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

The San Mateo County Health Care Coverage Initia-
tive program, Access and Care for Everyone (ACE), is 
part of the county’s Blue Ribbon Task Force on Adult 
Health Care Coverage Expansion pilot program. The 
ACE program is operated by the San Mateo Medical 
Center (SMMC), which includes one acute care hospi-
tal, 11 clinics and a Federally Qualified Health Center 
(FQHC) named Ravenswood Family Health Clinic 
(RFHC). The Health Plan of San Mateo (HPSM) acts 
as the third-party administrator for the program. San 
Mateo ACE emphasizes primary and preventive care as 
well as management of chronic conditions. The county 
also recently opened (January, 2009) a new community 
clinic known as the Innovative Care Clinic (ICC), 
which is envisioned to be the ideal medical home 
model. ICC is housed within the SMMC.  
 
Personal Physician 
 
ACE enrollees are assigned to one of 11 primary care 
clinics, which will serve as their medical home. Medi-
cal home assignment is usually based on the existing 
doctor-patient relationships and proximity to a  
patient’s home. In all primary care clinics operated by 
the San Mateo Medical Center, patients are assigned a 
primary care physician. For other clinics, the goal is to 
have an enrollee assigned to a physician, but this may 
not always occur. The county is able to verify whether 
patients are assigned to a physician within the SMMC 
clinics. Enrollees are required to use their assigned 
medical home and clinics may enforce this adherence 
by redirecting patients for non-urgent care. However, 
the county does not. Enrollees can only go to a non-
ACE provider if they receive a referral from an ACE 
provider and have authorization from the Health Plan 
of San Mateo.  

Physician-Directed Team-Based Approach 
 
The ICC employs the physician-directed team-based 
approach and the staff includes nutritionists, social 
workers, community health workers and therapists. 
Services include group visits, case management,  
telephone outreach and home-health care. 
 
Team communication methods at the ICC are            
in-person, via conference calls and other methods,  
including email and written reports. ACE has also  
implemented a medication management program with  
a clinic-based pharmacist at the ICC.  
 
Other clinics have team structures that include behav-
ioral health professionals, social workers, diabetes 
health educators and dieticians who are either onsite or 
visit on certain days. Team communication methods 
are also in-person, via conference calls and include 
email.  
 
Whole Person Orientation and Care Coordination/
Integration 
 
ACE focuses on delivery of primary and chronic care 
to Health Care Coverage Initiative (HCCI) enrollees. 
Providers arrange for referrals as well as coordinate 
delivery of follow-up and other services across clinics. 
PCPs in most clinics receive feedback on what services 
are delivered or the outcomes/recommendations after 
receipt of care from a specialist, an emergency room 
(ER) visit, or in-patient care. 



The ICC utilizes the chronic care model to enhance 
primary and preventive care delivery with appropriate 
management of chronic conditions. Their chronic    
disease management and care coordination include   
the identification and management of patients with 
complex and/or combinations of chronic diseases;    
and improved management of chronic disease across  
systems to ensure efficiency and effectiveness in care  
coordination and utilization of medical resources.  
 
Disease and case management services are available at 
most clinics.  Many clinics do risk stratification of their 
chronic care population. High utilizers are identified 
and managed through disease and case management 
services. At some clinics, case management services 
are conducted through an outside vendor, at the Ron 
Robinson Senior Care Center for example, or patients 
may be referred for support services in the community 
as in the case of the Ravenswood Family Health  
Center.  
 
The county received a Specialty Care Access Initiative 
grant from the Kaiser Northern California Community 
Benefit Program, which will improve access by:  
1) redesigning clinic flow in specified specialty clinics; 
2) implementing a new smart referral system to ensure 
that all prerequisite testing and analysis is completed 
prior to a specialty referral; and 3) utilizing physician  
extenders in specified specialty clinics.  
 
Self-Management Support for Chronic Conditions 
 
Health education materials and self-management     
resources are available to enrollees to aid with chronic 
care management. Educational materials are provided 
at all clinics and some also have health education 
classes available. For example, the Ravenswood Fam-
ily Health Center utilizes Stanford Chronic Disease 
Self Management classes in English and Spanish. Dis-
ease management services are provided through group 
visits with provider teams at the ICC and some other 
clinics. Services are provided via individual in-person 
and telephone communications across the system. 
 
 

Quality of Care 
 
The county uses HEDIS (Healthcare Effectiveness 
Data and Information Set) to measure the quality of 
care, using claims data analysis and chart review meth-
ods.  The SMMC has developed measurable quality of 
care goals for providers at the ICC and some other 
clinics.  For instance, for diabetic patients the follow-
ing performance measures have been developed:     
 
 60% of patients will have hemoglobin A1c less 

than 7.0.  
 60% of patients will have blood pressure less than 

130/80. 
 80% of patients will have LDL cholesterol less 

than 100. 
 80% of patients will be given Pneumovax. 
 80% of patients will get a yearly retinal screening. 
 80% of patients will have a yearly foot exam. 
 80% of patients will have a yearly mammogram.  
  
