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INTRODUCTION

National health reform has renewed attention and focus to supporting innovation in the health care 
delivery system. Health plans, health care organizations, and providers are rapidly shifting from 
“usual care” to new solutions to meet the reform challenge, including implementing person-

centered health homes (PCHH) as called for under the Patient Protection and Affordable Care Act 
(ACA). This transformation of the health care delivery system and clinical practices requires complex 
redesign to achieve health reform’s Triple Aim1 of improved population health outcomes, enhanced 
patient experience, and lowered overall costs of care.  When fully implemented in January 2014, the 
ACA also expanded health care coverage to a broader population, including people with complex, 
��}��V�ÃÌ��i>�Ì��V>Ài��ii`Ã]�Ü���V>��Li�iwÌ�vÀ�����«À�Ûi`�V>Ài�V��À`��>Ì����>�`�V��«Ài�i�Ã�Ûi�V>Ãi�
management.   

In 2011, the Center for Care Innovations (CCI), in partnership with The California Endowment, launched 
the Health Home Innovation Fund (HHIF) to support partnerships among safety net organizations to build 
patient-centered, integrated systems of care, and explore payment reform options to incentivize and 
sustain health home implementation. At the core of the HHIF initiative was the vision and expectation 
for increased collaboration across safety net providers and long-term systems change to improve the 
health care delivery system for safety net populations.

1 The Triple Aim is a framework developed by the Institute for Healthcare Improvement that describes an approach for optimizing the 
health care system. www.ihi.org
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Health Home Innovation Fund Goal

T�i�«ÕÀ«�Ãi��v�Ì�i������Ü>Ã�Ì��«À�Û�`i�yiÝ�L�i�vÕ�`��}�>�`�ÌiV���V>��>ÃÃ�ÃÌ>�Vi�Ì��LÕ��`�V>«>V�ÌÞ�
across the safety net, with the goal of improving the health of underserved communities, providing 
better care to individuals and their families, and lowering the cost of care. The HHIF funded multi-

stakeholder collaboratives to improve care coordination and integration among safety net institutions 
and providers to better serve patients, particularly those with complex needs, in the rapidly evolving 
health care marketplace. These collaboratives involved a range of stakeholders, including regional clinic 
consortia, health plans, community health centers, hospitals, and other community-based organizations.  

The Initiative supported eight regional collaboratives across California with two-year $500,000 
grants to facilitate health home transformation. In addition, $200,000 grants were awarded to two 
V���>L�À>Ì�ÛiÃ� Ì�>Ì� v�VÕÃi`� ��� Ã«iV�wV� �i>�Ì�� ���i�
policy-related projects. Over the course of the Initiative, 
the collaboratives supported clinics in transforming 
clinical practices, improving care transitions and access 
across multiple providers and organizations through 
care/case management and health navigation models, 
and achieving PCMH recognition.2

2 PCMH recognition is the most widely used way to transform primary care practices into health homes.  PCMH recognized practices 
>Ài�Üi���«�Ã�Ì���i`�Ì��>VViÃÃ�w�>�V�>����Vi�Ì�ÛiÃ�vÀ����i>�Ì��«�>�Ã]�>�`�vi`iÀ>��>�`�ÃÌ>Ìi�Ã«��Ã�Ài`�«���Ì�«À�}À>�Ã°�,iV�}��âi`��i>�Ì��
homes offer value to patients and payers because they can demonstrate capacity to meet nationally recognized standards for care 
quality.  www.ncqa.org

The HHIF supported:

 � Clinic Level Transformation

 � Improvements in Care 
Transitions through Complex 
Care Management

 � PCMH Recognition
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HHIF Grantee Collaboratives

The Health Home Innovation Fund supported 10 geographically diverse collaboratives to facilitate 
health home transformation (Table 1). The strategies and activities to transform systems of care 
varied by collaborative, as did the lead organizations, existing infrastructure and capacity, target 

populations, constellation of partners and number of participating clinics. 

A total of 57 clinics participated across the eight fully funded collaboratives. HHIF clinic partners ranged 
from very small clinics that see fewer than 150 patients annually, to large, multi-site clinic systems with over 
100,000 patients seen each year. In addition to the 57 clinic partners, the HHIF collaboratives included 
eight health plans, nine hospitals, multiple academic institutions, community-based organizations and 
county departments of public health and social services. (see map, next page)

Health Plan Lead Clinic Consortium Lead Other Lead*
 � Inland Empire Health 

Plan (IEHP)

 � Health Plan of San 
Joaquin (HPSJ)

 � Coalition of Orange County Community 
Clinics (COCCC)

 � North Coast Clinic Network (NCCN)

 � San Diego Community Clinics Health 
Network (CCHN)

 � San Francisco Clinic Consortium (SFCC)

 � Health Alliance of Northern CA (HANC)

 � Health Improvement Partnership of 
Santa Cruz and Central CA Alliance for 
Health (HIP/CCAH)

 � Redwood Community Health Coalition 
and Partnership Health Plan (RCHC/
PHP)

 � CA School Based Health Centers 
Association (CSBHCA)

6CDNG����5VTWEVWTG�QH�**+(�%QNNCDQTCVKXGU

* Entity involving health plan and consortium, or public/private member coalition 
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* These eight HHIF Collaborative Projects are fully funded. 

