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Purpose
Drs. Ann Lindsay and Alan Glaseroff co-founded Stanford Coordinated Care (SCC) to address the
needs of patients with complex, chronic conditions through provision of comprehensive and intensive
primary care. While retired from SCC, both Drs. Glaseroff and Lindsay continue their passion for
patient-centered team care by offering team training sessions. The sessions are based on their work
at SCC, and Dr. Glaseroff’s approach as the Director of Workforce Transformation in Primary Care at
Stanford. This document will provide you guidance for implementing SCC’s ambulatory ICU model
into your practice.

How to Use the Guide
This document includes the following sections:
 Stepwise approach: The stepwise approach outlines specific tasks the team can take to
implement each part of the intervention.
 Appendix: This includes example tools and resources to use and reference.

Who Should Use the Guide
All primary care practice staff, including physicians, nurses, medical assistants, behavioral health
specialists, physical therapists, and front office staff.

Stepwise Approach Overview
Activity 1: Identify the patient population that stands to benefit from the SCC model and
understand the successes in their current care as well as their unmet needs
 Conduct segmentation analysis to assess need of patients
 Conduct interviews with five patients within segment threshold
 Synthesize segmentation analysis and interviews, and identify emerging themes
 Develop and test a patient outreach plan to encourage recruitment into the model
o Modify based on results (interview people who declined enrollment as well as those
who enrolled)
Activity 2: Identify local leadership who will be involved in implementing the SCC model for
patients at risk of complex, high cost care
 Identify relevant and multi-disciplinary practice team members to participate in implementing
the model
 Identify a project lead to drive implementation
 Identify clinician champion to advocate for work
Activity 3: Choreograph workflows to reflect the SCC model of care
 Reflect on emergent themes from the interviews and answer questions about the practice’s
ideal state
 Create a shared vision statement for the practice
 Determine new team-based care workflows
 Identify leading indicators (both process and outcome) and post regular progress on a Visibility
Wall in the team room so all team members can see
Activity 4: Provide adequate training and protocols to ensure each member is operating at the
top of his/her scope of practice
 Provide additional training on an ongoing basis, as necessary
 Establish protocols or standing orders to expand the roles of non-clinician staff
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Establish a new hire training program that includes the newly established roles and
responsibilities
Use A3 problem solving approach when problems arise with the goal to address new problems
within one week
Establish measurement system than can track the practice’s performance

Activity 5: Establish regular meetings to discuss related achievements and barriers
 Establish regular meetings
 Use a “stop the line” approach to address problems and develop solutions together
 Institute team engagement strategies to prevent burnout
Activity 6: Develop a process and written brochure/compact for patients receiving care in the
new model, including patients’ compact
 Develop a strategy for future recruitment of patients including those who have declined care
 Create patient promotional content with patient’s input to describe practice’s model
Activity 7: Actively engage patients through techniques used in motivational interviewing,
problem solving, and behavioral activation to identify patients’ goals and tangible steps to
reach those goals
 Inquire about patients’ self-identified goals and establish the importance of the goal to the
patient (scale 1-10)
 Develop a reasonable, detailed action plan with the patient to achieve said goals via small
steps
o Establish confidence that they can succeed in each sequential action plan (scale 1-10),
affirming action plans with a confidence score of at least 7
 Set up timely follow-up of action plans to cheer successes and problem solve when success is
not achieved
 Review EHR systems capability to document patients’ action plan so that they are visible to all
staff “touching” the patient within the team
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Stepwise Approach
The following steps outline some of the key activities to implement Stanford Coordinated Care’s
(SCC) Ambulatory ICU 2.0 Model.

Activity Identify the patient population that stands to benefit from the SCC model
and understand the successes in their current care as well as their unmet
1
needs

Task – Conduct segmentation analysis to assess needs of patients: Before
implementing the SCC model, it is crucial for the practice team first to understand the
prospective patient panel and their unmet needs.
1. Assess baseline data capabilities within your practice. Data sources can include claims
data, hospital utilization data (e.g. emergency department (ED) visits, hospital
admissions), or direct feedback from providers if claims data not available.
2. Select a threshold to segment the patient panel in order to identify patients with
complex needs. Examples of the segment thresholds could include:
o Predictive risk scores >2.5:1
o Prevalence of clinical conditions among high cost patients
o Patient has 1 or more emergent inpatient admissions (e.g. acute, mental health,
long-term care) in the past 6 months
o Patient has had 2 or more ED visits within the past 6 months
o Patient with multiple chronic conditions and/or serious mental illness
o Patient has 5 or more medications and/or specialists
3. Collect and analyze available data to identify individual patients within the segment
threshold and determine commonalities among those patients (e.g. diagnosis,
comorbidities, functional limitations, demographics). Base exclusion criteria on current
capabilities within your organization (exclude if a tailored program already exists or if
the organization lacks the core competencies to care for a specific population, such as
serious mental illness or patients on dialysis or with advanced cancer).
Task – Conduct interviews with five patients within segment threshold: Ask the care
team to identify five patients from the target population in the practice.
 Where: If the time and resources allow for it, consider conducting the interviews at the
patients’ home rather than at the practice, as the patient generally deals with their
chronic diseases within the context of their own life, not just when attending a clinic
visit.
 Reimbursement: If possible, consider offering a reward ($50-100 gift card or cash).
Reimbursement can help get patients’ attention and make sure they show up or are at
home at the appointed time.
 Interview: Before the interview begins, have the patient sign a consent form to allow
interviewees to take notes and share the patient’s story with others without identifying
the source. Each interview should take about 1 hour to complete and should have two
staff members present. One staff member will lead the interview while the other takes
notes. It can also help to make a recording of the interview with the person’s
permission. During the interviews, use the following questions as a guide:
1. What do you struggle with the most?
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2.
3.
4.
5.
6.



What is the worst thing that happened to you while receiving care?
What has helped you improve your health?
What have health care providers done that has helped you?
What have health care providers done that was not helpful?
Tell me about a time you went to the emergency department or were admitted to
the hospital, and how you coped after you returned home.
At the end of the interview, thank the person, review how what they shared will be used
to improve care, and have them sign a receipt if they received a gift card.
Guidelines: During patient interviews, follow certain guidelines to promote trust and
conversation with the patients. Specifically:
o Empathize with the patient and try to understand their perspectives rather than
challenging or correcting them.
o Have an open mind; do not judge or jump to conclusions.
o After asking a question, give the patient time to reflect and answer.

