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

The city and county of San Francisco's Department    
of Public Health (DPH) operates the Health Care   
Coverage Initiative (HCCI) program. The HCCI      
program is part of a larger effort known as Healthy  
San Francisco (HSF). If an enrollee is eligible for HSF 
they are screened for HCCI; however, HCCI status is 
invisible to the enrollee. The county uses One-e-App  
to determine eligibility at clinic medical homes, San 
Francisco General Hospital (SFGH), and the Depart-
ment of Public Health. 
 
Personal Physician 
 
There are 14 primary care medical homes consisting of 
11 community-based and three hospital-based clinics. 
All clinics are part of the DPH and work within the city 
and county network to provide primary care. The     
San Francisco General Hospital provides specialty,  
inpatient and pharmacy services, and Laguna Honda 
Hospital provides sub-acute care services. All clinics 
participating in the HCCI program are part of the DPH.    
 
Upon enrollment, enrollees choose a medical home 
from participating clinics. The patient selects a primary 
care physician who coordinates their care. Enrollees 
who try to receive routine services at a medical home 
other than the one they selected are redirected back    
to their medical home of choice. Enrollees are not        
redirected for needed urgent care or appropriate    
emergency room (ER) use. 
 
The county surveys clinics twice a month to monitor 
their capacity to accept new patients. Clinics that indi-
cate their inability to provide care to new patients and 
that cannot provide the first clinical appointment 
within 60 days of the patient request will be closed to 
new HCCI enrollees as a medical home. The medical 
home open/closed status is determined by appointment 
availability and/or whether the clinic is accepting new 
patients. The Department of Public Health provides 

clinics with monthly enrollment summaries and is able 
to verify that enrollees have selected primary care 
medical homes.  The designated primary care provider 
delivering services to the HCCI/HSF participant is 
noted in the department's electronic medical reposi-
tory–the Lifetime Clinical Record. 
 
Physician-Directed Team-Based Approach 
 
Clinics are staffed with a combination of physicians, 
nurse practitioners, physician assistants, nurses and/or 
front and back-office staff.  The community-based 
(non-hospital) clinics within DPH have at least one 
full-time social worker who assists with program     
administration, or non-clinical issues, and nurses that 
oversee clinical care management. DPH Primary Care 
Centers share information systems to provide primary 
care services across sites. The primary care medical 
home teams communicate through in-person meetings, 
fax, electronic mail, and conference calls to share    
information across the delivery system. 
 
Whole Person Orientation and Care Coordination/
Integration 
 
The medical home sites provide primary and preven-
tive care and arrange for participants to receive needed 
specialty, ancillary/diagnostic and inpatient care      
services. For example, the DPH developed a HIPAA-
compliant electronic portal for primary care providers 
to arrange for needed specialty care services (known as 
e-referral).  
 
 



Providers of other services follow-up with the medical 
home to inform them what service or procedure has 
been done or what orders for care were given.  All   
information from care provided in a non-primary care 
medical home is available from the Lifetime Clinical 
Record.  Also, the listed primary care physician       
receives e-mail notifications when their own patients 
are seen in other sites, such as specialty, diagnostic,  
ER and urgent care clinics. 
 
Disease management services are available in both 
community and hospital-based primary care medical 
homes. Four conditions are specifically targeted:     
diabetes, asthma, hypertension and hyperlipidemia.  
There  is a data warehouse with all encounter data for 
the   enrollees in the program. Clinical data (diagnoses 
codes, service codes and dispensed drugs) are used to 
help identify enrollees to be added to disease registries 
and manage the registry population. The County has    
a disease management program, Strength in Numbers.   
It recently implemented a pay for improvement        
incentive program to support and expand the use of 
registries for diabetes disease management within the 
HSF medical homes. The program encourages medical 
homes to actively use their diabetes registries to im-
prove care at the point of service, to improve outreach 
to enrollees who may have fallen out of care, and to 
give clinician-specific data to drive quality improve-
ment efforts. The goal is to expand this to asthma,   
hyperlipidemia and hypertension in future years. 
 
Risk stratification is done for disease management.  A 
report is generated every six (6) months that stratifies 
diabetics by degree of glucose and lipid control.  High 
utilizers are not specifically identified and managed 
through disease management. 
 
Self-Management Support for Chronic Conditions 
 
While the initial design was to implement a telephonic 
disease management program, this was ultimately    
revised to a disease registry model. All clinics offer    
nutrition, diabetes, and hypertension education and 
smoking cessation education. Medical assistants and 
health workers at the medical homes perform a wide 
variety of paraprofessional duties and function as liai-
sons between community residents and program staff. 
They also provide counseling and advice to enrollees 

regarding health problems, including providing instruc-
tion on self-management support for lifestyle changes 
and navigating the medical system.  Registered nurses 
instruct enrollees on more intensive self-management 
for chronic conditions, including counseling on medi-
cation questions and issues of medication adherence.  
Health education brochures are sent on an annual basis 
to members.  The County has initiated data collection 
for disease management and will be implementing data 
reporting for these services. 
 
Quality Improvement 
 
The county created a Healthy San Francisco Provider 
Work Group that meets monthly and is chaired by the 
county’s medical director for community-oriented   
primary care. The Provider Work Group addresses  
provider issues related to both HCCI and HSF.  Once a 
quarter, the Provider Work Group convenes as the HSF 
Quality Improvement (QI) Work Group.  As with the 
Provider Work Group, the QI Work Group addresses 
issues related to both HCCI and HSF.  The focus of the 
HSF quality improvement effort is on adult preventive 
care and on assuring access to care through monthly 
review of appointment wait times, and devising strate-
gies to remediate wait times that exceed standards.  
Quality measurements focus on adult preventive care 
guidelines and will include breast and cervical cancer 
screening, appropriate care of diabetes, asthma and 
other preventive guidelines, including immunizations. 
Both work groups have public, non-profit and private 
providers. Guidelines are distributed to providers either 
in-person, through email/mail or through the Web. 
 
