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

The Health Care Coverage Initiative (HCCI) program 
in the Los Angeles County Department of Health    
Services (LACDHS) targets three population groups: 
1) those who have been diagnosed with hypertension,  
diabetes, congestive heart failure (CHF), asthma or 
chronic obstructive pulmonary disorder (COPD), or 
dyslipidemia; 2) individuals who are not part of the 
first group and are pre-Medicare (ages 63 to 64); and 
3) individuals who are chronic users of LACDHS  
services and do not have a medical home. The HCCI  
program is called Healthy Way LA (HWLA) and pro-
vides services in 21 LACDHS clinics and 85 private 
community clinics that have contracted with the county 
under the Public-Private Partnership Program. These 
private clinics are known as PPPs. 
 
Personal Physician 
 
There are 106 potential medical homes in the county. 
At enrollment into HWLA, each new enrollee is as-
signed to a clinic based on their most frequent utiliza-
tion or by request, and are given a membership card 
that indicates they are part of HWLA. The medical 
home serves as the primary location to house and 
maintain the individual’s comprehensive medical  
records. Some clinics are HWLA-dedicated clinics. 
 
Individuals assigned to medical homes are not prohib-
ited from using other clinics, although they are strongly 
encouraged to seek care at one site. LACDHS has 
plans to monitor these patterns. The county educates 
patients at enrollment about the use of the medical 
home and its services, but does not verify that the  
enrollee has been assigned a primary care physician 
(PCP). If an enrollee receives out of HWLA-network 
medical care, the services will not be covered or paid 
for by HWLA. 
 
 
 

Physician-Directed Team-Based Approach 
 
The medical homes consist of primary care physicians, 
nurses and other support staff. LACDHS hired health 
education assistants located at clinic sites that assist 
with recruitment into the program and are being trained 
to provide health education. Monthly meetings occur 
with medical directors at some clinic sites, and may 
occur more frequently at others. PCP-led teams meet in 
person on a regular basis, some meet monthly, some 
bi-monthly, some daily, and others occur right before 
patient visits. Care coordination and case management 
services are provided onsite and in conjunction with a 
disease management program.  
 
Whole Person Orientation and Care Coordination/
Integration 
 
HWLA focuses on delivery of primary and preventive 
care services. PCPs provide referrals to specialty care, 
mental health services and additional resources. Some 
clinics have focused on specific conditions including 
diabetes, heart disease, hypertension and dyslipidemia. 
Specialty care may be provided at the County Medical 
Centers, Comprehensive Health Centers, or in some 
cases at PPP sites where specialists are volunteers or 
are subcontracted to provide specialty care to HWLA 
patients. Providers coordinate follow-up and other  
services beyond referrals. 
 
The providers in HWLA clinics have access to inpa-
tient and emergency room (ER) utilization records of 
patients in the county system through the Electronic 
Summary Sheet, a Web-based health care utilization 



data retrieval system. After referral or the use of     
various services, providers are able to log in to a Web-
based Referral Processing System to look up informa-
tion on outcomes of specialty care visits. 
 
HWLA will soon include case management services 
for the homeless, and will provide intensive disease 
management/case management for a subset of patients 
with diabetes, CHF and asthma. Enrollment in these 
programs is limited due to resource constraints. Home-
less case management services will be delivered in the 
community and at the clinics for this population.  Risk 
stratification is conducted to determine patient illness 
severity and eligibility for placement into a disease 
management program.  Additionally, protocols have 
been developed for the management of patients with 
uncomplicated hypertension and dyslipidemia. 
 
Self-Management Support for Chronic Conditions 
 
Some clinics provide patient newsletters, support 
groups and a high-risk assessment tool, specifically at 
the dedicated HWLA clinics. The Long Beach HWLA-
dedicated clinic has diabetes and heart disease classes, 
and a nurse practitioner-facilitated hypertension and 
dyslipidemia clinic. The Long Beach clinic also col-
laborated with its local PPP to assure patients eligible 
for case management were included in the system-wide 
disease management program. 
 