1. Coalition of Orange County Community Clinics
2. Health Improvement Partnership of Santa Cruz & Central CA Alliance 

for Health
3. Health Plan of San Joaquin
4. Inland Empire Health Plan
5. North Coast Clinic Network
6. Redwood Community Health Coalition & Partnership Health Plan
7. San Diego Community Clinics Health Network
8. San Francisco Community Clinic Consortium

6JG�**+(�%QNNCDQTCVKXG�2TQLGEVU��KPENWFG�

6CTIGVGF�2QNKE[�2TQLGEVU�
A. Health Alliance of Northern California (HANC)
B. California School Health Centers Association
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Evaluation Approach

Key Evaluation Findings

The HHIF evaluation used a mixed method, participatory approach to examine key questions 
concerning the implementation experiences and outcomes achieved across the funded 
collaboratives and participating clinics. Through collaboration and input from the funder and 

grantees, the evaluation aimed to document key learnings about the practice and systems transformation 
process involved in health home implementation.

The evaluation used a range of data sources and data collection strategies, including: 

 � Monthly check in calls throughout the grant period with grantees to document implementation 
progress and accomplishments

 � Technical assistance check in calls to support quality improvement data tracking

 � Site visits, during which the evaluators met with lead agency staff, clinic staff, and collaborative 
partners

 � Quarterly Quality Improvement reports submitted by the grantees to CCI

 � Web-based surveys of lead agencies, clinics, and collaborative partners to collect data on 
implementation progress, systems change, and outcomes

 � Local evaluation and grantee progress reports

�iÞ�iÛ>�Õ>Ì����w�`��}Ã�>Ài�«ÀiÃi�Ìi`����Ì�i�v����Ü��}�wÛi�ÃiVÌ���Ã\

��� Role of Clinic Consortia and Health Plans in Facilitating PCHH 
Transformation

��� Fostering Strong Cross-Sector Partnerships & Collaboration

��� Grantee Accomplishments & Outcomes

��� Barriers & Facilitators to Practice and System Transformation

��� Summary of Accomplishments and Lessons Learned
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1. Role of Clinic Consortia and Health Plans in 
    Facilitating PCHH Transformation 

“Our health plan partner provided excellent leadership in terms of providing 
tailored support, communicating regularly and frequently, and remaining 
ƃGZKDNG�CPF�UWRRQTVKXG�QH�EJCPIKPI�PGGFU�QH�VJG�ENKPKE�UKVGU�q��

           - Clinic Partner

Practice transformation efforts are supported and motivated by the expectations under health reform, 
incentives connected to NCQA recognition, and meeting the goals of the Triple Aim. As lead 
grantee agencies for the HHIF, clinic consortia and health plans played a critical role in supporting 

and facilitating practice changes at the clinic and cross-system levels. Health plans and clinic consortia 
are in an ideal position to share best practices and lessons learned related to PCHH transformation 
across member clinics through existing learning networks and quality improvement efforts. Consortia 
and health plans support both clinical and operational transformation in the following ways: 

 � Sponsoring provider trainings on various PCMH components 

 � Developing agreed upon models and protocols for PCMH implementation across multiple clinics in 
the network or county

 � Developing standardized job descriptions and model components of case management or patient 
navigation programs

 � Enhancing (in come cases centralizing) referral and care coordination systems across partner 
�À}>��â>Ì���Ã]���V�Õ`��}�ÃÌÀi>������}�Li�iwÌÃ�i�À����i�Ì]�>««���Ì�i�Ì�V��À`��>Ì����>�`�V���iVÌ���Ã�

to social services for complex patients

 � Developing resources to facilitate PCMH recognition 
across the network of clinics (e.g., primary care “tool-
kit,” organizational assessments, assistance with NCQA 
recognition applications)

 � Leveraging multiple grants and initiatives to provide 
training and technical assistance to providers to increase 
skills and capacity

As the payer, health plans are in a unique position to support and incentivize practice changes 
YKVJKP�ENKPKEU�CPF�QVJGT�RTQXKFGTU�KP�VJGKT�PGVYQTM��-«iV�wV>��Þ]��i>�Ì��«�>�Ã�V>�\

 � Provide additional funding to support clinic strategies for practice transformation, case management 
and care coordination 

 � "vviÀ� V����VÃ� w�>�V�>�� ��Vi�Ì�ÛiÃ� Ì�À�Õ}��º«>Þ� v�À�«iÀv�À�>�Vi»�µÕ>��ÌÞ� ��«À�Ûi�i�Ì�ivv�ÀÌÃ� >�`�
PCMH recognition

 � Share utilization and cost data with clinic partners to assess the return on investment of PCMH 
interventions

 � Catalyze changes across their network such as discharge coordination processes and communication 
protocols between hospitals and safety net clinics

Clinic consortia and health plans 
played a critical role in supporting 
and facilitating practice changes at 
the clinic and cross-system levels. 
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PTCEVKEG�VTCPUHQTOCVKQP�CPF� KORNGOGPVCVKQP�QH�EQORNGZ�ECTG�OCPCIGOGPV�RTQITCOU�CV�VJG�
clinic level was greatly accelerated by the cross-sector partnerships, which provided greater 
CEEGUU� VQ�PGGFGF� TGUQWTEGU�� GZRGTVKUG�� CPF�FCVC� A community approach to creating health 

homes requires involvement of multiple cross-sector stakeholders, such as health plans, hospitals, 
community clinic consortia, primary care clinics, and other safety net providers, to create coordinated 
systems that support person-centered care. HHIF 
partners worked collectively to address issues 
related to ACA implementation and develop 
strategies to meet the needs of their communities 
– emphasizing a spirit of collaboration over 
competition. 