Quality measures include HEDIS (Healthcare          
Effectiveness Data and Information Set) measures,   
like appropriate breast and cervical cancer screening,     
diabetes and asthma care, and other measures of      
preventive service provision, such as immunizations. 
The QI Work Group receives reports on service     
utilization and participant complaints, for example.  
Providers are given feedback on quality measures for 
their aggregated overall patient panel by their medical     
directors, but the data are not broken down by payer 
source or program. 
 
The Department utilizes the San Francisco Health Plan 
(SFHP) as a third-party administrator (TPA) for 



Healthy San Francisco. TPA services include           
collecting encounter data.  SFHP maintains the HSF 
clinical data warehouse (dataset includes outpatient, 
hospitalizations, ER visits, behavioral health and phar-
macy data).  In doing so, SFHP oversees the collection 
and analysis of all encounter data from entities in the     
provider network. Collection and analysis of encounter 
data is one key approach to ascertaining the extent to 
which the program is meeting its goals to improve   
access and quality of care. SFHP provides quarterly 
and ad hoc reports to the county in such areas as utili-
zation, access, utilization of preventive services, pro-
vider network, quality and chronic care. These reports 
are shared with the provider and QI work groups,     
disease management nurses, and other provider staff   
to obtain relatively recent data on patient utilization. 
 
The Kaiser Family Foundation is conducting a one-
time participant satisfaction survey for HSF.  This tele-
phone survey is designed to ascertain the experience of 
early HSF enrollees.  Questions are in the areas of   
enrollment process, knowledge and understanding of 
HSF, uninsured status, satisfaction with HSF, health 
status, access to care and health care utilization.  The 
survey results will be shared with providers and HCCI/
HSF program staff. 
 
The HCCI/HSF program has a provider operations 
manual which is distributed to all participating primary 
care medical homes.  The purpose of the manual is to 
provide medical home administrators and staff with a 
reference to the HSF program policies and procedures, 
and to clarify the roles of HSF program staff and medi-
cal home staff. The manual covers such issues as pro-
vider network, participant eligibility-covered services 
and exclusions, service records/data, quality improve-
ment, participant complaints, medical home site       
reviews and coordination with other programs. 
 
All San Francisco General Hospital (SFGH) and com-
munity-oriented primary care medical providers are 
credentialed every two years through the SFGH-based 
Medical Staff Services Office.  Individual providers 
are supervised by their on-site medical director and are 
subject to annual performance appraisals. Many have 
monthly or more frequent medical provider meetings in 
which clinical cases are reviewed. 
 

As discussed, the county has an electronic medical  
repository, the Lifetime Clinical Record, and all   
medical homes have access to this system.  Clinical 
decision support is incorporated into a field of the  
Lifetime Clinical Record which links to U.S.           
Preventive Services Task Force (USPSTF) guidelines.  
Chronic disease management guidelines and clinical 
decision making software are embedded in the 
i2iTracks disease registry (this includes patient visit 
summary formats for diabetes, cardiovascular risk, 
Hepatitis B and depression) which is used at the point 
of care by some but not all of the clinics.    
 
The County has expanded their e-referral system to 
four specialties and six sub-specialties. There is also a 
new patient appointment system and efforts are made 
to schedule all new enrollees within 60 days of their    
request for the first clinical appointment. There is also 
an e-prescribing system through the Lifetime Clinical 
Record. 
 
Access to Care 
 
There is a dedicated customer service line, but not        
a 24/7 clinical advice line. Urgent care services and    
extended hours are available at some clinics. All medi-
cal homes are expected to provide short turnaround 
appointments ─ including access via walk-in ─ for 
their enrolled patients. Alternative modes of           
communication with providers are available. Some 
providers follow up with patients via phone after a  
visit to check in on medication changes or referral   
issues. Also, at present, a few providers and patients 
have email communication. 
 
Provider Payment 
 
All clinics, specialty providers, inpatient providers   
and pharmacists are salaried staff of DPH.  As a result,  
providers are responsible for delivery of services and 
data reporting.  With the exception of the pay-for-
improvement program that provides financial incen-
tives for primary care medical homes to use chronic 
care disease registries, physician incentives are not 
used for HCCI.  Financial incentive is not tied to a 
physician, but to a primary care medical home.  For 
HSF, primary care payments to non-DPH clinics is  
tied to program enrollment in which the clinics receive 



funding for conducting HSF enrollment, providing  
services to HSF participants and providing the program 
with encounter data. 
 
Future Plans 
 
Specific plans include:  
 
 The Department of Public Health put out a        

Request for Proposal to develop a comprehensive 
ambulatory care EHR for use at all department   
primary care health centers and satellite sites     
located throughout the city and county of San 
Francisco, and at the primary and specialty care 
clinics located at San Francisco General Hospital. 
An automated EHR, if fully implemented, could 
allow the department to integrate the primary    
patient management system, the clinical results 
repository, the behavioral health system, the      
disease registry, department electronic mail and 
other clinical and systems. 

 The QI Work Group is in the process of examining 
the current access measures for both primary and 
specialty care, based on HSF participant complaint 
data.  These measures will address clinical        
capacity, demand, productivity and appointment 
availability.       

 Data reporting on disease management services  
for CI is to be improved.  

 To develop disease registries for hypertension,  
hyperlipidemia and asthma. 

 To develop and implement a nurse advice line 
within the next year. 

 


