
Health Care Coverage Initiative Medical Home Implementation,  
Interim Findings: Alameda County 

The Health Care Coverage Initiative (HCCI) program 
for Alameda County is called Alameda County  
Excellence (ACE) and focuses on individuals with dia-
betes, hypertension, asthma or congestive heart failure. 
ACE members are served by the Alameda County 
Medical Center (ACMC), which includes Highland 
hospital, three ambulatory care clinics and eight Feder-
ally Qualified Health Centers (FQHCs) of the Alameda 
Health Consortium. 
 
Personal Physician 
 
There are 25 medical homes in the county consisting of 
four sites within the Alameda County Medical Center 
and 21 clinic sites in the community. Medical home 
assignment is based on patient choice and provider 
availability. Individuals choose their medical home    
or may be assigned to specific physicians or teams   
depending on the clinic. The patients may see different 
physicians each visit due to scheduling conflicts. ACE 
educates patients at enrollment about the use of the 
medical home and its services, but does not enforce 
whether patients visit their assigned medical home.  
 
Physician-Directed Team-Based Approach 
 
The county has a team of medical and social work  
professionals that utilize the chronic care model for 
specific health conditions. Primary care is available 
along with chronic care for patients with specific  
disease conditions.  All of the clinics are performing 
panel management functions and all clinical settings 
are using variations of the team-based primary care 
model. The Alameda County Public Health Depart-
ment was awarded a $10,000 National Association of 
County and City Health Officials (NACCHO) grant to 
support efforts to recruit, hire and retain culturally 
competent medical assistants in the community clinics 
in Alameda County to improve the service delivery for 
clients with chronic disease. 

Clinic teams vary by site. Every clinic has physicians, 
nurses and a nutritionist, but has the choice of includ-
ing a specific panel manager, case manager and/or 
medical assistant with additional responsibilities. 
Teams communicate through one or more of the  
following mechanisms: morning huddles, designated 
panel manager time with clinicians, e-mail, phone  
and/or impromptu conversations. The county plans to  
conduct a complete assessment of the implementation 
of these mechanisms this summer. 
 
Whole Person Orientation and Care Coordination/
Integration 
 
Alameda County established a clinical design commit-
tee (Clinical Implementation Committee) comprised of 
medical directors from each of the subcontractors to  
develop and implement the chronic care model. The  
committee met monthly during the design phase and 
now meets quarterly to discuss, implement and evalu-
ate ACE activities and track adherence to the chronic 
care model. 
 
Alameda County clinics conduct panel management 
activities at each site. The panel management targets 
patients for chronic care management activities with 
the following characteristics: 1) patients who haven’t 
had a visit in six to 12 months; 2) patients who have 
key indicators above recommended levels (such as 
blood pressure, LDL cholesterol or hemoglobin A1c); 
3) patients with preventive care tasks that are overdue 
(Pap or mammogram for example); and 4) patients 
with abnormal or overdue lab tests. 
 



The panel services are tailored to each program and 
include chronic disease registries; making appoint-
ments and sending reminders for regular and ancillary 
visits and preventive care; arranging and tracking  
referrals and ensuring clients successfully follow-up  
on referrals; messenger activities including refills or  
appointment scheduling; and regular communication  
with other panel managers, supervisors and clinicians  
involved in panel management. Currently clinics do  
not receive notification of emergency room visits. 
 
Panel managers stratify patients based on the severity 
of their conditions. High utilizers are also identified 
and managed by panel managers. It is not currently 
known how many clinics conduct these activities. 
  
Self-Management Support for Chronic Conditions 
 
Nurses and panel managers deliver patient self-
management support, including patient education and 
individual goal setting, in person or via telephone. 
They also coach patients in medication reconciliation, 
lifestyle/behavior changes and glucose self-monitoring 
skills. The County Health Care Services Agency 
mailed brochures to patients with specific conditions to 
educate them about ACE services. Additionally, clinics 
have health education classes, such as diabetes self-
management, available in English and Spanish. A  
support group was started after clients expressed the 
desire to continue to share stories and support each 
other at one of the clinics.  
 
