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

Kern County contracted with COPE Health Solutions 
to administer the Kern Medical Center Health Plan 
(KMCHP) which was developed to implement the 
Health Care Coverage Initiative (HCCI) program.   
Services are provided in three hospital-based clinics, 
National Health Services, a Federally Qualified Health 
Center (FQHC) with 10 clinic sites, and one free-
standing community clinic called Community Action 
Partnership of Kern (CAPK). 
 
Personal Physician 
 
There are 14 medical homes in the county providing 
primary care for KMCHP patients. Medical home    
assignments are made to the three hospital-based clin-
ics, to CAPK and to clinics in the FQHC clinic system.  
Patients are assigned to either a clinic where they had 
previously visited or, if they have never visited any of 
the clinics, they are assigned to a clinic based upon 
their zip code of residence. Kern Medical Center 
(KMC), the county hospital affiliated with KMCHP, 
updated its patient charts to include a field to identify 
the medical home for KMCHP patients.   
 
At the FQHC clinics, patients are not assigned to a  
specific provider; however, many choose to continue 
seeing the provider they had seen previously.  If that 
provider works at multiple sites, patients are free to see 
that provider at any National Health Services site. At 
the hospital clinics, the clinic assigns patients to an 
available physician provider at their first scheduled  
appointment, and that provider is then labeled as the 
patient’s primary care provider (PCP). At CAPK there 
is only one primary care physician so all patients are 
assigned to that physician.  
 
The county educates patients at enrollment about the 
use of the medical home and its services. If patients go 
to a medical home that is not assigned, the program 

will not cover the cost. The patient has the option of 
changing their medical home if desired, or pay for   
services provided by a non-designated medical home in 
the network or a clinic outside the program network.  
 
Physician-Directed Team-Based Approach 
 
The National Health Services’ clinics have physicians, 
nurse practitioners and physician assistants that see  
patients.  Several of these FQHC clinics also have 
pharmacists onsite, and prescriptions can be faxed   
directly from the physician to any pharmacy site.  Each 
National Health Services site also has a referral coordi-
nator who works with the providers to send and follow 
up on referrals.   
 
At CAPK, in addition to the primary care physician, 
there are nurse(s) and medical assistants.  Each pro-
vider is assigned a medical assistant, who is responsi-
ble for following up on appropriate referrals, labs and 
tests for all of the patients under that provider. CAPK 
also has a patient educator, who mostly works with  
obstetric patients regarding their care.   
 
The hospital-based clinics utilize internal medicine  
and family practice residents who are overseen by an 
attending physician.  Some of the family medicine   
faculty physicians are also assigned a panel of their 
own patients. The medical center has access to behav-
ioral health services and physical therapists, clinical 
pharmacists and dieticians,  and is developing a       
diabetes education clinic. 
 
KMCHP established monthly in-person meetings, 



called Community Grand Rounds, for HCCI commu-
nity clinic providers and KMC primary and specialty 
care providers to interface with each other. Issues    
discussed include specialty care education, redesign 
and clinical guidelines. 
 
The team communication methods between physician, 
nurse and support staff are in-person and through con-
ference calls. Care managers coordinate with providers 
by attending patient appointments or meeting with the 
doctor when there is a problem with a patient. On a 
more limited basis they follow up with providers via 
phone. 
 
Whole Person Orientation and Care Coordination/
Integration 
 
The program provides primary and specialty care and 
is planning to provide coordinated chronic care for  
targeted specialty clinics (diabetes, cardiology, rheu-
matology, neurology and orthopedics). Clinic medical 
homes make referrals for patients as appropriate, and 
arrange for any other service which may be required, 
including follow-up care from specialty visits, hospital 
admissions or emergency room (ER) visits. KMCHP is 
working to develop an online portal for the contracted 
community clinics to have access to the KMC chart 
system in order to view clinical records, lab results, 
radiology files and consultation reports from specialists 
and other KMC physicians. 
 
Staff known as care managers are located onsite at the 
hospital and the hospital-based clinics. There are two 
care managers to enroll patients who are frequent users 
of hospital services.  They teach the patients about the 
process of navigating through the health care system. 
Care management staff also assure patients receive  
appointments to one of the clinics and after ER,       
inpatient or ambulatory care visits, and work with    
patients to assist with follow-up care instructions. At 
any time, patients have direct telephone contact with 
care managers for assistance in obtaining urgent care 
appointments or other needs. Care managers are also 
available to follow up with clinic providers on the care 
management services their patients receive.  
 