Overall, clinic partners and lead agencies felt 
the collaborative approach worked well and 
provided increased opportunities for connection, 
joint activities and sharing best practices.  Most 
expressed an interest in leveraging this experience 
to bring in additional partners (hospitals, other clinics, community agencies) to broaden the work and 
ÀiÃ�ÕÀViÃ� >Û>��>L�i� Ì�� Ì�i�«�«Õ�>Ì���Ã� ÃiÀÛi`°� ��� Ì�i� w�>������� ÃÕÀÛiÞ]� }À>�ÌiiÃ� À>Ìi`� Ì�i�À� �ÛiÀ>���
experience participating in the HHIF collaborative and how well the partners worked together to carry 
out activities and connect multiple services, programs or systems. (See graphs below)

2. Fostering Strong Cross-Sector Partnerships
    and Collaboration

p#U�C�TGUWNV�QH�VJG�**+(�EQNNCDQTCVKXG��ENKPKEU�CTG�OWEJ�OQTG�NKMGN[�VQ�TGCEJ�QWV�
FKTGEVN[�VQ�VJG�JGCNVJ�RNCP�QT�EQOOWPKV[�DCUGF�QTICPK\CVKQPU�HQT�TGUQWTEGU��
6JKU�YQTM��CPF�RTKOCT[�ECTG�VTCPUHQTOCVKQP�FGOCPFU�QWVTGCEJ�YKVJ�RCTVPGTU��
CPF�VJG�YQTM�QH�VJKU�EQNNCDQTCVKXG�HWGNGF�ENKPKE�UGNH�EQPƂFGPEG�KP�EQPFWEVKPI�
QWVTGCEJ�CPF�PGVYQTMKPI�VQ�KORTQXG�RCVKGPV�ECTG�CPF�UGTXKEGU�q�� �

                - Clinic Consortia Representative

HHIF partners worked collectively 
to address issues related to ACA 
implementation and develop strategies 
to meet the needs of their communities 
– emphasizing a spirit of collaboration 
over competition. 

1XGTCNN�5CVKUHCEVKQP�YKVJ�**+(�%QNNCDQTCVKXG�'ZRGTKGPEG�
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��«�iÌi�Þ�->ÌÃ�wi` ��ÃÌ�Þ�->Ì�Ãwi` -��iÜ�>Ì�->ÌÃ�wi`  �Ì�>Ì�Ƃ���->ÌÃ�wi`

Clinics

Lead 
Agencies

12.5%

29%

87.5%

9%
0% 0% 0%

62%



 10    Safety Net Partners Working Together to Create Person Centered Homes  

When engaging in cross-sector work, it is important to have a strong leader that is skilled at 
acknowledging the presence of independent organizational agendas and diverse stakeholder interests, 
Ü���i��>��Ì>����}�>�Õ��wi`�Û�Ã����v�À�Ì�i�LÀ�>`iÀ�V���Õ��ÌÞ°�
��Ã�ÀÌ�>]��i>�Ì��«�>��>�`�V����V�«>ÀÌ�iÀÃ�
��Û��Ûi`����Ì�i���������Ì�>Ì�Ûi��`i�Ì�wi`�ÃiÛiÀ>���iÞ�v>VÌ�ÀÃ�>ÃÃ�V�>Ìi`�Ü�Ì��ivviVÌ�Ûi��i>`iÀÃ��«�>�`�>�
strong collaborative partnership, including:

 � Buy-in from all partners on shared vision and goals

 � Bring all parties together early and often to maintain continuity of the work and establish an 
identity of each organization working together as part of a larger effort

 � 
�i>À�Þ�`iw�i�À��iÃ]�iÝ«iVÌ>Ì���Ã]�ÀiÃ«��Ã�L���Ì�iÃ

 � Open and honest communication where 
all ideas are welcome

 � 
vwV�i�Ì�ÕÃi��v�Ì��i�>�`�ÀiÃ�ÕÀViÃ�>VÀ�ÃÃ�
the partner organizations

 � Establishing trust and responsibility across 
partners for developing solutions and 
taking action

 � Flexibility with changing needs across 
partner organizations and policy changes 
under health reform

 � Lead agency working with partners to advocate and apply for continued funding

How well the partners worked together as a collaborative to carry out 
CEVKXKVKGU�CPF�EQPPGEV�OWNVKRNG�UGTXKEGU��RTQITCOU�QT�U[UVGOU�

p2CTVKEKRCVKPI�KP�VJG�**+(�EQNNCDQTCVKXG�
OQXGF�QWT�2%/*�UVTCVGIKE�QDLGEVKXG�HTQO�
VJG�FTCYKPI�DQCTF�VQ�RTCEVKECN�CRRNKECVKQP�
CPF�JCU�TGUWNVGF�KP�UWUVCKPCDNG�RTCEVKEG�
management changes that will extend 
DG[QPF�VJG�FGOQPUVTCVKQP�RGTKQF�q�

                - Health Center

(CEKNKVCVQTU�QH�UVTQPI�NGCFGTUJKR�CPF�EQNNCDQTCVKXG�RCTVPGTUJKR�

100%

50%

0%

Extremely Well Very Well Somewhat Well Not So Well

Clinics

Lead 
Agencies

0% 0%

50%
57%

Not Well At All

0%

50%
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3. Grantee Accomplishments and Outcomes

Through strong cross-sector partnerships, grantees worked to create health care delivery systems 
that support person-centered care. Grantee collaboratives made accomplishments in the following 
strategic areas to support health home transformation: 

 � Implementing core PCHH components at a clinic level 

 � Cross-system care coordination and case management for complex patients

 � Implementing or enhancing health IT, sharing data and building capacity to demonstrate 
outcomes

%NKPKECN�NGXGN�RTCEVKEG�EJCPIGU�VQ�CEJKGXG�EQTG�2%**�EQORQPGPVU� HHIF grantees and participating 
clinics engaged in a variety of activities to achieve health home transformation and ultimately build 
capacity to meet the requirements for PCMH3 recognition from an accrediting body.4 Grantees utilized 
resources such as external consultants,5 practice coaches, and trainings for providers to facilitate changes 
in clinical and operational practice.  