Resources – Patient interview consent form: Before interviewing patients and sharing
interview notes with the practice team, be sure to get a written consent indicating that they
gave interviewers permission and, if applicable, received a gift card. See Appendix 1.1 for
an example consent form and gift receipt form used by the SCC team.
Task – Synthesize segmentation analysis and interviews, and identify emerging
themes:
1. Review the interview notes and segmentation analysis.
2. Copy the key points from the interviews and segmentation analysis onto sticky notes –
focusing on the root causes for the high utilization of health care.
3. Begin grouping the sticky notes together by themes.
4. Write up the themes, including quotes from people when relevant.
5. Present the themes to the broader team to fine tune potential solutions to identified
needs via brainstorming. There are no right or wrong answers at this stage, so the more
potential solutions, the better. This is an iterative process, so feel free to discuss, talk
through, and rearrange the categories as themes emerge.
6. Continue this until everyone is satisfied with the final themes.
7. Consider going back to the interviewed patients to get their reactions to the themes you
produced. Consider recruiting interviewees as ongoing patient advisors to your
program.
Task – Develop and test a patient outreach plan to encourage recruitment into the
model; modify based on results
1. Based on the patient threshold established during the segmentation analysis completed
in the first task of this activity, discuss ways to outreach to eligible patients about
enrolling in the model.
o One way to conduct direct outreach is by asking eligible patients to enroll when
they come to the hospital, the ED, or to other gatherings in the practice such as
open houses. Often, patients will refer other patients to enroll in the model if they
are satisfied, which will help boost enrollment.
2. Test
3. Modify – interview people who declined enrollment as well as those who enrolled
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Resources – Consent for interview about ED usage and discussion guide: Direct
outreach with eligible patients already utilizing ED can provide an opportunity to educate
potential patients about the program. Providing participants a small gift (ex: $50 gift card)
can increase the likelihood of their participation. See Appendix 1.2 for more information
about outreaching to patients in the ED.
Resources – Hospital Admission Risk Multiplier Screen (HARMS-8): If other patients or
clinicians outside of the practice refer patients to enroll in the model, consider using a
validated screening tool, like the HARMS-8, to identify intervention areas for patients with
high-risk medical conditions, as well as to determine whether they meet the threshold
identified during the segmentation analysis. See Appendix 1.3 for tool and scoring
instructions.

Activity Identify local leadership who will be involved in implementing the SCC
model for patients at risk of complex, high cost care
2
Task – Identify relevant and multi-disciplinary practice team members to participate in
implementing the model:
1. Identify relevant team members in the practice who will have a role in the
implementation of the model. Make sure that the team is multi-disciplinary and includes
physicians, nurses, medical assistants (MA), and administrators. If relevant to the
practice, also include behavioral health specialists, physical therapists, licensed clinical
social workers (LCSW), and pertinent information technology staff. Hire based on
expertise dealing with the issues likely to affect prospective patients.
2. Consider including patients or family caregivers on the design team to ensure that the
patient perspective is included throughout the implementation of this model.
Task –Identify a project lead to drive implementation:
1. Identify at least one project lead within the practice to be involved in and lead the
elements of this model. Having a project lead is critical to the success of this
intervention. Not only do they act as a point person for this initiative, they also help drive
the implementation process. The ideal project lead should:
o Be a respected staff member with strong interpersonal and communication skills,
o Be passionate about implementing the SCC team-based care model, and
o Develop and drive the project implementation plan to ensure that the team is
meeting expected deliverables and timelines
Task – Identify clinician champion to advocate for work:
1. Identify a clinician champion to help advocate for the work. While the project lead will
be responsible for the day-to-day implementation of the model, the clinician champion
will support the work by promoting buy-in and awareness across the practice site.
Similarly, the ideal clinician champion should:
o Have strong interpersonal and communication skills,
o Be passionate about patient-centered care into primary care, and
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Have some authority over time and resource allocation

Activity Choreograph workflows to reflect the SCC model of care
3
Task – Reflect on emergent themes from the interviews and answer questions about
the practice’s ideal state:
1. Bring together the multi-disciplinary practice team members to participate in the model
design and implementation.
2. Brainstorm as a team on how to incorporate the themes identified in the patient
interviews and segmentation to meet patients’ needs, by creating two lists – “Current
State” – a list of what characterizes the current care system from the patient
perspective; and “Future State” – a list of what an optimal approach would include from
the patient perspective.
3. Have each team member answer the following questions from their perspective:
o What does this practice need to do in order to meet your patients’ needs (the
“Future State”)? (e.g. improved coordination, access to timely care, educational
information and guidance, etc.)
o How does this fit into your organization’s overall mission?
o How likely will instituting these changes improve the health of your patients?
o What are your biggest hopes for implementing these changes?
Task – Create a shared vision statement for the practice: Creating a shared
understanding of a common purpose and future goals is an important process that enables
the team to clarify the practice’s intention, motivate people beyond the status quo, outline a
compelling reason for change, and build commitment among the practice team.
1. Have each team member share his/her answers to the questions in the previous task
to create a shared vision statement for the practice.
2. Work together and discuss any discrepancies in their vision until there is agreement on
a final vision statement. Throughout the implementation of the model, the practice
team should regularly revisit the vision statement and make necessary adjustments.
Task – Determine new team-based care workflows: Underlying the SCC model of care is
the fact that the practice team truly works as a team and allows practice members to work to
the limits of their credentials. In traditional primary care workflows, the burden of chronic
disease monitoring, preventive medicine interventions, managing acute complaints, and
following up with medication refills and test results fall on the provider before distributing
these tasks to their support team (see Figure 1). The SCC model of care redesigns the
workflow to follow a parallel model, where each practice team shares the various
responsibilities in panel management (see Figure 2).

6

Figure 1: Traditional Workflows
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Figure 2: Parallel Workflow Redesign

SCC’s workflow for new patients included:
 30-minute orientation to the clinic and care model by the care coordinator
 60-minute clinical visit with a physician
 30-minute action-oriented follow-up visit with a care coordinator
SCC’s workflow for standard follow-up visits included:
 15-minute check-in with a care coordinator
 30-minute clinical visit with a physician
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15-minute “close-the-loop” follow-up visit with a care coordinator

1. Outline each team members’ current roles and responsibilities for treating and
managing the target population.
2. Discuss amongst the team how to allow each team member to work to the limits of their
scope of practice or licensure to meet the current gaps in care. When discussing this,
consider staff interests and talents and align these with available opportunities in the
practice. Consider mapping out the workflows for clinic visits, after-hours calls, and
emergencies in the clinic.
o A good exercise for everyone to complete after identifying necessary
responsibilities is first to determine what tasks front desk and receptionist staff can
oversee. After that, determine what tasks front desk and reception staff are unable
to do because of scope of practice restraints, and assign those tasks to the MAs,
who maintain the core relationships with their patients. After outlining the MA’s
tasks, determine what tasks MAs are unable to do because of scope of practice
limits, and assign those tasks to the registered nurses (RN). Repeat this exercise
with the RN. The remainder of the work falls to the clinicians, whose job it is to
manage the aspects of care no else on the team can do.
3. Determine the distinct roles and responsibilities in the transformed care team. In the
SCC model, the panel management responsibilities are divided as such:
Panel Management
Responsibilities
Pre-visit planning, chart
scrubbing

Provider

Care
Coordinator

Reviews

Responsible

Ordering lab tests and
collecting vital signs by
protocol
Delivery of routine protocolbased preventive services
Reviewing and reconciling
problem list

Responsible
Responsible
Co-signed

Responsible
Responsible

Responsible
Responsible

Injections and venipuncture
Triaging phone calls and
emails
Care and transition
management

Consulted as
necessary

Referral management

Responsible

Independent visits by nonproviders (RN, MA, health
coach)

Responsible

Responsible

Patient navigation
Self-management goal setting
and action planning
Patient telephone/ email followup

