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

The Contra Costa Health Plan (CCHP) is the provider 
of the county’s indigent care program (Basic Health 
Care – BHC) and uses the existing provider network  
to provide care to Health Care Coverage Initiative 
(HCCI) program enrollees. The current program      
employs managed care principals to provide care to the 
eligible enrollee population in Contra Costa County. 
 
Personal Physician 
 
The provider network consists of 14 physicians at four 
community clinics and 146 physicians at eight clinics 
within the Contra Costa Regional Medical Center 
(CCRMC) network. While several of the 624 physi-
cians are specialists, approximately 140 in the network 
provide primary care. Individuals are assigned to pri-
mary care providers (PCPs) located at CCRMC or they 
can be assigned to one of the community clinics. A  
patient's assignment to a specific physician within the 
community clinics can be verified.  
 
The county educates HCCI patients at enrollment about 
the use of the medical home and its services. After   
inpatient or emergency room (ER) services, enrollees 
are redirected back to the medical home; but for  
routine and urgent care, enrollees are able to receive 
care by any physician within the CCRMC clinic  
system without incurring financial risk. If an enrollee 
receives medical care outside of this provider network 
without prior approval, the services will not be covered 
or paid for. 
 
Physician-Directed Team-Based Approach 
 
The community clinic medical homes consist of PCPs, 
nurses, and other support staff. The disease manage-
ment (DM) and case management (CM) staff are  
employees of CCHP and not in-house at the clinics. 
The CCRMC clinics have physicians, nurses and care 

coordinators onsite to assist CCRMC physicians and 
community clinic medical homes. 
 
DM/CM staff and PCPs communicate in writing via   
e-mail and telephonically. For patients who are hospi-
talized, the care team meets in person during hospital 
rounds. The PCP does not participate in the rounds as 
patients receiving inpatient care are treated by a  
hospitalist, and not by the PCP.  
 
Whole Person Orientation and Care Coordination/
Integration 
 
Primary care physicians refer patients to specialists 
through standard CCHP network protocols and referral 
systems. As CCHP was an existing health plan, HCCI 
was able to utilize referral systems, utilization review 
processes and other tools that were previously  
implemented.  
 
The medical home facilitates all referrals and follow-
up care. Within CCRMC, after an HCCI patient has 
referral, ER or inpatient care, the medical home is    
informed of what was provided and/or recommended. 
This is also the case at the community clinic medical 
homes for care referred to CCRMC specialty clinics 
and labs. However, this does not always occur after an 
ER visit or inpatient service.  
 
DM and CM services are provided to channel patients 
from the ER to the medical home in community clinics 
and within the CCRMC network. At enrollment,       
enrollees are given a health assessment screening to 
determine the presence of chronic illness, health     



problems and co-morbidities. If needed, these patients 
are referred for DM and CM services. Oversight of the 
Contra Costa Health Plan’s CM and DM programs is 
via the health plan’s medical director.  Service delivery 
is coordinated in tandem with CM staff and the PCP. 
PCPs may also refer directly to CM/DM for necessary 
services.  Referral guidelines and forms are provided 
during provider orientation. 
 
A patient’s risk level is identified during the initial 
health-risk assessment process.  CM staff attempt to 
contact all enrollees for risk assessment.  In addition, 
monthly reports are used to identify high ER utilizers.  
 
High utilizers of inpatient and/or ER services are as-
signed a level of intervention based on number of    
visits:  three visits receive a letter, four receive a call, 
and five receive a referral for case management.  
Enrollees that receive case management must meet one 
or more of the following criteria: 
 

1. Medical non-adherence (such as frequent 
missed appointments, misuse of medications, 
poor dietary practices). 

2. High utilization of emergency room services. 
3. Frequent hospital admissions. 
4. Readmissions of less than 30 days after dis-

charge for ambulatory care sensitive conditions 
(diabetes, asthma, congestive heart failure, hy-
pertension). 

5. Psychosocial risk factors negatively impacting 
health. 

6. Cognitive changes, as evidenced by significant 
fluctuations in memory, mood, personality or 
behavior by the geriatric client. 

7. Unstable medical conditions warranting closer 
monitoring. 

8. Self-care deficits requiring one-on-one or group 
health education to promote well-being. 

9. Identified as a member of a special need popu-
lation. 

 
The DM/CM team represents a wide-range of exper-
tise: psychologists, registered nurses, clinical social 
workers, health educators, and marriage, family and 
child counselors. Services include coordinated mental 
health referrals, coordinated PCP appointments for  
clients and their spouses, community food resource 

information, review of medications with clients and/or 
their families, and communicating with PCPs. 
 