Key implementation activities included: 

Patient Empanelment\� 
�«>�i��i�Ì]��À� Ì�i�>ÃÃ�}��i�Ì��v�«>Ì�i�ÌÃ� Ì�� Ã«iV�wV�«À�Û�`iÀÃ��À� >� V>Ài�
team, is a foundational element to PCHH and enables population management by changing practice 
responsibility from the care of individual patients to proactive and planned care for a population of 
patients.

6GCO�$CUGF�%CTG��Team-based care is an approach for delivering patient-centered, coordinated care 
to panels of patients where clinicians work with a small group of medical assistants (MAs) who have 
i��>�Vi`� ÀiÃ«��Ã�L���Ì�iÃ� >�`� V�i>À�Þ� `iw�i`� À��iÃ� v�À� «>Ì�i�Ì� V>Ài°6� -«iV�wV� «>Ì�i�Ì� V>Ài� Ì>Ã�Ã� >Ài�
assigned to the team members with the most appropriate training to perform them well. 

2CPGN�/CPCIGOGPV� Panel management is the use of panel data to promote proactive population-
based care and performance improvement processes.  It is a critical component in improving access to 
care and conducting proactive outreach to engage patients who need to come in for care.

3. The term PCMH (Patient Center Medical Home) is used in this report when referring to recognition from a national accrediting body. 
Ƃ����Ì�iÀ�ÀiviÀi�ViÃ�>Ài�Ì��*
���­*iÀÃ���
i�ÌiÀi`��i>�Ì�����i®]�Ü��V���Ã�>�LÀ�>`iÀ�ÌiÀ��ÀiyiVÌ��}�>��i�«�>Ã�Ã����Ì�i�Ü���i��i>�Ì��
needs of the individual, and aligns with the intent to the HHIF initiative.

4. Clinics involved in HHIF sought PCMH recognition from various accreditation bodies including the National Committee for Quality 
Assurance (NQCA), Accreditation Association for Ambulatory Care (AAAHC) and the Joint Commission on Accreditation of Health Care 
Organizations (JCAHO).

5. Grantees contracted with state and national experts, including Health Team Works, Qualis, UCSF Center for Excellence in Primary 
Care, Stanford Patient Self-Management Programs, Coleman and Associates, and CPCA PCHH Practice Transformation coaches.

6. Safety Net Medical Home Initiative- Elevating the Role of the Medical/Clinical Assistant: Maximizing Team-Based Care in the Patient-
Centered Medical Home. August 2011.
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7UG�QH�&CVC���6GEJPQNQI[�HQT�3WCNKV[� +ORTQXGOGPV� Quality Improvement (QI) strategies rely on 
routine data collection and performance measurement to identify areas for improvement and change.  
Electronic health record systems (EHR) and registries, are essential components of health homes, 
supporting service delivery, care coordination, quality improvement, outcome tracking and cost analyses.  

2&5#�%[ENGU� /�i�*�-Ƃ�VÞV�i��Ã�>�ÃV�i�Ì�wV��iÌ��`�ÕÃi`�v�À�>VÌ�����À�i�Ìi`��i>À���}°���«�i�i�Ì��}�
*�-Ƃ�VÞV�iÃ��Ã�>��Ì�iÀ�ÃÌÀ>Ìi}Þ�Ì����«À�Ûi�V����V��«iÀ>Ì���Ã]�Ü�À�y�Ü�>�`�V>Ài�µÕ>��ÌÞ°���«�i�i�Ì��}�
rapid-cycle, “small tests” and applying lessons learned helped clinics implement longer-term change 
strategies.

2CVKGPV�%GPVGTGFPGUU� Patient-centered care is at the heart of the PCHH model of care delivery. Patient-
centered interactions are characterized by an increase in patients’ involvement in decision-making, care, 
and self-management.7  Self-management education and support increases patients’ problem-solving 
Ã����Ã�>�`�V��w`i�Vi�����>�>}��}�Ì�i�À��i>�Ì��«À�L�i�Ã°�8 Patient-centeredness also elevates a focus on 
the patient experience, a key component of the Triple Aim.

Clinic Level Outcomes
ƂÃ�Ã��Ü�����/>L�i�Ó]��ÛiÀ�Ì�i�V�ÕÀÃi��v�Ì�i����Ì�>Ì�Ûi]�Ì�i�xÇ�V����VÃ��>`i�Ã�}��wV>�Ì�«À�}ÀiÃÃ����«À>VÌ�Vi�
transformation by implementing key components of the PCHH.  

7. Wagner EH, Coleman K, Reid RJ, Phillips K & Sugarman JR. Guiding Transformation: How Medical Practices can become Patient-
Centered Medical Homes. The Commonwealth Fund, New York. Feb 2012.

8. Bodenheimer T, Lorig K, Holman H & Grumbach K. Patient Self-Management of Chronic Disease in Primary Care. JAMA Nov 2002, 
288(19):2469-2475.

6CDNG����+ORNGOGPVCVKQP�2TQITGUU�D[�%NKPKEU�QP�%QTG�2%**�%QORQPGPVU�
(n=57 clinics)

PCHH Component Clinic Activities ��QH�
Clinics

Pre-HHIF

��QH�
Clinics 

Post-HHIF
Empanelment Empanelled at least a sub-set of patient population 50% 91%

Empanelled all patients 58%

Team-Based Care Use care teams 42% 84%

Use huddles routinely 35% 79%

Panel Management Use panel management 23% 58%

Use of Data/Technology for 
Quality Improvement (QI)

Develop and use QI plans 56% 81%

Conduct PDSA cycles as part of QI work 49% 79%

Patient-Centeredness Involved patients in PCHH transformation activities 25% very 
involved

PCMH Recognition 0% 40%
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Patient Empanelment
0GCTN[� CNN� 
����� RCTVKEKRCVKPI� ENKPKEU� GORCPGNNGF� RCVKGPVU� D[� VJG� GPF� QH� VJG� HWPFKPI� RGTKQF�� 
Empanelment is fundamental to practice transformation and PCHH consultants recommend this as an 
important starting point for health home implementation.  

