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

The Orange County Medical Services Initiative  
Program (MSI) is the county safety net program  
responsible for the provision of medical care to Orange 
County's medically indigent adults under the Health 
Care Coverage Initiative (HCCI) program. MSI  
functions as a public-private partnership and contracts 
with a variety of private entities for the provision of 
medical care to eligible persons. 
 
Personal Physician 
 
There are 196 medical homes in the county consisting 
of 14 community clinics and 182 private-physician  
offices. Individuals are assigned medical homes, which 
are either clinics or community-based physicians in 
private practice. Individuals assigned to clinics are  
assigned at the clinic level. The county is able to track 
the number of patients assigned to each clinic, but can-
not verify assignment to individual physicians within  
a clinic. In the private-physician office, assignment is 
done at the physician level and is tracked as such.  The 
county educates patients at enrollment about the use of 
the medical home and its services, but does not enforce 
adherence to the same medical home. Providers, how-
ever, have the choice of charging additional copays to 
improve adherence.  Only the assigned medical home 
has access to their assigned patient’s clinical data. So 
providers seeing patients that are not assigned to them 
will not have access to those patients’ clinical history.   
 
Physician-Directed Team-Based Approach 
 
A medical home staff generally consists of primary 
care physicians (PCPs), nurses and support staff. Some 
private physician medical homes may only consist of  
a PCP and support staff, while some clinics may have 
case managers on staff. Teams communicate through 
in-person meetings and conference calls. The county 
contracts with a vendor that provides case and disease 
management services. Disease management service 

providers include nurses, health educators and social 
workers who operate from a central location outside 
the medical home. Their method of communication 
with the physician team leader is telephonic, however 
the frequency of such communication is not known.  
 
Whole Person Orientation and Care Coordination/
Integration 
 
Providers are directed to a central Utilization  
Management Department that approves appropriate 
referrals for patients. Status of the referral is available 
electronically through Clinic-Connect, which links 
clinical medical homes. A similar application is being 
deployed to private-physician medical homes. The  
system generates the referral with appropriate contact 
information and directions to the specialist; after refer-
ral or use of various services, the primary care provider 
does not currently receive the outcomes of visits to 
specialists, emergency room visits and inpatient stays. 
Specialist may fax results to providers, but this is  
uncommon.  The county is working to develop an  
e-referral application that will improve the communi-
cation between the home and the specialist while  
helping to eliminate wasted specialty referrals.   
 
The chronically ill patients are stratified into two lev-
els: level 1 and level 2 with a higher frequency of 
phone calls for level 1 patients (weekly vs. monthly). 
Level 1 often includes crisis intervention—assisting 
the patient during a period of exacerbation of their 
chronic condition or illness.  Level 2 patients are more 
stable in their condition and require ongoing patient 
coaching to maintain a positive health outcome.  High 



utilizers of services are identified as those who have 
made six or more visits to an ER within a three-month 
period. These patients are referred to the disease man-
agement provider for further education about the medi-
cal home and appropriate management and linkage to  
a medical home when necessary. 
 
Self-Management Support for Chronic Conditions 
 
Disease, case and patient education services are  
provided by an outside vendor. Patients are contacted 
upon enrollment for education on use of the medical 
home and service availability by trained patient educa-
tors. Nurse case managers provide disease and case 
management services for patients with diabetes,  
congestive heart failure (CHF), asthma, hypertension,  
hyperlipidemia, CAD, obesity and pain management. 
Nurses and patient educators deliver services on the 
phone. These providers log information from patient 
contact into an electronic application that is only  
available to county workers. Currently the county  
has a cap of 1,000 for enrollment in case management.  
 
Disease management providers use a host of educa-
tional materials such as nutrition guides for example. 
The emphasis is towards prevention of exacerbated 
conditions and complications through patient strategies 
and self management. Patient compliance is encour-
aged with treatment plans and physician/provider  
recommendations. Individualized care plans are devel-
oped and revised as health care needs change. Case 
managers refer any mental health or alcohol and drug 
related cases to clinics outside the network as needed.   
 