Advanced
Practice RN

Responsible

Greeting the patient

Medication reconciliation

Front Desk
MA

Responsible

Reviews

Responsible

Consulted as
necessary
Responsible

Assists patient
Responsible

Responsible

Responsible
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Consider empaneling MA care coordinators. In SCC’s complex care model, care
coordinator panels contained roughly 100 patients per 1.0 FTE across physician panels
(physician panel sizes are approximately 300 patients per 1.0 FTE). Panel sizes were
determined based on the care coordinator’s experience and the patients’ first languages.
4. Create a process map to envision how these roles and responsibilities fit in the clinical
workflow and to document the new staff roles and responsibilities. Process maps can be
created using tools such as Visio to map workflows. See Appendix 3.1 an example of a
SCC’s workflow design. After drafting the clinical process map, observe staff in practice
and adjust the process map as necessary. This will provide a visual overview of how the
practice plans to approach depression care.
Resources – Bellin Health workflow videos and example job descriptions: To get an
idea of how other primary care practices have changed team roles to meet their patients’
needs, see the videos and example job descriptions listed below. The videos show
examples of how Bellin Health establishes their workflow during office visits and in-between
visits in a way that maximizes their team’s abilities. These job descriptions can also provide
examples of the types of roles and responsibilities MAs/care coordinators and nurses have
within the SCC model.
 Bellin Health Team-Based Care: The Model in Action—In Between Visit Workflow
https://youtu.be/83E95xahBiI
 Bellin Health Team-Based Care: The Model in Action—The Office Visit
https://youtu.be/pXatZM_Rie8
 SCC care coordinator job description example (see Appendix 3.2)
 SCC nurse job description example (see Appendix 3.3)
 SCC scribing workflow example (Appendix 3.4)
Task – Identify leading indicators (both process and outcome) and post regular
progress on a Visibility Wall in the team room so all team members can see:
1. Based on the target population, identify 5-10 potential measures of success to quantify
the impact of implementing the model. Consider using various outcome, cost, patient
satisfaction, and practice team satisfaction measures so that they encompass all
components of the “Quadruple Aim”. Examples of potential measures of success
include:
o ED visits per 1000/year
o Hospital admissions 1000/ year
o Total cost of care
o Total bed days per 1000/year
o Patient experience of care
o Practice team joy at work
2. Decide whether to collect and analyze these measures at the individual-level or grouplevel.
3. Consider measuring a return on investment (ROI) for implementing this model. For an
example of an ROI calculator developed by the SCAN Foundation, see Appendix 3.5.
4. Also consider using the Patient Activation Measure (PAM) as a leading indicator of
practice success. PAM can also inform the practice team about the type of support
needed by an individual patient and guide the frequency of outreach to that patient.
PAM can be useful because it is a validated tool for tracking a change in the level of
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activation for individuals having difficulty with self-managing, as described below (see
Figure 3). For more information about this tool, see Appendix 3.6.
Figure 3: Tailoring goals by activation level

Activity Provide adequate training and protocols to ensure each member is
4
operating at the top of his/her scope of practice
Task – Provide additional training on an ongoing basis, as necessary: Depending on
the teams’ training and comfort level with their new responsibilities, consider additional
training so that they feel comfortable executing them effectively. Job mentorship and
shadowing allows staff to pass down good habits and knowledge, as well as empower staff
mentors. Some examples of trainings that may be relevant to the practice include:
 Motivational interviewing
 Advanced Care Planning/Goals of Care
 Medication reconciliation and managing refill requests
 Trauma-informed care
 Anxiety and depression
 Embracing diversity
 Health coaching
 Panel management
 Smoking cessation
 Cultural humility
Resources – SCC scribing policy: One of the responsibilities of SCC’s MA care
coordinators is to scribe during physician visits with their ascribed panel. Having the
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MA/care coordinator scribe both offloaded tasks from physicians, as well as increased
efficiency and care coordination. See Appendix 4.1 for SCC’s scribing policy.
Task – Establish protocols or standing orders to expand the roles of non-clinician
staff: Using protocols or standing orders for non-clinician team members, such as MAs and
nurses, can help empower and enable them to practice at the top of their scope.
1. Based on each team member’s newly established roles and responsibilities, create or
update existing protocols or standing orders for non-clinician team members to take
these new roles into account.
2. If new protocols or standing orders are created, train the relevant practice team
members how to use it properly. Practice team members affected should have a
designated staff member involved in writing new protocols or standing orders. Consider
supervising current non-clinician staff when first using the protocol or standing order to
make sure they are being used correctly.
3. Consider using relevant protocols or standing orders created by other departments or
organizations, if they have been proven to be effective.
Resources – SCC care coordinator diabetes protocol: At SCC, the care coordinator had
the responsibility of collecting certain vitals from patients. To facilitate this, SCC created a
protocol that clearly outlines the specific tests and thresholds the care coordinator should
complete and look out for. For more information on the protocol for this, see Appendix 4.2.
More protocols can be found under SCC resources on the CERC website here.
Task – Establish a new hire training program that includes the newly established
roles and responsibilities: This training program can include education and shadowing
depending on your practice’s needs and capacity. Training competencies can include:
 Protocols on medication refills, vaccines, diabetes, asthma care, procedures, etc.
 EHR workflow training (e.g. in-basket management, prioritization, triage)
 Article review on motivational interviewing, teamlet model, etc.
 MA competencies (e.g. point of care testing, phlebotomy, procedures)
 Medication administration
 Health coaching and role plays
 LCSW modules (e.g. depression, anxiety, therapeutic boundaries, domestic violence,
abuse, neglect)
 Motivational interviewing (videos providing simple strategies for providers to use with
patients can be found here)
 Advanced Care Planning/Goals of Care
 Interdisciplinary team roles (e.g. pharmacist, physical therapist, LCSW)
Task – Use A3 problem solving approach when problems arise with the goal to
address new problems within one week:


When the team encounters any barriers that need to be addressed, use an A3 template
(see Appendix 4.3 for the full and simplified versions of the template) to help identify the
source and solve the problem. The A3 is a tool used in process improvement to identify
and solve any problems that occur, thereby minimizing the potential for frustration to
build up in individual staff members. To use this tool, complete the following steps:
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1. Identify the problem: In the top of the A3 template, define the problem. Make sure
to frame the problem statement so that it describes the current state and not the
perceived solution or cause. An example of a good concise problem statement is
“poor medication adherence among patients with hypertension”. After identifying the
problem, fill out the “Background” section. Why does the problem matter and why is
your team addressing this issue?
2. Assess current state: After identifying the problem, observe how this process is
executed in practice. Direct observation will provide clarity on how the process
actually works and elucidate potential solutions. After observing this, describe the
current state in the “Current State” box. Visual representations or process maps can
be used to complete this.
3. Understanding why the problem exists: As the team observes and describes the
current state, write why the problem occurred in the “Analysis” section. One method
of completing this is to use the “5 Whys” method where someone asks themselves
“why did this happen?” five times until you get to the root of the problem. For more
complex problems, use a fish-bone diagram to break down the many causes that
lead to an effect. For more information about this method, see Appendix 4.4 for IHI’s
instructions on using fish-bone diagrams and template.
4. Describe ideal state and propose solutions: In the “Ideal State” box, describe as
a team what the ideal state is for this problem. This will help uncover potential
solutions to the problem. Based on what the team comes up with, describe some
countermeasures – or how the practice can change current processes or work flows
to get to the ideal state – in the “Proposal” box. Countermeasures should address
root causes of the problem.
5. Implement and track the solution: Based on the proposed countermeasures,
develop the implementation plan to execute these tasks. The plan should list out
what the action is, who is responsible, when the action should be completed by, the
status of the action (or when it was complete), and any notes or decisions made
along the way. This is an iterative process and may require pilot testing before
rolling it out across the entire team. One method of testing is using small tests of
change, or Plan-Do-Study-Act (PDSA) cycles. As this occurs, make sure to describe
any issues or remaining problems in the “Follow Up” box and discuss these at the
next team meeting.
Task – Establish measurement system that can track the practice’s performance:
Tracking performance measures is critical to understanding the quality of care that is
provided as well as potential areas for improvement.
1. Depending on the measures of success that were identified in activity 3, discuss how
the practice can operationalize collection of these metrics. Work with the practice’s EHR
systems and see whether it is capable of providing a care gap report. If the practice’s
EHR system cannot produce such a report, external measures commonly reported by
these practices, such as the Healthcare Effectiveness Data and Information Set
(HEDIS) or National Quality Form (NQF) measures can be used. Don’t let the perfect
get in the way of the good – at times an Excel spread sheet or even legal pad and a
pencil can get you started on measurement!
2. Consider using other metrics that have existing data available. These may include the
number of telephone calls answered within a specific time, percentage of patients
scheduled on first call, time spent by providers working on the EHR after business
hours, percentage of patients within specific clinical parameters (e.g., hemoglobin A1c,
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low-density lipoprotein control, influenza vaccinations, cancer and other screenings),
and percent of patients on certain medications.
3. Consider no-tech metrics to measure goals that change periodically based on the
practice’s priorities. Examples of no-tech metrics include A3s or kata coaching (drawn
from Lean).
4. If applicable, consider tracking clinician’s individual performance against the goals
established in activity 3. Ideally the population health metrics can be sorted by provider
and care coordinator. It can be helpful for individuals to see their performance in
relation to the practice’s goals.
See an example of SCC’s analytics risk dashboard below (see Figures 4 and 5). Figure 4 is
the health analytics dashboard created by Stanford Coordinated Care. This is an example of
a care gap reported created in accordance with the practice’s EHR. Figure 5 is the HEDIS
score dashboard - an external measure Stanford was required to report.
Figure 4: SCC population health analytics risk dashboard
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Figure 5: HEDIS scores benchmarking dashboard