Team-Based Care
6JG�RGTEGPVCIG�QH�ENKPKEU�WUKPI�VGCO�DCUGF�ECTG�FQWDNGF�HTQO�����VQ�����D[�VJG�GPF�QH�VJG�ITCPV�
RGTKQF���Across the HHIF clinic sites, physicians embraced the strengths of a team-based care model. 
They recognize that inter-professional teams embedded in primary care are more effective in addressing 
the needs of complex patients. Furthermore, team-based care is positively correlated to provider 
satisfaction.9  Team composition varied across clinics; however, most clinic teams were comprised of a 
primary care provider, RN, medical assistant, and front desk staff.  Some clinics implemented dedicated 
“teamlets”, where primary care providers work consistently with the same medical assistant each shift. 
To meet the needs of complex patients, other providers on the team can include a behavioral health 
«À�Û�`iÀ]��i>�Ì��i`ÕV>Ì�À]�Ài}�ÃÌiÀi`�`�iÌ�V�>���ÕÌÀ�Ì����ÃÌ]�>�`�Li�iwÌÃ�i�À����i�Ì�Ã«iV�>��ÃÌ°

Panel Management
6JG�RGTEGPVCIG�QH�ENKPKEU�WUKPI�RCPGN�OCPCIGOGPV�KPETGCUGF�UKIPKƂECPVN[�HTQO�����VQ�����QXGT�
the grant period, although the robustness of this practice varies widely and tends to be incremental 
����>ÌÕÀi°���À>�ÌiiÃ�Ìi�`�Ì��ÃÌ>ÀÌ�Ü�Ì��>�ÃÕL�ÃiÌ��v�«>Ì�i�ÌÃ�­i°}°]�V��`�Ì�����À�«>ÞiÀ�Ã«iV�wV®�«À��À�Ì��
managing or conducing outreach for the entire clinic population. Most common conditions and patient 
populations targeted for ongoing panel management:

Panel management duties expanded and elevated the role of the Medical Assistant and improved 
�i>�Ì�� ���i� Ìi>�� VÕ�ÌÕÀi°� Ƃ� Ã�}��wV>�Ì� �ÕÌV��i� �v� ��«�i�i�Ì��}� «>�i�� �>�>}i�i�Ì� V������Þ�
reported across the clinics is the elevated and expanded role of the medical assistant (MA). Clinics 
reported a positive culture shift as MAs 
accepted greater responsibility for managing 
their panel of patients. Changes and 
additions to job responsibilities, such as panel 
management and patient outreach, enhanced 
job satisfaction and feelings of empowerment. 
Many MAs reported they felt they were an 
important member of the care team with a 
distinct role and opportunities for job growth, 
which had a positive effect on MA retention 
for some clinics. 

“All clinic sites across our system are 
collecting and entering diabetes data into 
the electronic registry, but not all clinic sites 
have taken the next step of managing and 
reaching out to patients based upon that 
registry data.”

              - Clinic Consortium

 � Diabetes
 � Cancer screens (Colorectal, mammograms, 

cervical)
 � Hypertension

 � Asthma
 � Depression
 � Obesity

��°�-ii���`�Û�`Õ>��}À>�Ìii�«À�w�iÃ����Ì�i�>««i�`�Ý�ÃÌ>vv�Ã>Ì�Ãv>VÌ����w�`��}Ã°�-«iV�wV>��Þ]����Ì�i�-�


�V���>L�À>Ì�Ûi]�iÛ>�Õ>Ì����w�`��}Ã�
from the Center for Excellence in Primary Care found a strong correlation between designated provider teams and improved satisfaction.
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3WCNKV[�+ORTQXGOGPV
6JG� RGTEGPVCIG� QH� ENKPKEU� WUKPI�3+� RNCPU�
KPETGCUGF����RGTEGPV�
HTQO�����VQ������ 
Through routine monitoring of QI data, 
some clinics were able to demonstrate 
V����V>�� ��«À�Ûi�i�ÌÃ� Ü�Ì�� Ã«iV�wV� «>Ì�i�Ì�
populations over the course of the grant. 
Other clinic sites may not have demonstrated 
��«À�Ûi�i�Ì� ��� Ã«iV�wV�+�� ��`�V>Ì�ÀÃ]� LÕÌ�
they did learn QI techniques and became 
more comfortable extracting data from their 
EHR for this purpose. Grantees reported 
Ì�>Ì�V���iVÌ��}�`>Ì>�>�`���ÌiÀ«ÀiÌ��}�w�`��}Ã�
was useful in raising awareness of the need 
to use data to guide clinical interventions. 
Recognizing there is an important link 
between staff satisfaction and patient 
experience of care, many grantees (68%) 
examined how clinic transformation activities 
affected provider and staff satisfaction as 
part of their QI efforts.

2&5#�%[ENGU
6JG�RGTEGPVCIG�QH�ENKPKEU�WUKPI�2&5#�E[ENGU�KPETGCUGF�HTQO�����VQ����� In an effort to improve 
>VViÃÃ�Ì��V>Ài]�VÀi>Ìi��À}>��â>Ì���>��ivwV�i�V�iÃ�>�`�i��>�Vi�V���Õ��V>Ì����>�`�V��À`��>Ì���]�V����VÃ�
tested a wide array of practice change activities. 