Quality Improvement 
 
ACE has established quality assurance mechanisms 
conducted under the leadership of the Clinical  
Implementation Committee consisting of medical  
directors from clinics and staff affiliated with ACMC. 
The committee is designed to ensure dissemination of 
best practices, including clinical performance measures 
and evidence-based clinical guidelines. These guide-
lines are disseminated primarily through in-person 
meetings but also through email correspondence.  
Additionally, ACE employs a full-time nurse as the 
ACE Quality Improvement Coordinator to ensure    
coordination, training and quality improvement (QI) 
for all clinics. She performs chart review to assure QI  

indicators are met using the measures agreed upon by 
the ACE clinical implementation group. Quality of 
care and provider performance is also measured using 
claims data and HEDIS (Healthcare Effectiveness Data 
and Information Set) measures. The medical director 
reviews practice patterns and shares the information 
during staff meetings and electronically. Clinical  
decision support software is not currently available. 
 
All clinics and providers have undergone training on 
the chronic care model. The county held two half-day 
trainings on panel management and health coaching for 
clinic staff at all clinics in mid March 2008. Technical 
assistance is provided to all clinics on implementing 
the chronic care model and conducting panel manage-
ment activities. A Quality Improvement Leader’s 
Workgroup was held May 14th and 15th, 2009. Staff 
from each clinic participating in ACE attended. 
 
All clinics conduct client satisfaction surveys, and the 
results are reviewed by senior leaders, managers and 
Quality Improvement staff to implement agreed upon 
strategies for improvement. The results are not shared 
with the county. Community clinics also review     
complaints from patients, including HCCI enrollees. 
Complaints are also logged and tracked by the medical  
center and many are reviewed by ACMC departmental 
quality review committees.  
 
The contracted public hospitals and clinics use diabetes 
registries, but the entire system is transitioning to 
i2iTracks, a population health management software 
system, to create standardization across the network. 
Some clinics have other medical and electronic records 
systems available for providers, although specific  
details are not known at this time. The county plans to 
obtain this information during its assessment of chronic 
care and panel management mechanisms planned for 
this summer. 
 
Some providers have access to e-referrals, however, 
the current system does not adequately allow two-way 
electronic communication between ACMC and pri-
mary care medical homes. Improvements are under 
development in this area. There is no e-prescribing 
system at this time.  
 
 



Access to Care 
 
ACE offers after-hours and urgent care services at 
some clinics and the medical center. Two clinics, 
Highland and West Oakland, offer walk-in capacity. 
Other clinics may do so depending on availability. 
Emergency room (ER) staff also created an Asthma 
Lounge where patients can go with acute asthma  
symptoms to receive treatment and avoid the ER.  
Clinics may offer open access scheduling and avail-
ability of alternative modes of communication, though 
the extent of implementation of these approaches is 
unknown. There is no dedicated 24/7 clinical advice 
phone line. 
 
Provider Payment 
 
ACE providers receive an additional $206 per visit for 
primary care. ACMC receives an additional $206 per 
visit for primary care, an additional $500 per ER visit, 
an additional $500 per specialty care, and an additional 
$1,000 per inpatient day; however, all funding is 
capped. The county does not employ any specific  
incentives. 
 
Future Plans 
 
ACE intends to continue to move toward standardizing 
care across the indigent care system in the county and 
to further extend quality improvement processes where 
they had not existed before. Specific plans include: 
 
 Complete the transition to i2iTracks to enable  

standardization across the network. 
 Complete the registry for patients with diabetes.  
 Complete two-way electronic communication    

between ACMC and primary care medical homes 
to improve e-referral system.  

 The county intends to work with clinics to develop 
and implement a mechanism for arranging and 
tracking referrals and ensuring patient follow up 
(via panel management).  

 The county uses One-e-App for eligibility and    
enrollment. Updating this for ACE enrollees is   
difficult and expensive, and adjustments are still 
being made to report on more data elements in  
program year two.   