Self-Management Support for Chronic Conditions 
 
CCRMC network providers can order health educa-
tional materials that cover many topics online through 
the Krames system at the time of the patient visit. All 
HCCI patients receive the CCHP newsletter Health 
Sense with articles on healthy living.  The Case Man-
agement Unit uses Contra Costa County’s Online    
Resource Directory (CORD) for the purpose of identi-
fying and coordinating appropriate enrollee-specific 
community resources. Self-management support ser-
vices such as diabetes monitoring, asthma monitoring 
and smoking cessation may be provided in-person   
individually or in group meetings, or via telephone. 
 
Quality Improvement 
 
Contra Costa has established quality assurance mecha-
nisms integrated with existing CCHP protocols and has 
expanded on those for the HCCI population. Quality-
of-care and practice patterns are assessed based on 
clinical performance measures and evidence-based 
clinical guidelines. Contra Costa uses HEDIS 
(Healthcare Effectiveness Data and Information Set) 
measures to monitor practice patterns for their HCCI 
network providers.  
 
Chart review and other labor intensive methods are 
used in quality improvement efforts, including HEDIS 
measures. This information is provided to the medical 
home provider. HEDIS-measure results are shared with 
all levels of stakeholders.  Medical home providers are 
often alerted to the performance rate of their organiza-
tion through annual reports on HEDIS that identify 
each network of care’s performance for each measure.  
Networks of care for CCHP consist of the Contra Costa 
Regional Medical Center, health centers and commu-
nity clinics. 
 
Patient and pharmacy satisfaction surveys were  
conducted during the first fiscal year, and  the same is 
planned for the second fiscal year. Routine complaints 
are handled by member services. All grievances that 
require follow-up regarding patient services rendered 
in the medical home are routed for review and response 



back to the medical home and go directly to the super-
visor of the named provider.  
 
Clinical guidelines and protocols are updated and    
approved by CCHP leadership and all providers are 
notified.  Providers are typically alerted to new guide-
lines and protocols through provider bulletins, CCHP's 
Community Provider Network (CPN) meetings, peer 
review meetings and their respective department 
rounds. 
 
Decision support software is not used by PCPs. CCHP 
uses the McKesson-approved clinical guides for utili-
zation management and service decisions.  Addition-
ally, CCHP ensures that decisions related to approved 
formulary prescriptions are regularly reviewed and 
evaluated from utilization patterns of filled pharmacy 
prescriptions. 
 
The CCHP pharmacy director reviews formulary     
adherence on a monthly basis and reports findings 
every quarter to CCHP leadership and the governance 
authority.  Specifically, the pharmacy director shares 
adherence rates to the formulary at the Quality     
Council, Managed Care Commission (MCC) and Joint 
Conference Committee (JCC). 
 
Electronic health information technology in Contra 
Costa is available, but varied. Each community clinic 
has separate information systems that generally do not 
interface or communicate with other community clinic 
sites or with CCRMC clinics. 
 
Clinics also have chronic disease registries that are 
unique and not shared across the system, with the    
exception of the immunization registry and the diabetes 
registry that are available systemwide. There is an 
asthma registry that is also utilized by CCRMC but it is 
not available across the system. The CCRMC utilizes 
an electronic prescription system called RxM. However 
the prescriptions that are generated are not sent via     
e-mail but are instead faxed directly to the pharmacy. 
 
Access to Care 
 
The CCRMC network has open-access scheduling for 
their family practice and other hospital clinics. Walk-in 
appointments are not available, but patients can call in 

to make same/next day or future appointments for non-
urgent care. However, the community clinics have a 
multitude of methods for making appointments with 
the assigned PCP. Many clinics offer same-day        
appointments, and all clinics have some open access or 
walk-in capacity. Urgent care and extended-hours care 
are available at some clinics.  
 
The Contra Costa Health Plan has a 24/7-nurse advice 
line which is available to HCCI patients. The advice 
line uses nursing triage to assess symptoms and deter-
mine the appropriate level of care for each caller. If 
applicable, nurses can potentially redirect callers to 
urgent care rather than unnecessary emergency room 
care. Over 40% of HCCI patients calling the nurse   
advice line receive advice for At Home Care rather 
than urgent or ER care. 
 
Although advice nurses and care coordinators can 
leave phone messages for PCPs on the  patient’s be-
half, at this time patients do not have direct access to 
providers via alternate modes of communication. 
 
Provider Payment 
 
Contra Costa uses its existing CCHP contracts to pay 
network providers an enhanced contracted fee for    
services provided. The actual fee amount is determined 
by the contract with each clinic or physician. Some 
specific specialists have enhanced fees equal to Medi-
care. No physician incentives are utilized in the HCCI 
program at this time. 
 
Future Plans 
 
Specific plans include:  
 
 Additional quality improvement using chart      

review to ensure clinics and PCPs are providing   
high quality care to their HCCI enrollees. 

 Further integration of health information systems 
within HCCI to allow for improved modes of feed-
back between PCPs, case managers, hospitals, 
clinics and specialists. 

 Improving care management for chronically ill   
patients, considering that the majority of enrollees  

 have significant, chronic health needs. 
 To share patient satisfaction survey results with 

PCPs.  