'ZCORNG�3+�+PFKECVQTU�EQNNGEVGF�D[�**+(�
)TCPVGGU�

 � Diabetes (A1c)

 � Blood Pressure 

 � Adult BMI

 � Tobacco use rates

 � Depression (PHQ-9)

 � Show rate

 � Flu vaccine rates

 � PCP Continuity

 � Provider satisfaction

 � 30 Day hospital 
readmissions 
(hospital transition 
program)

 � Cancer screening 
rates

 � Adolescent well-
care exams

 � Insurance status

 � Third next 
available 
appointment 
(Access measure)

 � Community 
Referrals  

 � Enabling services 
(transportation, 
food, housing 
assistance)

'ZCORNGU�QH�2&5#�%[ENGU�6GUVGF�D[�%NKPKEU�
Improve Access

 � Dedicated outreach efforts to improve childhood immunization and mammography screening rates

 � ,i`ÕVi����Ã��Ü�À>ÌiÃ�ÕÃ��}�vÀ��Ì�`iÃ��V�iÀ�Ã�Ì��V>���«>Ì�i�ÌÃ�>�`�V��wÀ��>««���Ì�i�ÌÃ

 � Implemented telephone visits and walk-in appointments 

 � Increased in-house lab work in-house to decrease the number of referrals for simple procedures

Improved Communication and Care Coordination
 � Obtained cervical cancer screening records from outside agencies for shared patients

 � Medication reconciliation and documentation in EHR 

 � ��«�i�i�Ìi`�y>}}��}�ÃÞÃÌi��Ì����«À�Ûi�V���Õ��V>Ì����>���}�«À�Û�`iÀÃ�>�`��i`�V>��>ÃÃ�ÃÌ>�ÌÃ�
about patients, which also reduced cycle time

 � Co-located appointment scheduler and advice line nurse to enable early consultation with patients 
and reducing the need for in-person appointments, in many cases
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2CVKGPV�%GPVGTGFPGUU���2CVKGPV�'ZRGTKGPEG�QH�%CTG
Although clinics expressed a commitment to demonstrate improvements in patient experience, 
RTQITGUU�QP�VJKU�MG[�2%**�EQORQPGPV�YCU� NKOKVGF��Many clinics expressed the need to stabilize 
operational changes before engaging patients for feedback on experience of care. Few clinics exceeded 
Ì�i��i`iÀ>��Þ�+Õ>��wi`��i>�Ì��
i�ÌiÀ�ÃÌ>�`>À`���Vi�ÃÕÀi�ÀiµÕ�Ài�i�ÌÃ�v�À�x£¯�V��ÃÕ�iÀ�Ài«ÀiÃi�Ì>Ì����
on their Board and conducting annual satisfaction 
surveys (e.g., Consumer and Group Consumer 
Assessment of Healthcare Provider and Systems). 
Some clinics with greater patient involvement 
established Consumer Advisory Boards, elicited 
patient feedback on quality initiatives through 
surveys or focus groups or used patient feedback to 
inform PDSAs. Four grantees, (HPSJ, NCCN, CCHN, 
>�`�
"


®�V��`ÕVÌi`�Ã«iV�wV]�«>Ì�i�Ì�Vi�ÌiÀi`�
activities aimed at increasing the level of patient 
involvement. Examples include:

 � Implementing the Stanford Patient Self-Management model

 � Including patients on clinic quality improvement teams

 � Developing web-based portals to increase patient access to health information, involvement in 
preventative services and self-management activities 

 � Conducting telephone interviews with patients about satisfaction with clinic PCMH activities and 
operational changes

 � Sharing direct patient quotes and feedback with clinic leadership

 � Vetting PCMH brochures and clinic educational materials with patients to ensure consistent and 
clear messaging around team-based care and new PCMH model of care 

p+V�KU�KORQTVCPV�VQ�MGGR�VJG�RCVKGPVoU�GPF�
IQCNU�KP�OKPF��9JGP�EQPUKFGTKPI�RTCEVKEG�
EJCPIG�CEVKXKVKGU�CPF�OCMKPI�FGEKUKQPU��
CFOKPKUVTCVQTU�PGGF�VQ�CUM�VJG�SWGUVKQP��
‘How does this advance patient-centered 
JGCNVJ�ECTG�KP�QWT�EQOOWPKV[!oq�

     – Clinic CEO

Recognizing that patient-centeredness involves more than a primary 
V>Ài�v�VÕÃ�Ü�Ì����>�V��w�i`�«�ÞÃ�V>��V����V�ÃiÌÌ��}]���i�V���>L�À>Ì�Ûi�
(NCCN) worked to integrate a wellness and prevention focus in the 
PCHH approach by promoting access to community gardens on-site at 
clinics, hosting nutrition classes, hosting mobile cancer screening events 
to reach rural areas and incorporating patient-centered principles into 
the architectural design of new clinic sites (e.g., indoor-outdoor waiting 
rooms, multi-use spaces for exercise, and cooking classes at the clinic).

)TCPVGG�*KIJNKIJV��0QTVJ�%QCUV�%NKPKE�0GVYQTM
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10. www.hrsa.gov

Levels

 � PCMH 1: Enhance Access and Continuity

 � PCMH 2: Identify and Manage Patient 
Populations

 � PCMH 3: Plan and Manage Care

 � PCMH 4: Provide Self-Care Support and 
Community Resources

 � PCMH 5: Track and Coordinate Care

 � PCMH 6: Measure and Improve 
Performance

0%3#�2%/*������5VCPFCTFU

p+VoU�KORQTVCPV�HQT�ENKPKEU�VQ�WPFGTUVCPF�VJG�
FKHHGTGPEG�DGVYGGP�EQPETGVG�TGSWKTGOGPVU�HQT�
PCMH recognition and what it really means for 
ENKPKE�QRGTCVKQPU�DGECWUG�VJG�VTCPUHQTOCVKQP�
RTQEGUU�EQUVU�VKOG�CPF�OQPG[���2TCEVKEG�EJCPIG�
JCU�VQ�DG�CDQWV�U[UVGO�CPF�EWNVWTG�EJCPIG��
PQV�LWUV�EJGEMKPI�DQZGU�QP�VJG�CRRNKECVKQP�HQT�
EGTVKƂECVKQP�q