Quality Improvement 
 
Orange County has established quality assurance 
mechanisms, conducted under the leadership of the 
medical director and using claims data. Quality of care 
and practice patterns are assessed based on HEDIS 
(Healthcare Effectiveness Data and Information Set) 
clinical performance measures and evidence-based 
clinical guidelines. These measures are identified under 
the pay-for-performance program. The county assesses 
medical homes using case review, billing patterns, 
utilization trends, formulary utilization, provider  
credentialing, provider and patient complaints, and  

patient satisfaction data. Information is then provided 
to providers through the provider newsletter via the 
Web, email/mail, and more personal interventions  
by the medical director including phone calls. These 
feedback mechanisms are used to inform and encour-
age providers to adhere to evidence-based clinical 
guidelines and the HCCI formulary, promote early  
intervention activities, and teach the medical home 
concept. The quality assurance committee meets  
quarterly and attempts to include physicians from the 
medical home network. Provider satisfaction surveys 
are conducted to identify gaps in program understand-
ing such as the utilization review process and the scope 
of covered services.   
 
Electronic decision support software is employed 
within the utilization management contracted vendor’s 
office using Milliman criteria. Clinical decision sup-
port software is not directly available to providers. 
 
Electronic health information technology, called MSI 
Connect, is available to all hospitals and medical 
homes within HCCI. There are three components 
within the system called ER Connect, Clinic Connect, 
and Community Connect (the latter connects private 
physicians and was planned for May of 2009). MSI 
Connect is a Web-based application available to all  
24 of Orange County’s emergency departments, all 
medical homes and all nurse case managers. It includes 
information from medical and pharmaceutical claims, 
the status of specialty referrals, hospital census data 
reported every 24 hours, lab and diagnostic data, and 
clinical notes from community clinics and emergency 
physicians. The county maintains a centralized disease 
registry for internal use only. Clinics may maintain or 
have access to other registries. 
 
Access to Care 
 
The county has contractual relationships with most of 
the community medical home clinics that guarantee a 
minimum number of available daily appointments. 
Walk-in appointments are not generally available. 
 
The county has contracted with 26 retail or minute  
clinics throughout the county (recently scaled down to 
11 due to a resizing of their organization) to deliver 
care after hours or on weekends to reduce wait-times 



for seeing the medical home provider. These clinics are 
staffed by nurse practitioners or physician assistants.  
Orange County also employs a nurse advice line  
available 24/7 (provided by the utilization management  
vendor) to provide expert advice at all hours and  
reduce the need for emergency room services.  
Alternative modes of communication with providers  
is not currently available. 
 
Provider Payment 
 
Orange County pays primary care providers on a fee-
for-service basis with a global fee set at 70% of the 
Medicare fee-schedule. Physicians, dentists and  
community clinics are reimbursed on a fee-for-service  
basis. The county employs a pay-for-performance 
(P4P) mechanism that may increase provider payments 
to a figure above the base rate of the Medicare fee-
schedule. P4P was initially designed to encourage  
providers to take on Orange County HCCI patients,  
but it is also used to improve utilization of preventive 
services and adherence to clinical performance  
measures. Pay-for-performance to clinics includes  
payment for a commitment to a minimum number of 
lives, a certain number of visits based on chronic vs. 
non-chronic conditions, a fee for new and renewal  
applications, and a fee for information technology (IT) 
adoption. P4P to private physicians includes number of 
lives assigned with no commitment to a minimum,  
services provided with no commitment to the number, 
and types of primary and preventive activities per-
formed. Other P4P payments include $15 to emergency 
physicians to enter clinical notes into the system and 
$100 to community clinics to successfully receive  
patient referrals directly from emergency departments.   
 
Sub-specialists in great need may be reimbursed at  
negotiated rates that exceed the base rates paid to other 
medical home and specialty providers.   
 
Future Plans 
 
Orange County is planning to move towards a fully 
integrated delivery system using health information 
technology.  
 
Specific plans include:  
 

 To measure clinical outcomes and effectiveness of 
the case management services using predictive 
modeling with customized software. 

 Creation of an e-referral system that will stream-
line specialty care access. The goals of this system 
include better distribution of referrals to all con-
tracted specialists to avoid over-burdening of  
some and providing an electronic feedback loop 
for   specialists to follow up with the primary care   
provider on services that were provided and      
recommendations to patients. The system would 
allow for automatic decision processes, rather than 
using Utilization Management Department (UMD) 
for every specialty referral request. 

 Piloting an expanded module within the Clinic 
Connect application to serve as a care manage-
ment tool, including a reminder system for tests 
and other HEDIS-related activities.  

 Quality improvement implementation using      
performance guidelines. 

 Accessing the feasibility of a patient health record.   