Activity Establish regular meetings to discuss related achievements and barriers
5
Task – Establish regular meetings: After documenting the roles and responsibilities,
establish regular meetings with practice staff to review the clinical process map, share
successes, and discuss any barriers staff are encountering related to the roles and
responsibilities identified in the earlier activities.
 Frequency: Meetings should be every other week at the beginning of the model
implementation until roles and responsibilities are more clearly established. Meetings
can become monthly after the initial phase is over, although more frequent meetings
can be beneficial. However, “time is money.”
 Length: 45 minutes – 1 hour
 Location: Meetings should be located in convenient, private areas of the clinic where
staff can talk openly about specific patients.
 Format: Ideally, the project lead will lead the discussion and create an agenda and
action items for each meeting, as well as continue to engage and encourage
participation among staff. Each meeting agenda can be roughly structured to include:
1. Complete 5-minute mindfulness exercise or icebreaker
2. Care coordinators present cases (5 minutes for each care coordinator)
3. Review challenging patients and patients at risk for a poor outcome by care team (5
minutes for each team)
4. Review deaths
5. Update on operations, including issues impacting clinic flow, staff morale, etc.
6. Review measures of success (identified in activity 3)
7. Thank and recognize individuals or care teams doing a good job
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8. Summarize action items for the next meeting, including due dates and who will be
responsible for their delivery
 Make sure that someone takes notes and shares the notes with everyone in order to
document each meeting.
In addition to the monthly meetings, consider implementing a daily huddle where the
practice team can communicate and coordinate efforts around the initiative on a regular
basis. Huddles usually last between 5-15 minutes and occur in the morning before the
practice starts seeing patients. For more information about implementing team huddles, see
here for AMA’s “Implementing a Daily Huddle” educational module.
Task – Use a “stop the line” approach to major errors: The purpose of a “stop the line”
approach is to prevent ongoing but avoidable patient harm and create a culture of patient
safety. A second purpose is to avoid developing cynicism within in the team – the “nothing
ever gets better” attitude that is poison to high functioning teams. Also, “whistleblowers”
must be protected when they surface problems. Remember, complaints are “gold.”
1. Draft a “stop the line policy” that outlines policy definitions, procedures and guidelines
on following the policy, and examples of situations when a “stop the line” approach
should be used.
2. Gather feedback from practice team members on the policy draft and make edits as
necessary.
3. Obtain final approval from appropriate hospital leadership.
Task – Institute team engagement strategies to prevent burnout: A key foundation of
success for the model is team engagement and promoting good relationships among all
practice team members. Some ways to promote employee wellness and decrease the
chances of burnout include the following:
 Have new care coordinators shadow an experienced care coordinator for a month.
 Co-locate and co-chart in a team room.
 Establish a “Praise Jar” that allows team members to recognize great work by individual
members of the practice team.
 Have an open-door policy where staff feel open to talking to the practice manager or
clinic leaders.
 Debrief with team members on an issue in a supportive and non-judgmental manner.
 Establish fair workloads and responsibilities, time off, and other clinic activities.
 Create opportunities for sustained supervision or mentoring for staff.
 Create opportunities for staff to safely bring up problems and propose solutions.
 Include a short mindfulness meditation before team meetings.
 Establish a “Book Club” within the team that allows for co-learning amongst all
members of the team.

Activity Develop a process and written brochure/compact for patients receiving
care in the new model, including patients’ compact
6
Task – Develop a strategy for future recruitment of patients who have declined care: If
patients are reluctant, indicate that care is available in your team when the patient is ready
and that you understand that they do not feel ready to participate.
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1. Partner across team roles to clearly outline a path from recruitment to care provision. For
more information, see A3 used by SCC to recruit patients (Appendix 6.1).
2. Create simple and effective referral mechanisms (e.g. a pre-scripted letter that the
physician or practice team can give the patient during the appointment, explaining the
program)
3. Engage with the physicians on the practice team to help them understand the benefits of
the model to patients. Encourage them to use any materials created to enroll patients.
4. Establish learning systems to continually improve recruitment (e.g. root cause analysis
on unsuccessful engagement strategies)
Task – Create patient promotional content to describe the practice’s model:
1. Create promotional content that clearly articulates the specific services the practice
provides and why. These materials should encompass the principles of health literacy
and can be specific to individuals in the target population.
2. Get feedback from patients on the promotional products developed. If possible,
consider reaching out the 5 patients who were interviewed in activity 1.
3. Update and make edits to the promotional content as necessary.
Resources – SCC tri-fold brochure and onboarding materials: Placing informational
brochures in frequented care locations for complex, chronic patients can provide as a
gateway to the program. The onboarding packet can be provided to patients upon their
enrollment on the program. See Appendix 6.2.