Patients are entered into the care management program 
based upon their frequent use of ER and inpatient    

services.  High utilizers are defined by: four or more 
visits to the emergency room; three inpatient admis-
sions; or two admissions and one emergency room visit 
within the past year. Chronically ill patients are not 
currently risk-stratified. 
 
Care managers also connect patients with legal        
services, homeless shelters, transportation, substance 
abuse programs or other needed community services.  
Cases are documented in a Web-based program devel-
oped by COPE Health Solutions called NaviLinx. The 
program utilizes an acuity scale to record and stratify a 
patient’s condition based upon issues which are known 
to be associated with frequent use of avoidable hospital 
services, such as chronic pain, homelessness and   
mental health issues. 
 
Self-Management Support for Chronic Conditions 
 
The care managers aim to provide patients with       
appropriate and timely care to avoid hospitalizations 
and manage ambulatory care sensitive conditions. Care 
managers schedule appointments for chronically ill  
patients, remind patients of appointments and attend 
appointments with patients.  Care managers review  
patient charts and record hemoglobin A1c levels and 
blood pressure for diabetes patients and those with 
high blood pressure monthly. Patients with readings 
outside the normal range are referred to the Kern Medi-
cal Center Health Plan medical director to evaluate 
whether these measures indicate non-compliance     
with medication and whether the patients need more        
education from the primary care provider.   
 
Health education materials are available at clinics, 
most of which are obtained online by providers or 
clinic staff on behalf of the patient. The hospital also 
has a patient education module that can be used by the 
clinics to print material for patients.  Care managers 
also educate patients on how to schedule appointments, 
apply for Supplemental Security Income (SSI) and 
other benefits, and they follow up on referrals. Care 
managers also educate patients on the importance of 
knowing what medications they take, medication   
compliance and how to fill and renew prescriptions. 
Resources for patient self-management such as treat-
ment plans, glucose monitors, and pain scales are also 
available. 



Quality Improvement 
 
The HCCI community clinic providers are credentialed 
by Kern Health Systems, the county’s local initiative 
health plan for Medi-Cal managed care. The commu-
nity clinics are required to participate in a quality     
review program. An oversight committee develops    
and disseminates policies and procedures for KMCHP,  
including procedural polices, and this will also include 
quality and utilization policies in the near future.     
The committee currently measures hospital and ER 
utilization, and plans to monitor the quality of care 
based upon HEDIS (Healthcare Effectiveness Data   
and Information Set) guidelines, using claims data and 
chart review. An advisory council, consisting of ad-
ministrators and medical directors from the community 
clinics, KMCHP and KMC, meets at least quarterly to 
discuss and plan for monitoring activities. Results of 
utilization and quality studies are discussed and distrib-
uted to providers through various dissemination    
methods, including in-person meetings, email, and the 
Web. The county does not currently employ clinical 
decision support software. The medical director will 
directly provide feedback to providers when warranted. 
 
KMC and KMCHP are developing and implementing 
consensus care guidelines.  The guidelines are condi-
tion-specific and delineate the level of care expected in 
a community clinic by a provider who has completed 
diagnosis-specific continuing medical education 
(CME) for a particular specialty, or by a specialist in   
a specialty care setting.  The guidelines also outline 
diagnostics necessary in order to obtain a specialty 
consult.  In the second year, KMC and KMCHP devel-
oped guidelines for diabetes and rheumatoid arthritis.  
Guidelines for seizures, headache, congestive heart 
failure and chest pain are currently in development.  
Guidelines are available only in paper form.  
 
The e-referral system is being upgraded and will in-
clude the guidelines. A community clinic provider will 
be designated as the specialty champion most familiar 
with the guidelines and will be responsible for assuring 
proper use and compliance with the adopted consensus 
care guidelines by other providers.  
 
KMC conducts an annual in-patient satisfaction survey.  
KMCHP will distribute patient satisfaction surveys to 

the hospital and community clinics.  Once completed, 
results will be discussed at the advisory council and 
distributed to each clinic and their providers. A process 
has also been developed to track, review and process 
all complaints for HCCI enrollees. If a matter directly 
involves a provider, KMCHP will contact that provider 
in conjunction with their response to the grievance. 
 
The Kern County diabetes clinic is instituting a diabe-
tes registry. The registry is not available to all provid-
ers but all providers are able to refer diabetic patients 
to this clinic.  The FQHC clinics utilize i2iTracks, a 
population health management software system, for 
tracking diabetes, hypertension and cardiac disease.  
  
The FQHC has implemented a full electronic medical 
record (EMR) system for patients within their 10 clinic 
sites. This system is only accessible by the physicians 
and staff at FQHC clinics; however, soon there will be 
access at the community clinics to medical records, lab 
and radiology results performed at KMC so providers 
can have immediate access to hospital discharge, ER, 
lab and radiology records.  
 