Other specific health education materials for enrollees 
include brochures about diabetes self- management, 
asthma triggers, heart disease risk factors and preven-
tion, exercise, goal-setting, cholesterol management 
and some nutrition classes.  The HWLA senior health 
educator is currently working on adding further materi-
als on the anatomy of each targeted chronic disease, 
action plans and stress management. Patients are     
provided with resources such as scales and monitors.  
Patients receive disease and case management services 
in-person, either individually or in group meetings, and 
by phone. 
 
Quality Improvement 
 
LACDHS has a designated individual responsible for 
monitoring and assessing the impact and efficacy of 

the program using administrative data, clinic reports 
and chart reviews. Chart review was initiated in  
January 2009 for PPP clinics due to a lack of adequate  
administrative data. HEDIS (Healthcare Effectiveness 
Data and Information Set) and other preventive care 
quality measures gathered from the chart reviews will 
be reported back to the PPP clinics as performance 
measures.  Average measures for each agency will be 
compared to the average of all the PPP clinics. 
 
PCP performance on preventive services and lab    
practice patterns are gathered through encounter data 
analysis for LACDHS visits only. There are nurse-
driven protocols for management of hypertension and 
dyslipidemia. 
 
The county intends to conduct patient satisfaction    
surveys for HWLA but has not yet implemented these 
surveys. The county is starting to track patient com-
plaints about HWLA by requiring clinics to report the 
complaints as part of the information they provide     
for the state quarterly reports. Patient complaints are      
discussed with providers during each clinic’s quality 
improvement meetings. 
 
Evidence-based guidelines are distributed to providers 
in the disease management program through email or 
are posted on the intranet. A clinical decision support 
software, called ADST for asthma, is currently pilot-
tested within the county system, but it is not available 
systemwide. Providers receive direct oversight by the 
medical director when warranted. Diabetes, CHF and 
asthma disease registries are utilized for chronic condi-
tions in the LACDHS disease management program.   
PPPs have a diabetes registry for their diabetics, most 
use PECS but some are transitioning to i2iTracks, a 
population health management software system.  In  
the LACDHS clinics, registries are accessible to the 
providers working in disease management programs, 
while in the PPPs access is open to each patient’s  
provider. 
 
The Electronic Summary Sheet (ESS) discussed      
earlier, includes information on diagnoses, medications 
dispensed from LACDHS facilities, primary and     
specialty care visits, LACDHS ER utilization, hospi-
talizations and LACDHS scheduled appointments. 
Both LACDHS and PPP clinics have access to ESS. 



The referrals to specialty care are done online via the 
Referral Processing System (RPS) and all clinics have 
access to this system. The county is not currently    
utilizing an electronic prescribing system. 
 
Access to Care 
 
Appointment scheduling varies considerably by site 
and capacity. Clinics will try to accommodate same-
day appointments, but do not hold appointments  
specifically for this service. Several county clinics and 
one PPP have urgent care clinics. Few clinics have 
walk-in capabilities. Extended hours are available at 
some clinics. Some PPPs offer increased access to 
walk-in, same day and extended hour appointments. 
 
A 24/7 nurse advice line is available to assess symp-
toms and determine the appropriate level of care for 
each caller. If applicable, nurses can potentially redi-
rect callers to urgent care or a next-day appointment at 
their medical home rather than unnecessary emergency 
room care. The nurse advice line began in March of 
2008 for LACDHS clinics, and in August of 2008 for 
PPP clinics. Initially the line was not heavily used and 
there were implementation issues to work out with the 
vendor, McKesson.  Nurses are to be available via tele-
phone, but the follow up mechanism for nurses to fax a 
HWLA clinic for a next-day appointment was only  
recently resolved. 
 
Patients in LACDHS disease management programs 
have the ability to email their providers. 
 
Provider Payment 
 
Los Angeles County has contracts with the clinics  
that are strategic partners of the PPP Program at a  
set reimbursement rate of $109 per visit.  PPPs that  
subcontract with specialists for HWLA are reimbursed 
at the Medicare rate for services.  The LACDHS site 
staff are salaried employees and do not receive any  
additional reimbursement.  
 
Future Plans 
 
Specific plans include:  
 

 Expanding further access of the Electronic 
Summary Sheet (ESS) to both LACDHS and 
PPP clinics. 

 Adding a Preventive Health Committee. 
 Implementing a pilot study for homeless 

HWLA patients. 
 Conducting a patient satisfaction survey for 

HWLA through the Patient Assessment Survey. 