Activity Actively engage patients through techniques used in motivational
interviewing, problem solving, and behavioral activation to identify
7
patients’ goals and tangible steps to reach those goals

Task – Inquire about patients’ self-identified goals and establish the importance of the
goal to the patient (scale 1-10): In order for a patient to achieve their goals, they must
believe that self-management is worthwhile and that there is hope and benefit in actively
doing so.
1. Become familiar with and use the following communication techniques, including the
following:
 Begin with the patient’s interest. The agenda must be personally meaningful for
the patient. Start with questions, not information. “What questions should we make
sure to address today?”
 Believe that the patient is motivated to live a long, healthy life. You and the
patient are on the same side.
 Do not offer any help or unsolicited advice. Zero in on an area for behavior
change, get the details, explore relevant beliefs, and summarize and restate the
total story.
2. Help your patient determine exactly what they might want to change. The patient must
have a clear and achievable plan for self-management. Be sure to identify and respect
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ambivalence. Consider administering the PAM measurement tool at intake (see
Appendix 3.4).
 Patients with a low PAM score may not have the information, confidence, or ability
to maintain healthy behaviors. If this is the case, the practice team may need to
provide additional support and schedule weekly visits or phone/e-mail check-ins
with the patient until the patient begins to feel improvements in their health. Always
“reward success.”
 SCC typically reassesses patients with the PAM every 6 months to measure
changes in confidence. If a patient has difficulty achieving their goals, consider
having a LCSW administer the Adverse Childhood Experiences (ACE) Survey to
identify potential sources of dysfunction. See Appendix 7.1 for the tool and scoring
instructions.
3. When meeting with patient, begin with the patient’s interests. Start with questions like,
“what questions should we make sure to address today?” and “what’s been driving you
crazy about your chronic condition?” As the patient answers these questions, listen
carefully and limit questions.
4. Summarize what the patient shares back to the patient. For example:
 “It sounds like you’re inclined in two different directions. On the one hand, you’re
worried about the possible long-term effects of your illness if you don’t manage it
well. It’s pretty scary to think about such things. On the other hand, you’re young
and enjoy doing what you like to do, eat what you like to eat, and the long-term
consequences seem far away. You’re concerned, and at the same time you’re not
concerned. Do I have it right?”
5. Help the patient determine exactly what they want to change.
Task – Develop a reasonable, detailed action plan with the patient to achieve said
goals via small steps. Establish confidence that they can succeed in each sequential
action plan (scale 1-10), affirming action plans with a confidence score of at least 7:
Providers can leverage key components of behavioral activation to set specific, measurable,
and achievable, relevant and time-bound (SMART) goals with the patient. Behavioral
activation works by surfacing aspects of life that are most important to patients, then
developing concrete action plans (small steps) to achieve their goals. As with all new
activities, start working with 5-10 individuals in creating action plans before using these
techniques across the entire patient panel, learning as you go.
1. Brainstorm with the patient which identified goals are the most important to them (e.g.
feeling better, sleeping better, losing weight, exercising). As you help the patient
generate their goal(s), ask the patient why each goal is uniquely important to them.
Make sure that the list of goals really matters to the patient and that they are specific
and measurable (e.g. “get organized” vs. “organize my kitchen”).
2. Ask the patient, on a scale of 1-10, how important is the goal they surfaced and listen to
their response. When the patient selects the level of importance, ask them why the goal
isn’t less important (and listen as they defend the goal’s importance to themselves).
3. Focus on 1-2 concrete actions to start. Ask the patient (again, using a 1-10 scale) how
confident they are that they can succeed with their action plan. If confidence is <7,
simplify the action plan until confidence is at least a 7. See Appendix 7.2 for an example
of an activity tracker that patients can use to track their progress on these goals. If
possible, leverage the patient’s own resources (e.g. self, family, community groups).
4. If relevant, include community partners as an extension of the SMART goals (e.g.
religious supports, housing case managers, Boys and Girls Club counselors) in order to
increase confidence with their selected action plan.
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5. Follow up with the patient to see the status of their SMART goals, hopefully within a day
or two of the action plan being carried out. Remind your patient that decisions may be
reviewed and changed if they are not working well.
6. Stay alert for common obstacles. These may include:
 Social devastation (e.g. poverty, homelessness, lack of access to health care
services, etc.),
 Lack of information,
 Cultural disconnect,
 Low functional health literacy,
 Relative lack of life skills, and
 Anxiety/disease specific distress and depression.
Task – Set up timely follow-up of action plans to cheer successes and problem solve
when success is not achieved. Using motivational interviewing, problem solving, and
behavioral activation techniques is an iterative process for both the patients and the team.
As such, the process requires feedback to allow the practice to continually improve in this
area.
1. Consider using the CollaboRATE survey to track and measure the patients’ feedback on
the shared decision-making process in real time. The tool is a simple 3-question survey
that patients can fill out after each visit to the practice. See Appendix 7.3 for the survey
tool and scoring instructions.
2. To implement the CollaboRATE survey, have the MA give the form to the patients to fill
out anonymously and ask them to drop it off in a box in the waiting room or with the front
desk staff. The practice can review the results of the survey and discuss what is going
well and what are the opportunities for improvement during weekly or monthly team
huddles or meetings.
Task – Review EHR systems capability to document patients’ action plan so that they
are visible to all staff “touching” the patient within the team: Integrating a patient’s
goals and action plans into the practice’s EHR systems is an important step to keeping track
of the practice’s patient panel.
1. Work with the practice’s EHR systems and see whether it is capable of integrating the
patient’s goals and action plans. This document should be accessible to both the patient
and practice staff.
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Appendix
1.1 Patient Interview Consent Form and Gift Receipt Form Example
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1.2 ED Patient Outreach Interview Discussion Guide and Consent Form
Introduction / Purpose
Thank you for participating in this needs assessment. We greatly appreciate your time.
- We are [introduction of name and title] and we interested in how we can improve the
health care experience for people who visit SHC ED frequently.
- For this project, we are meeting with people who have been to SHC ED at least 5 times
in the past year.
- Understanding your experience could help us improve the experience of care for others
seen at SHC ED or local clinics.
Guideline
- Feel free to be as candid as you’d like – your honest feedback (both positive and
negative) will help us design the best tools for SHC.
- There are no right or wrong answers.
- Give examples wherever appropriate.
- We want you to be comfortable, so if you don’t understand something, just ask, and if
you would rather not answer a question, please just say so.
Consent Form/Payment

Self-Portrait
First, we’d like to begin with some general questions about you, how you spend your time,
where you live and what kind of things you enjoy doing.
- Please tell us a little bit about how you spend your time?
- Where do you live? How long have you lived there? Do you expect to have to change
your living situation soon?
- What are some things that you struggle with from day to day?
- What do you like to do?
Daily Life
- Now, we’d like to get an idea of your daily life.
- Glimpse of a day – tell us about your day yesterday, from waking up to going to bed,
who you interacted with, where you went, etc.
- How have your health issues affected your daily routine?
- In what moments do you think most about your health?
- What do you consider when deciding where to get medical care? Recent examples?
Health Stories
- How has the healthcare you have received helped you feel better?
- How has the healthcare system been not so helpful?
- What’s the worst moment you have had in regards to your health issues?
- How did you go beyond that moment (e.g. “What helped?”)? What did you need in that
moment?
Information Sources / Care Network
Now we’d like to talk about where you get health care.
- Where do you go most frequently for health care?
- Do you have issues getting transportation to care?
- What sources do you trust the most? Least?
- Are you able to follow through with recommendations by your doctors?
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-

Please tell us about the last time you sought health care.
Do you feel you get the health care you need, when you need it? Any area that is
lacking?
Are you able to get and take recommended medications? If not, why?
Are you able to eat food to maintain your health?