A referral system is currently in use, but in need of im-
provement. Upon implementation of HCCI, staff from 
KMCHP met with the KMC Referral Center and found 
a large backlog of specialty referrals that had not been 
processed. KMCHP and the referral center processed 
this backlog and conducted a referral system assess-
ment. A joint workgroup was created to identify and 
address opportunities for improvement. A handbook 
(work station job aid) was also developed and         
provided to the staff instructing them on how to use  
the e-referral system. The current system, however,    
is underutilized for a variety of reasons. When the      
e-referral system is upgraded, KMCHP staff will  
travel to the community clinics for on-site training. 
 
The FQHC clinic, within their EMR, is able to fax    
prescriptions to pharmacies.  Prescriptions are still in 
paper form at the county clinics and the one commu-
nity clinic; however, the county is preparing for          
e-prescribing to be in place by this summer.  
 
Access to Care 
 
Open access scheduling in the form of same or next  



day appointment for non-urgent care is not currently 
available, but walk-in visits and same-day appoint-
ments are available at most clinic sites. The FQHC and 
community clinic have extended hours on some or all 
Saturdays. Communication with patients occurs only  
at a clinic visit or by telephone. There is no dedicated 
nurse advice line. 
 
KMC established a medicine clinic workgroup to ad-
dress issues related to access to primary care for HCCI 
patients.  Agenda topics have included availability of 
same-day urgent appointments, clinic capacity, wait 
times and resource needs. 
 
Provider Payment 
 
All community clinics are compensated for primary 
care services with a global fee-for-service rate of $109 
per visit, which covers the visit, basic labs, a negoti-
ated formulary and plain film radiology. In addition, 
providers who have been certified as specialty champi-
ons are reimbursed for telephone calls to specialists for 
patient care questions at a rate of $50 for extensive 
chart review and discussion with a specialist.  They are 
also allowed to bill consultation fees if they provide a 
champion visit for other providers in the group at a rate 
of $125 per visit. In addition to this, there is compensa-
tion for group visits based upon the number of patients 
in the group.  Providers at the hospital-based clinics are 
currently paid a flat salary by the county; however, 
plans are underway for a more incentive-based pay 
system. Quality incentives are not used in primary 
care. There have been some discussions around pay-
for-performance; however, no such process is currently 
in place. 
 
Future Plans 
 
KMCHP will continue to assist the county in evaluat-
ing possible collaborations between current clinic   
partners and possibly other clinics in the county. The 
county hopes to collect adequate data to evaluate the 
feasibility of creating a sustainable managed care    
program for all medically indigent adults.  
 
Specific plans include:  
 
 Improving information systems for the hospital-

based clinics within the financial constraints of the 
county system. 

 Improving information exchange between the 
clinic partners and the county system. 

 Establishing e-prescribing in the county clinics. 
 Developing a KMCHP Web site for use by clinic 

partners and patients. 
 Beginning a mini-fellowship program in spring 

2009.  Selected HCCI clinic providers will un-
dergo training with a KMC specialist to gain the 
clinical expertise necessary to implement and    
follow the consensus care guidelines. Training 
begins with a pre-test for primary care providers,  
a lecture from the specialist, a review of relevant 
literature, and then a visit to the specialty clinic. 
At the conclusion of the training, there is a post-
test.  Upon completion of the fellowship, clinic 
providers will have access to and compensation 
for phone consultations and chart reviews in order 
to obtain medical advice from the specialist, as 
needed.  

 Developing consensus care guidelines for condi-
tions in at least five specialty areas: neurology, 
endocrinology, rheumatology, cardiology and   
orthopedics. Once implemented, evaluation of the 
program will consist of monitoring referral data 
such as next available date for specialty clinic   
appointments, appointment denials and deferral 
rates. 

 Using the claims processing system, ikaSystems,  
to analyze data on program utilization.  

 Training for the upgraded e-referral system is  
currently in the late planning stages. 

 Determining which quality measures to evaluate, 
beginning to collect data with the plans of sharing 
this with the clinic system, and comparing this 
quality data with prior data to evaluate the im-
provement using a primary care home model for 
patient care. 

 Establishing a care coordinator in the emergency 
room to assist with primary care home follow-up 
and education for HCCI and any other patients 
without an easily accessible primary care home.  

 Continuing to monitor utilization and cost data 
with the hope of demonstrating this to be a sus-
tainable system based upon cost avoidance of   
unnecessary hospitalizations and ER visits, and 
improving quality of care. 


