(registries)

3.  Population 
stratification

4. Member 
tracking (e.g,., 
safety nets, Rx 
adherence)

5. Panel 
management

6. Case/Care 
Management

11. Pt provided 
and remote 
device 
information

12.Measurement 
and 

Performance 
Reporting

Pt-Centered,
Proactive, 

Population-Based 
Care
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Obstacles

• Inconsistent data formats, coding schemes, 
and timing of information delivery

• Complexity and cost of matching up 
information about patients from different 
sources (lack of uniform pt. identification)

• Incomplete data in existing electronic health 
information systems

• Limited functionality in existing disease 
registries

Using Clinical IT in Chronic Disease Care: Expert Panel Workshop Summary, 
August, 2004 @ www.chcf.org



45

Accelerating Application of Clinical 
IT to Chronic Disease Care

• Develop standard formats on data exchange
• Create community infrastructure for health 

information
• Develop guides to help providers integrate 

clinical IT and chronic DM
• Create collaborative forums on applying clinical 

IT to chronic DM
• Develop approaches to activate 

consumer/patient
Using Clinical IT in Chronic Disease Care: Expert Panel Workshop Summary, 
August, 2004 @ www.chcf.org
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Barriers to Transformation
• Fragmented health care system
• Perverse incentives and reimbursement
• IT costs and limitations
• Politics – competition vs. collaboration
• Lack of access to timely data
• MD culture
• Lack of evidence

– Cost savings?  ROI or not?
• Disease-centered not patient-centered



47

Registry Evolution

Used with permission of CHCF

Aggregate 
Population Data

•Population-level information 
only

•Electronic feeds from lab, 
pharmacy, encounters 
(aggregation of utilization data +/- 
clinical info)

•Retrospective reporting on paper 
at infrequent intervals

•Requires little change to provider 
work flow

Disease Registry

•All of aggregate reporting 
functions, plus:

•Ability to produce 
individual pt reports at the 
POS
•Inclusion of key clinical 
markers/data at pt level

•Limited integration with some 
part of practice workflow, such 
as scheduling
•Moves beyond population 
level information
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EMR Evolution

• Structured Electronic 
Medical Record
– Electronic charting
– Structured data formats 

allow cross-practice 
analysis

– Automatic generator of 
reminders

• Basic Electronic 
Medical Record
– Electronic charting
– Individual-level 

information is main 
focus

– Proprietary formats: 
little adherence to 
data

– Text-based notes
– Few cross-practice 

analytic functions

Used with permission of CHCF



49

Integrated Electronic 
Clinical Support System

• Electronic charting with 
electronic feeds from 
lab/pharmacy

• Integration with major 
practice-management functions

• Individual-level automated 
reminders (decision-support)

• Population level analysis

• Ability to add to registry data 
elements/ad hoc querying

Disease 
Registry

Aggregate 
Population 

Data

Basic EMR

Structured 
EMR

Used with permission of CHCF
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