Support Relationship Map
Who are the people in you can rely on? Please draw you in the middle. Now draw those who
help you manage your health around you. Feel free to draw stick figures, circles, or anything
you like to represent people. You can draw the most important sources of support the largest,
and less key figures smaller. Specialists, primary doctors, nurses, and other clinic staff? Family,
friends? Any others?
- How do these people relate to one another?
- Who is the source of the most support and care? Emotionally? Physically?
Decisions about new offerings
- Tell us about any services you recently came across for health care.
- What is it, what attracted you and how do you plan on following up?
- What are your next steps?
Insurance Plan
- What kind of health insurance do you have, if any?
- What was the experience of enrolling in your plan like (what questions did you have?
Who helped you, if anyone? What resources did you use?)
Analogous Inspiration
- Think about the last time you had a great experience getting health care. Where were
you? What made it great? (This does not have to be health-related – anything goes!)
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Stanford Hospital and Clinics
Consent for Interview about Emergency Department Usage

DESCRIPTION: We are interested in learning about your experience accessing health care at
Stanford Hospital Emergency Department and other places.
After you have read, understood and signed this form, you will be asked be interviewed. We
will interview approximately 5 people in total. The interview will include questions on what you
have found helpful and what might have been frustrating in getting health care. This interview
will last 60-90 minutes. We would also like your permission to look at your health records to
check on your use of health care services.
During the interview, we will take notes and audiotape the session to check our notes for
accuracy. However, your name will be removed from the notes from the interview and from
the review of your medical records and replaced with a code. Please note that some
identifiable health information will be kept for use by a service design team. The recording will
be destroyed after the notes are processed. All materials will be kept in locked filing cabinets
and on password-protected encrypted computers.
The information that you provide us and the information from your medical records will be kept
confidential and will be added to the information of the other participants. No information on
individual participants will be disclosed.
RISKS AND BENEFITS: The risks associated with participation in this assessment are
minimal. There is no guarantee or promise that you will receive any personal benefits from this
assessment; however this assessment would improve our knowledge regarding the needs of
people getting care at Stanford Emergency Department.
TIME INVOLVEMENT: Your participation in this interview will take between 30-60 minutes.
PAYMENTS: You will receive a $50 gift card for participation. Payments may only be made to
U.S. citizens, legal resident aliens, and those who have a work eligible visa.
CONTACT INFORMATION:
Questions & Concerns: If you have any questions or concerns about this assessment, its
procedures, risks and benefits, you should ask the Project Director, Dr. Ann Lindsay. You may
contact her now or later at 650.724.1800. You may also email her at adlindsa@stanford.edu. Her
mailing address for questions about the assessment is:

Ann Lindsay MD
211 Quarry Rd, Suite 402 M/C 5995
Palo Alto, CA 94304
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Independent Contact: If you are not satisfied with how this assessment is being conducted, or
if you have any concerns, complaints, or general questions about the assessment, please
contact Deepti Randhava, 650 724 1800 (drandhava@stanfordhelthcare.org)

If you cannot make the scheduled interview, you can also call Dr. Lindsay at the same
number, (650)724-1800. The photocopy of this consent form is for you to keep.
Part A:

I give consent to participate in this assessment.
Please initial: ___Yes ___No

Part B:

I give consent to be audiotaped during this assessment:
Please initial: ___Yes ___No

________________________________
Signature of Participant
________________________________
Signature of Person Obtaining Consent

________________
Date
________________
Date
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1.3 Hospitalization Admission Risk Monitoring System (HARMS 8)
INTRODUCTION
The HARMS 8 has 3 components:
1. Vital Conversations: Screening and Monitoring
2. Identifying and Documenting the Problem(s)
3. Implementing Actions/Interventions for Risk Reduction
I. Vital Conversations: Screening and Monitoring
The Goal of Screening: Avoidable hospitalizations can occur even when a patient is on optimal medical
management. There are no simple questions or simple answers that have been shown to reveal the complexity of
non-medical issues that can destabilize high-risk patients. Like Vital Signs that monitor key physiologic processes,
Vital Conversations are intended to open up inquiry with the patient around key areas of social-behavioral risk. Just
as the medical “Review of Systems” standardizes inquiry around all physiologic sub systems, Vital Conversations
attempts to standardize inquiry around key areas of social-behavioral risk. In both cases, the goal is to identify critical
issues amenable to intervention.
Whom to Screen: Chronic illness patients at risk for hospitalization due to non-medical reasons include those with a
confirmed diagnosis of CHF, COPD, Diabetes, Asthma, or Hypertension. For these patients, and others with chronic
illnesses, hospitalization risk and the potential benefit from screening is increased if:
1. The patient is on 5 or more prescription medications daily
2. The patient has a history of substance abuse
3. The patient has a diagnosis of anxiety, depression, schizophrenia, schizoaffective disorder, or bipolar
disease?
4. The patient’s provider or team answers “No” to the questions: “Would you be surprised if the patient were to
die within the next year?
When to Screen: Consider screening all new high-risk patients as part of an initial assessment and updating
information on a yearly basis. All questions do not have to be asked at once and can subsequently be useful as
specific issues arise.

The health beliefs question could be useful in anyone with anxiety, depression or somatization.

The health knowledge questions could be useful whenever discussing medications or chronic condition selfmanagement.

The physical functioning questions could be useful with any frail elderly patient or whenever dealing with
issues of pain, activity level, or in case of falls or injury.

The problem solving questions could be useful when discussing a chronic condition self-management or
action plan.

The social support questions can be useful in any older patient.

The self-confidence patient can be useful with all patients who have a chronic illness, whether or not it is
high risk.

The resilience and stability questions can be useful after any ED visit or hospitalization.
How to screen: Any member of the health care team can do HARMS 8 screening. However, simply asking the
questions and recording answers will rarely be useful. The questions are “starters” for inquiry. They are meant to
“open doors” to further exploration of each area of risk to discover whether intervention is warranted and possible.
Except for the first question on Health Beliefs, each question is based on actual behavior or experience in order to
make exploration of the risk domain as real and revealing as possible.
Documentation of the results would ideally be dated and easily available in the medical record. Creating a “NonMedical Problem List” displayed prominently in the record, similar to the traditional medical problem list, could be very
useful, especially for patients who interact with multiple providers and points of care. An example is attached.
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HARMS-8: Vital Conversations
1. Health Beliefs: Do both the patient and the provider have the same realistic assessment
of the patient’s health status?
In general, how would you rate your current health?
 Excellent  Very Good  Good  Fair  Poor
For all, “Why do you rate it that way?”
2. Health Knowledge: Does the patient really understand their medical regimen and its
importance?
How many prescription medications are you currently taking every day?
 None (Skip to question 3)  1-2  3-4  5 or more
During the past WEEK, how often did you forget to take or decide not to take one
or more of these medications?
 Never  Sometimes  Usually  Always
How sure are you that you understand the reason you are taking each of these
medications?
 Very sure  Somewhat sure  Not very sure
Unless Never/Very Sure: “What is most difficult for you in taking your
medications?”
3. Physical Functioning: Does the patient’s functional limitations put them at risk in their
current living situation?
Think about your usual daily activities, such as bathing, toileting, dressing,
grooming, feeding, housework, family, or leisure activities. Which of the following
best describes your situation in the last MONTH?
 I have no problems with performing my usual activities.
 I have some problems with performing my usual activities without assistance.
 I am unable to perform my usual activities without assistance.
Unless no problems: “Do you think you need help managing at home? If so, what
kind?”
4. Problem Solving: Is the patient able to think through problems as they arise?
In the last MONTH, how often did you have trouble with remembering or thinking
clearly?
 Never  Sometimes  Usually  Always
Unless Never, “What do you do when that happens?”

