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

Santa Clara County has an integrated health care deliv-
ery system. Historically the system offered a traditional 
safety-net network for the uninsured as episodic and 
emergency care through the Santa Clara Valley Medi-
cal Center’s (SCVMC) charity care program, Ability to 
Pay Determination (APD). With the implementation of 
the Health Care Coverage Initiative (HCCI) program, 
known as Valley Care, uninsured low-income adults 
now receive care from a network of Santa Clara 
County and SVCMC, working in partnership with the 
Santa Clara Family Health Plan. 
 
Personal Physician 
 
There are 27 medical homes for the Valley Care pro-
gram in Santa Clara County. For county owned and 
operated clinics and two privately-contracted physi-
cians, patients are assigned to a specific physician pro-
vider; for community clinics, patients are assigned to a 
clinic site and then the clinic assigns them to a specific 
physician provider. Patients who were seeing SCVMC 
providers are assigned to that provider if there have 
been previous encounters over the last three years. The 
county is able to verify whether this assignment occurs 
through encounter data. 
  
To qualify as a medical home under CI, clinics must 
have primary care providers available to accept assign-
ment of enrollees, be part of the traditional safety-net 
network, and meet all of the contract requirements of 
the county and the county-managed care organization 
for quality, encounter data reporting and provider    
credentialing. 
 
Enrollment applications are taken online, and a data-
base is used to identify eligible enrollees and con-
tracted providers to pay claims. Enrollment staff edu-
cates patients about the use of the medical home and its 
services. If patients go to a medical home other than 
the one assigned, attempts will be made to redirect 

them to the correct medical home site and physician. 
Patients may see other providers in the system but 
should continue to receive all routine primary care at 
the site where their provider is located.  
 
Physician-Based Team-Directed Approach 
 
Clinics are staffed with physicians, nurses and/or office 
staff. Clinics vary from large organizations with multi-
ple primary care providers ─ with all ancillary services 
onsite ─ to small provider offices with a small support 
staff. Case and disease management staff are part of 
the Santa Clara Valley Health and Hospital System 
network. However, certain clinics may have their own 
chronic care model based on a coordinated care man-
agement program. Disease or case management staff 
are located at large clinic sites and smaller sites use 
centralized services through the SCVMC. 
 
Teams communicate with each other and the physician 
leader through several methods, including regular 
meetings with clinic medical directors, staff and CI 
program staff. Methods of communication include 
weekly in-person meetings with centralized program 
staff, bi-weekly meetings with clinic administration, 
and electronic and hardcopy communications through-
out the network.  
 
Whole Person Orientation and Care Coordination/
Integration 
 
The medical home arranges for referrals, follow up and 
other care. The primary care provider receives the    
results of visits to specialists, emergency room visits, 



and inpatient stays after referral or use of various     
services. Follow-up methods range from telephonic 
conversations post follow up to notes in the electronic 
referral system.  
 
The program provides primary and chronic care for 
specific conditions. There is a diabetes center, an 
asthma management program, and enrollees are moni-
tored for hypertension. Adult obesity and chronic pain 
management are also targeted. 
 
The case management staff assists with the referral 
process for enrollees with chronic conditions to disease 
management. Disease management staffing includes 
nurses and registered dieticians. Nurse care managers 
conduct individual assessments and provide health 
education during initial enrollment via telephone.    
Services include counseling and ongoing assessments. 
Enrollees receive a physical and their complete history 
is obtained. Higher severity enrollees are identified and 
assigned to a nurse who will work with the assigned 
physician to provide care management. High utilizers 
are also identified and managed through case and     
disease management and other approaches. 
 
The staff communicates with providers through in-
person meetings and electronic communication.  The 
County Health and Hospital System network is linked 
by several encrypted referral, appointment and data 
systems where communications occur. Staff at the 
clinic sites have their own team meetings, and the    
administrative teams (physicians and managers) meet 
on a regular basis in a central location. 
 
Self-Management Support for Chronic Conditions 
 
Enrollees identified as having a chronic condition    
receive telephone care management, which includes 
health assessments and information/education. Health 
education classes are also available for diabetes man-
agement. Numerous other classes that address lifestyle 
modification are also available. Health education utili-
zation depends on the clinic and the provider. Many 
classes such as smoking cessation, prenatal care, breast 
feeding and parenting are centralized, but some are  
decentralized such as the diabetes prevention program 
run by the Indian Health Center. Educational materials 
are available at clinics for patient self-management, 

and resources such as nutrition guides or disease   
guidelines are also utilized to improve patient self- 
care. Disease and case managers meet with patients   
in-person or by telephone.  
 
Quality Improvement 
 
Quality improvement methods are currently focused   
on increasing utilization of appropriate services to im-
prove the health status of HCCI enrollees. Utilization 
patterns are monitored and presented to the primary 
care leadership on a regular basis. The county utilizes 
claims/encounter data analysis for physician perform-
ance review. Patient satisfaction surveys are conducted 
with enrollees and the results are shared with provid-
ers. A satisfaction survey of the HCCI enrollees has 
been conducted and a subsequent survey is under    
consideration. The county also reviews complaints and 
shares feedback with providers during issue resolution. 
 
Providers have online access to Santa Clara Valley 
Health and Hospital System (SCVHHS) evidence-based 
practice guidelines. The county has also hired a physi-
cian to review/update chronic care policies and practice 
guidelines. Providers also have access to two clinical 
decision support software programs called InterQual 
Clinical Guidelines and Milliman Care Guidelines, and 
there is direct oversight of providers to adhere to these 
guidelines. There is a diabetes registry to track patients 
and it is currently accessible to some providers.   
 
The Lifetime Clinical Record and the claims adjudica-
tion systems provide patient information such as diag-
nostic test results, hospitalization records and services 
utilized by each patient, as well as patient demographic 
information to some providers within the system. An 
electronic medical record (EMR) system is being     
developed. A new specialty center opened in January 
2009. The e-referral system (Access Express) allows 
all providers to have access to specialty utilization 
data. An e-prescribing system is planned as part of the 
EMR implementation. 
 
Access to Care 
 
Walk-in, extended hours, urgent care and open access 
scheduling for primary care is also available at some 
clinics. There is a dedicated 24/7 nurse advice line,  



extended hours and urgent care services. Patients can 
communicate with providers by leaving messages with 
staff. 
 
Provider Payment 
 
Primary care providers are paid a global fee at the 
Medicare fee-for-service rates. Incentives are not used 
for primary care. Specialists are on staff and do not  
receive enhanced payments. 
 
Future Plans 
 
Specific plans include:  
 
 To continue implementation of full electronic 

medical records. 
 To implement a contract with a large independent 

practice association (IPA) to accommodate       
demand and increase network access for patients. 
The IPA has approximately 100 adult primary care 
physicians.  

 To continue development of programs to improve 
the health status of this population. 