              - Clinic CEO

0%3#�4GEQIPKVKQP
����QH� VJG� ENKPKEU� CRRNKGF� HQT�0%3#�2%/*� TGEQIPKVKQP� CPF�� QH� VJGUG�� ���� TGEGKXGF� CV� NGCUV�
C� .GXGN� �� TCVKPI� HTQO� 0%3#� D[� VJG� GPF� QH� VJG� ITCPV� Transforming clinical and operational 
practices within clinics to achieve PCMH recognition was an important priority of the collaboratives 
as they worked to build health homes in the 
eight communities. The Health Resources and 
Services Administration (HRSA) recommends 
that community health centers pursue Patient-
Centered Medical Home (PCMH) recognition 
in an effort to “demonstrate their leadership as 
providers of high-quality care.”10 NCQA’s PCMH 
recognition is currently the most widely adopted 
model for transforming primary care practices 
into medical homes, and involves a rigorous 
practice transformation, documentation and 
application process taking an average of 24 
months to complete. An additional three clinics 
applied for and received PCHH recognition from 
another accreditation source, such as JCAHO or 
AAAC.
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Cross System Care Coordination and Case Management 
for Complex Patients

A key component of the PCHH model,11 includes 
targeted efforts to address the needs of high 
risk, high cost patients. Individuals with complex, 

chronic conditions are a critical subset of the safety 
net population and require tailored interventions. No 
single system of care can address the range of needs 
of a complex population to achieve the desired goals 
of improving the health of the population and reducing 
overall costs of care. 

An important HHIF strategy is the cross-system 
collaborative approach that promoted the establish-ment of strong partnerships across the safety net. 
This collective approach to identify a shared target population and develop treatment interventions 
established a sense of collective accountability across the partners for meeting the Triple Aim goals.

As Table 3 shows, over the 
course of the Initiative, there 
ÜiÀi� Ã�}��wV>�Ì� V�>�}iÃ� ��� Ì�i�
number of clinics implementing 
care management, navigation, 
and self management supports, 
which are activities associated 
with more advanced PCHH 
practices to address the needs 
of complex populations. The 
number of clinics offering 
integrated behavioral health 
services also increased.

p9G�NGXGTCIGF�QWT�RCTVPGTUJKR�YKVJ�
JQURKVCNU��ENKPKEU�CPF�DGJCXKQTCN�JGCNVJ�
resources to enhance and ensure 
ECTG�EQQTFKPCVKQP�CETQUU�VJG�U[UVGOU��
$TKPIKPI�VJGUG�RCTVPGTU�VQ�VJG�VCDNG�
QP�C�TGIWNCT�DCUKU�YCU�DGPGƂEKCN�PQV�
only to the evolution of our HHIF care 
VTCPUKVKQPU�RTQITCO��DWV�VQ�VJG�UCHGV[�
PGV�U[UVGO�CU�C�YJQNG�q�����������������

          - HIP

11. Qualis Safety Net Patient Centered Medical Home Initiative (http://www.qualishealth.org/healthcare-professionals/safety-net-
medical-home-initiative).

Activity ��QH�%NKPKEU
Pre-HHIF

��QH�%NKPKEU�
Post-HHIF

Provide care management 32% 58%

Provide patient navigation services 19% 63%

Provide self-management support 56% 79%

Provide integrated behavioral health services 40% 63%

6CDNG����%CUG�

%CTG� %QQTFKPCVKQP�� The goal of care coordination is to improve the 
>««À�«À�>Ìi�iÃÃ]� Ì��i���iÃÃ]� >�`� ivwV�i�VÞ� �v� V����V>�� `iV�Ã���Ã� >�`� V>Ài]�
thereby improving the overall quality of health care. Care coordination 
involves the transfer of information across providers to establish accountability 
for each aspect of a patient’s overall care. 

%CTG�/CPCIGOGPV��The goal of care management is to improve patients’ 
functioning and health status, and enhance care coordination, eliminate 
service duplication, and reduce utilization of costly medical services, such as 
ER and hospital readmissions.

%QORNGZ�%CTG�/CPCIGOGPV��Complex care management is a more intensive 
intervention that targets the most complex, high acuity patients with multiple 
chronic medical conditions, limited functional status, psychosocial needs, and 
other social concerns. 

&GƂPKVKQPU�CPF�&KUVKPEVKQPU�DGVYGGP�%CTG�%QQTFKPCVKQP�CPF�%CTG�
Management
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12. RCHC/PHC, SFCCC and HIP used HHIF grant funding to pilot test complex case management or health navigation models.   Additional 
��v�À�>Ì�������i>V���v�Ì�iÃi�«���Ì�«À�}À>�Ã��Ã�>Û>��>L�i����Ì�i�}À>�Ìii�Ã«iV�wV�V>Ãi�«À�w�iÃ����Ì��Ã�Ài«�ÀÌ�>�`����Ì�i�º-ÌÀ>Ìi}�iÃ�>�`�
Models for Complex Case Management” brief available at www.desertvistaconsulting.com

Three HHIF grantees12 focused their grant activities on intensive care management, health navigation 
or complex care management interventions for low-income, complex, chronic patients.  Although each 
program implemented different strategies to address the needs of this complex population, all three 
programs shared several core elements that facilitated program implementation.