26

5. Social Support: Does the patient have critical supports in case problems arise and they
need help?
If you needed immediate help for a health problem, how many friends or relatives
do you feel close to such that you could call on them for help?
 None  1  2  3 or 4  5 or more
5_a) Who are they?
5_b) How often do you communicate with them?
If None or unclear, “Is there someone who might be willing to help if they were
asked?”
6. Self Confidence: Is the patient comfortable managing their medical conditions?
Think about your current medical conditions. How confident are you that you can
manage these medical conditions day-to-day?
 Very confident  Somewhat confident  Not very confident  I don’t have any
health conditions
Unless Very confident: “What is most challenging for you about your health?”
7. Resilience: How well is the patient actually managing without feeling overwhelmed?
During the past 6 MONTHS, how many times did you go to the emergency room?
 None (Skip to question 8)  1-3 times  More than 3 times
If any ED use in the past 6 months: Do you think it is likely you will need to go to
the emergency room again in the next 6 MONTHS?
 Not likely  Somewhat likely  Very likely
Unless Not likely, “What do you think would help to keep you from needing to go to
the emergency room?”
8. Stability: How well is the patient actually managing without the need for hospital care?
During the past 6 MONTHS, how many times did you stay in the hospital overnight
as a patient?
 None (END)  1 or more times
If any hospitalizations in the past 6 months: Do you think it is likely you will need
to be hospitalized again in the next 6 MONTHS?
 Not likely  Somewhat likely  Very likely
Unless Not likely: “What do you think causes your condition to get so bad you need
to be in the hospital?”
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HARMS 8: Documenting Hospital Admission Risks
Below is a potential list of socio behavioral risks that could be part of a “Non-Medical Problem List” in the patient’s
chart. Ideally it would be in a prominent place similar to the standard medical Problem List. It could be formatted in
EHRs as a pick list, ideally with date of entry and comments.
This allows the information gained by going through the HARMS 8 Vital Conversations to be retained in the record as
easy reference to all providers. It would not necessarily replace more detailed documentation.
The list below follows the Risk Reduction Action Guide and is presented as an example only.
Socio-Behavioral Problem List (Indicate all that apply)

Lack of knowledge/literacy about health conditions

Anxiety over health status

Adherence issues with critical medications

Lack of knowledge about medications

Some difficulty performing daily activities

Assistance with daily activities from caregiver required

Some difficulty in remembering or thinking clearly

Difficulty problem solving

Severe cognitive deficits

Adequate social supports lacking

Social isolation

Lack of self-confidence to self-manage medical issues

Unable to follow self-management red flag action plan

Not engaged/motivated in self-management

Prefers ED as source of care

Mental health condition complicating self-management

Active substance abuse complicating self-management

Other ______________________________
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Testing Feedback – Testing the HARMS-8:
1. How many patients (or patient records) did you test this tool with?
 1-5  6-10  11-15  16-20  21+
2. Did you test the current patients during a visit, or did you do a retrospective review?
 Current patients during a visit  retrospective review  both
3. How long did it take you to complete the patient questionnaire portion of the tool
(HARMS -8)?
 1-5 min  6-10 min  11-15 min  16-20 min  21+ min
Tell us more about this: _________________________________________________
4. How easy or difficult was it for you to gather this information from patients or caregivers?
 Very easy  Easy  Somewhat difficult  Very difficult
5. Did you modify your approach for gathering this information based on learning what
occurred when you were testing?
 Yes  No
Tell us more about this: _________________________________________________
6. How easy or difficult was it for you to work this into your team or clinic workflow?
 Very easy  Easy  Somewhat difficult  Very difficult
Tell us more about this: _________________________________________________
7. Did you modify your approach for working this into your team or clinic workflow based on
learning that occurred when you were testing?
 Yes  No
Tell us more about this: _________________________________________________
8. Did you learn anything new about these patients that you otherwise would not have
known?
 Yes  No
Tell us more about this: _________________________________________________
9. Did you identify any risk domains or areas of concern that you feel could be modified
from within primary care (even if the intervention/assistance needed is outside your clinic
but a critical referral could be made by your team)?
 Yes  No
Tell us more about this: _________________________________________________
10. We would like your input on this risk tool. Are there risk domains that are not covered by
this tool or questions that you do not believe are relevant? What are they? Do you have
other suggestions that would improve this tool?
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3.1 Stanford Coordinated Care (SCC) Workflow Example

30

3.2 Stanford Coordinated Care (SCC) Care Coordinator Job Description Example
Job Title: CARE COORDINATOR - SCC
Job Summary: This paragraph summarizes the general nature, level and purpose of the job.
The Care Coordinator for SCC (Stanford Coordinated Care) functions as the central member of the clinic patient team
as both the medical assistant and outreach worker as directed by the Clinic Manager or designee. The Stanford
Coordinated Care (SCC) is part of a new clinic model design supporting patients (employees) with chronic disease.
The Care Coordinator acts as the key point of contact for patients managing their chronic diseases and advises
patients on goal setting and action plans as the primary focus of managing their disease. Works directly with patients
and their caregivers to monitor their care. Identifies and facilitates completion of preventative and follow-up care as it
related to assigned patients. Occasionally conducts home visits at the patient’s home if and when appropriate.
Essential Functions: The essential functions listed are typical examples of work performed by positions in this job
classification. They are not designed to contain or be interpreted as a comprehensive inventory of all duties, tasks,
and responsibilities. Employees may also perform other duties as assigned.
Employees must abide by all Joint Commission Requirements including but not limited to sensitivity to cultural
diversity, patient care, patients’ rights and ethical treatment, safety and security of physical environments, emergency
management, teamwork, respect for others, participation in ongoing education and training, communication and
adherence to safety and quality programs, sustaining compliance with National Patient Safety Goals, and licensure
and health screenings. Must perform all duties and responsibilities in accordance with the Service Standards of the
Hospital(s).

Administers medication following approved procedures and only after verification of medication and dosage
by a licensed person.

Advises patients on goal setting and provides action plans for managing their disease.

Assists physicians with sterile and non-sterile procedure set-ups, patient procedures and examinations.

Assists with direct patient care procedures and related tasks; rooms patients, assists in obtaining patient
histories, takes vital signs, prepares charts, and assists with medical examinations.

Conducts home visits occasionally to chronically ill patients and visit individuals at high risk of health
problems if required.

Coordinates communications and transactions between patient, ancillary services, consultants, and
physicians. Coordinates authorization required by insurance.

Documents clinical information, including patient phone calls, accurately and completely and within the
specified time.

Maintains clean and orderly exam rooms, hallways and work areas.

Prepares patient for examination or treatment and performs routine screening tests. Explains treatment
procedures to patients. Provides patient instructions according to physician orders and established
guidelines.

Prepares the necessary equipment and supplies for exam. Maintains inventory of supplies in examination
rooms, replenish as required.

Reports patient’s concerns and symptoms, reactions, changes (appropriate to age) to licensed clinic
personnel.

Schedules appointments (new and return) and ancillary tests/surgeries. Responsible for new patient
coordination. Registers new patient in the scheduling system; obtains new patient authorization; schedules
appointment; ensures patients receive new patient information.

Tracks the flow of medical records and patient information though the clinic.

Under the direction of the physician, ensure that patient receives results of laboratory and diagnostic tests,
special test instructions, and other information in a timely manner.

Works with insurance companies, HMO staff when needed to assist patient.
Minimum Qualifications: Any combination of education and experience that would likely provide the required
knowledge, skills and abilities as well as possession of any required licenses or certifications is qualifying.

Education: High School diploma or equivalent. Completion of all requirements in a recognized Medical
Assistant training program or equivalent completion of the minimal training requirements as outlined in
section 1366 of the Business and Professions Code.