The Ravenswood Family Health Center also uses 
Health Resources and Services Administration (HRSA) 
diabetes collaborative measures, Accelerating Quality 
Improvement through Collaboration (AQIC) measures, 
Preventing Heart Attacks and Stroke Everyday 
(PHASE  program for Kaiser members) measures, Uni-
form Data System (UDS) measures, and Optimizing 
Primary Care Delivery measures.  
 
Summary information on performance of providers in 
delivery of preventative care and other utilization data 
is shared systemwide, although the data do not identify 
performance of individual providers at this time. 
Tracking individual provider performance will be pos-
sible after the implementation of the new Ambulatory 
Electronic Medical Record (AEMR).  
 
Patient satisfaction surveys are conducted across the 
clinic system and include surveys of ACE patients.  
Results are shared with providers at regular meetings 
when they become available. Complaints are moni-
tored by the SMMC, and are shared with clinic      
managers and the chief medical officer.  
 



The results of reviews are shared in regular meetings 
between the chief medical officer and clinic medical 
directors and managers. Clinics and providers are    
informed of their performance on these measures via 
written reports by email and the Web. Guidelines are 
disseminated to providers via email, online and in per-
son. Decision support software, including Up-to-Date 
and Epocrates, are available to providers systemwide.  
There is direct oversight of providers by peer or medi-
cal directors on the use of evidence-based guidelines. 
 
ACE uses One-e-App for enrollment and tracking of 
chronic conditions. Lifetime clinical records and dis-
ease registries are available systemwide. Diabetes,   
hypertension and immunization registries are available 
across the system. Within the ICC, Fair Oaks, Willow 
and Ravenswood, most providers utilize registries. 
However, outside these clinics, not all providers utilize 
available registries. Ravenswood also has additional 
registries including, congestive heart failure, hyperten-
sion, hyperlipidemia and asthma.  
 
The county has initiated the implementation of Ambu-
latory Electronic Medical Records.  Initial roll-out  
occurred in April 2009 at ICC and the Obstetrics/
Gynecology clinic and full implementation is expected 
by September 2009. AEMR offers an integrated  
diabetes registry, physician referrals, and care coordi-
nation tools. It is jointly used for ACE and other 
County programs.  
 
Currently e-referral and e-prescribing are only avail-
able to clinics where the AEMR has been imple-
mented. It is expected that by September of 2009 all 
clinics will have this capability. 
 
Access to Care 
 
The ICC has implemented a program called Advanced 
Access with the goal of having 50% of patients calling 
for an appointment to be seen that day.  The clinic also 
aims to have all patients receive a response from a  
defined health care team by the end of the day if they 
call. The clinic will also decrease the no-show rate to 
less than 20% and decrease ER visits by 20% for pan-

eled patients. Open access in the form of same or next 
day appointments for non-urgent care is also available 
at some other ACE clinics. Walk-in capability is avail-
able at some clinics. Urgent care and extended hours 
are available at all SMMC clinics. The county has a 
24/7 nurse advice line operated by Health Plan of San 
Mateo that is available systemwide.  Patients can leave 
messages for providers through the clinic staff at ICC 
and some clinics. Other modes of communication  
with the primary care physician are not available. 
 
Provider Payment 
 
All primary care providers are employees of the medi-
cal center.  
 
The Fair Oaks and Willow clinics receive global fee 
for service. The Ravenswood Family Health Clinic is 
reimbursed with FQHC rates, and receives global fees 
and fee-for-service payment. There are enhanced pay-
ment rates for some contracted specialists and payment 
rates are coordinated on a case-by-case basis.  
 
There are incentives being used for some primary care 
providers and some contracted specialists. For exam-
ple, HPSM has quality indicators for diabetic patients 
such as incentive payments for performing eye exams. 
 
Future Plans  
 
 The program is working to standardize clinic-level 

data across SMMC/RFHC to understand cycle 
time, wait times for primary care, and patient     
satisfaction. 

 
 The program has also been developing a strategic 

plan to address the following challenges with     
implementing the Innovative Care Clinic as the 
ideal model: 

 
 Staff acceptance/capacity for change 
 Magnitude of data collection 
 Development of teams and work flow 
 Project evaluation 
 Time requirement for training staff 



 
 San Mateo County received a grant from the Safety 

Net Institute (SNI) to develop and implement        
e-prescribing at the Daly City Clinic and the Main 
Campus Primary Care Clinic which will be incor-
porated in the electronic medical record. 