Experience: Two (2) years of progressively responsible and directly related work experience
Knowledge, Skills, and Abilities: These are the observable and measurable attributes and skills required to perform
successfully the essential functions of the job and are generally demonstrated through qualifying experience,
education, or licensure/certification.

Ability to demonstrate customer service skills in interactions with all patients, families and staff, including
high volume and stressful situations
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Ability to educate patients and/or families as to the nature of disease and to provide instruction on proper
care and treatment
Ability to plan, organize, prioritize, work independently and meet deadlines
Ability to solve problems and identify solutions
Ability to speak and write effectively at a level appropriate for the job
Knowledge of computer systems and software used in functional area
Knowledge of inventory management practices
Knowledge of medical terminology
Knowledge of sanitation, personal hygiene and basic health and safety precautions applicable for work in a
clinic setting. Knowledge of infection control procedures and safety precautions
Knowledge of sterile techniques and special procedures that are applicable to work performed
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3.3 Stanford Coordinated Care (SCC) Nurse Job Description Example
Job Title: CLINICAL NURSE SPECIALIST (CNS) - SCC
Job Summary: This role would primarily work with the patients in chronic care support program at SCC in
collaboration with a LCSW. The CNS would assess patient's appropriateness for the program using standard tools,
create health goals and action plans with patient through motivational interviewing, provide health education, help
patients’ access resources in the community and provide follow up either in person or by phone. The CNS would also
promote better communication between patient and providers (for example: accompany patient to a specialty visit),
make recommendations to primary care physician and/or specialist to promote patient's goals/needs. The CNS would
help patient access information about medications, procedures, and diagnoses and collaborate with patient's care
team to obtain orders for varied services (e.g., physical therapy, Registered Dietician, speech pathology). He/ She
would follow-up with patient after his/her hospitalization to help him/her follow care plan. The CNS in the primary care
plus program would provide back-up support for Care Coordinators and Doctors to assist with minor procedures,
draw blood, and administer medication. The CNS would lead multidisciplinary case presentations to present patients
in the chronic care support program. He/she would order medications and lead the clinic in ever readiness by
educating staff on quality standards, performing checklists, and how to manage point of care testing quality logs.
He/she would be signing off on competencies for care coordinators and participating in building competencies for
ambulatory care that impact the care coordinator role. Participation in daily huddles, operations meetings, recruitment
and outreach calls to new patients for the practice is an integral component of the role.
Essential Functions: Clinical Nurse Specialists are Master's Degree prepared advanced practice. Registered
Nurses in roles characterized by the following responsibilities:
1) Provide care for patients with multiple or complex health needs within a specific clinical area;
2) Use advanced clinical skills in the assessment, diagnosis, treatment and evaluation of patients;
3) Use theoretical and clinical expertise to assist health care providers and patients in promoting or achieving
optimal health;
4) Develop and implement standards of nursing practice;
5) Serve as a consultant or expert resource person for other health providers;
6) Facilitate an interdisciplinary and collaborative approach to meeting the needs of patients;
7) Seek consultations and make referrals as needed; and
8) Promote research to improve clinical nursing practice.
Clinical Nurse Specialists assess, plan, provide and evaluate specialized nursing care of patients by advancing the
quality and scope of nursing practice through clinical practice, education, research, consultation, and administrative
roles in the area of clinical expertise (e.g., diabetes, cardiology, respiratory, pediatrics, etc.) for a specified patient
population.
Minimum Qualifications: Any combination of education and experience that would likely provide the required
knowledge, skills and abilities as well as possession of any required licenses or certifications is qualifying.

Education: Master's degree in a work-related discipline/field from an accredited college or university

Experience: Three (3) years of progressively responsible and directly related work experience

License/Certification: CA Registered Nurse (RN)

License/Certification: CNS - Clinical Nurse Specialist clinical nurse specialist, CNS, nurse, nurse specialist,
nurse education.
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3.4 Stanford Coordinated Care (SCC) Scribing Workflow Example
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3.5 SCAN Foundation ROI Calculator for Person-Centered Care (website link to excel file:
https://www.thescanfoundation.org/sites/default/files/roi_calculator_for_person_centered_care_
blank.xlsm)
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3.6 Patient Activation Measure (PAM) Tool
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4.1 Stanford Coordinated Care (SCC) Scribing Policy
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4.2 Stanford Coordinated Care (SCC) Diabetic Care Protocol for Medical Assistants/Care Coordinators
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4.3 A3 Template (full)
PROBLEM:

BACKGROUND:



Why does the problem matter?
Why are you addressing the issue?

NAME:

DATE:

PROPOSAL:



How do we keep it from happening?
List out your proposed countermeasures

IMPLEMENTATION PLAN:
Action

Responsible

Notes/Decision

Due

CURRENT STATE:



Status/Date
Complete

What is currently happening right now?
Be visual – use visual representations or process
maps

ANALYSIS:



Why did it happen?
Use the “5 Whys” method, fish-bone diagrams, or
other root cause analysis tools

IDEAL STATE:


What should happen?

FOLLOW UP:



How will we know it worked?
What other issues or problems have come up?
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A3 Template (simplified)
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4.4 IHI Instructions and Template on Using Fish-Bone Tool for Root Cause Analysis
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6.1 Stanford Coordinated Care (SCC) A3 Example for Recruiting Patients into Model
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6.2 Stanford Coordinated Care (SCC) Tri-fold Brochure and Onboarding Materials
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7.1 Adverse Childhood Experience (ACE) Questionnaire

While you were growing up, during your first 18 years of life:
1. Did a parent or other adult in the household often…
Swear at you, insult you, put you down, or humiliate you?
or
Act in a way that you made you afraid that you might be physically hurt?
Yes No
If yes enter 1 ________
2. Did a parent or other adult in the household often…
Push, grab, slap, or throw something at you?
or
Ever hit you so hard that you had marks or were injured?
Yes No
If yes enter 1 ________
3. Did an adult or person at least 5 years older than you ever…
Touch or fondle you or have you touch their body in a sexual way?
or
Try to or actually have oral, anal, or vaginal sex with you?
Yes No
If yes enter 1 ________
4. Did you often feel that…
No one in your family loved you or thought you were important or special?
or
Your family didn’t look out for each other, feel close to each other, or support each
other?
Yes No
If yes enter 1 ________
5. Did you often feel that…
You didn’t have enough to eat, had to wear dirty clothes, and had no one to protect
you?
or
Your parents were too drunk or high to take care of you or take you to the doctor if
you needed it?
Yes No
If yes enter 1 ________
6. Were your parents ever separated or divorced?
Yes No

If yes enter 1 ________

7. Was your mother or stepmother:
Often pushed, grabbed, slapped, or had something thrown at her?
or
Sometimes or often kicked, bitten, hit with a fist, or hit with something hard?
or
Ever repeatedly hit over at least a few minutes or threatened with a gun or knife?
Yes No
If yes enter 1 ________
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8. Did you live with anyone who was a problem drinker or alcoholic or who used street
drugs?
Yes No
If yes enter 1 ________
9. Was a household member depressed or mentally ill or did a household member
attempt suicide?
Yes No
If yes enter 1 ________
10. Did a household member go to prison?
Yes No

If yes enter 1 ________

Now add up your “Yes” answers: _______ This is your ACE score.
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7.2 Patient Activity Monitoring Sheet
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7.3 CollaboRATE Survey and Scoring Instructions
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