'UUGPVKCN�%QORQPGPVU�QH�%QORNGZ�%CTG�/CPCIGOGPV�2TQITCOU�
 � A tested and replicable process to appropriately identify high-risk patients and conduct 

outreach based on risk/need

 � �Õ�Ì�`�ÃV�«���>ÀÞ�Ìi>�Ã�Ü�Ì���i`�V>�]�Li�>Û��À>���i>�Ì�]�Ã�V�>��ÃiÀÛ�ViÃ]�>�`�Li�iwÌÃ�>`Û�V>VÞ�
expertise and skills to match patient needs

 � Well-trained care managers in a broad spectrum of topics (e.g., motivational interviewing, 
care transition models, advanced care planning, health literacy, patient activation measures, 
trauma informed care, cultural competency)

 � Patient involvement in goal setting and care planning

 � Smaller caseloads

 � Providing care in homes and community settings

 � Health coaching to promote prevention and self-care practices

 � Provider supports to mitigate burnout

 � Information exchange across providers and systems

 � *iÀv�À�>�Vi��i>ÃÕÀiÃ� >Ài� V��Ã�ÃÌi�Ì� Ü�Ì�� Ì�i� ÃV�«i� �v� Ì�i� ��ÌiÀÛi�Ì���� >�`� ÀiyiVÌ� V>Ài�
manager duties  

 � Financial incentives are aligned with quality care

%QORNGZ� %CTG� /CPCIGOGPV� 1WVEQOGU�� Clinics made important changes to cross-system care 
management processes to improve patient outcomes reduce emergency department (ED) use and 
lower inpatient hospitalization rates – resulting in lower costs for participating managed care plans. 
/�iÞ�VÀi>Ìi`�>�`�Àiw�i`�ÀiviÀÀ>��ÌÀ>V���}�>�`���Ì�wV>Ì����ÃÞÃÌi�Ã�Ü�Ì����Ã«�Ì>�Ã]���«À�Ûi`�ÀiviÀÀ>�Ã�>�`�
care coordination with specialty providers, including behavioral health, and established cross-system 
communication protocols to improve care coordination of shared patients. Grantees also improved 
patient satisfaction and experience through education on navigating the system of care more effectively.  
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NCQA PCMH 2011 Standards

Health IT Systems and Data Sharing

Health IT systems, including electronic health record systems (EHR) and registries, are essential 
components of health homes, supporting service delivery, care coordination, quality improvement, 
outcome tracking and cost analyses. Clinics with limited IT infrastructure (no EMR or registry) 

iÝ«iÀ�i�Vi`�Ã�}��wV>�Ì�L>ÀÀ�iÀÃ������Û��}�Ì�Ü>À`�Ì�i�*
��°�ƂÌ�>������Õ�]�Ì�iÃi�`>Ì>�ÃÞÃÌi�Ã�ÃÕ««�ÀÌ�
clinical and billing functions in the clinics, but increasingly the clinics used them to assess population 
health and to facilitate care coordination, particularly transitions between hospitals and clinics.  

1XGT�VJG�EQWTUG�QH�VJG�**+(��VJG�RGTEGPVCIG�QH�ENKPKEU�YKVJ�C�HWPEVKQPCN�'*4�QT�RQRWNCVKQP�JGCNVJ�
OCPCIGOGPV�U[UVGO�
TGIKUVT[��KPETGCUGF�HTQO����VQ����RGTEGPV��Clinics used data from registries 
and EHRs to identify patients in need of care and ongoing management, and to track clinical and 
operational quality metrics related to the Triple Aim. Many clinics also enhanced health information 
exchange capabilities across their networks to target patients and share data across health plans, clinics, 
and hospitals to improve service delivery coordination. 

Data sharing increased across the safety net providers. To support their HHIF project goals, grantees 
increased the frequency with which there was routine data sharing among the collaborative partners. Prior 
to HHIF, cross-system data sharing was limited or where there were opportunities for data sharing (e.g., 
between health plan and clinic providers), engagement was low. During HHIF project implementation, 
«>ÀÌ�iÀÃ�ÜiÀi���Ài�«À�>VÌ�Ûi�>L�ÕÌ�`>Ì>�Ã�>À��}�>�`���ÌiÀ«ÀiÌ>Ì�����v�w�`��}Ã]�>Ã��««�Ãi`�Ì���>Û��}�
“passive access” to data from another provider system. Examples cited by the grantees of new, proactive 
data sharing practice include: 

 � *GCNVJ�2NCP�VQ�%NKPKE� Health plan partners share data with clinics such as care-based incentive data, 
V����V�Ã«iV�wV�«iÀv�À�>�Vi�`>Ì>�����
��-��i>ÃÕÀiÃ]���Ã«�Ì>�]�
,�>�`���«>Ì�i�Ì�ÕÌ���â>Ì����>�`�V�ÃÌ�
data information. Health plans provide data through Provider Report Cards on a monthly basis and 
provide opportunities for clinics to share best practices. Rather than giving “passive” access to these 
clinic level reports through a portal, some health plans created customized, user-friendly reports that 
were easy to interpret, and actively disseminated them to administrators and providers to facilitate 
discussions of data trends across the collaborative.

 � *QURKVCN�VQ�%NKPKE���Where strong relationships and MOUs are in place, hospitals provide information 
on patients admitted to hospitals and emergency departments, including discharge summaries, with 
clinic or health plan partners. In two HHIF collaboratives (COCCC, HIP), clinics or provider teams 
have direct access to hospital data systems or utilization management providers that facilitate “warm 
handoffs” between the hospital/ER and clinics to facilitate care coordination.

p9G�UGPF�ENKPKECN�FCVC�VQ�VJG�0GVYQTM�QP�C�SWCTVGTN[�DCUKU�CPF�VJG[�ETGCVG�
FCUJDQCTFU�VJCV�UJQY�QWT�FCVC�QXGT�VKOG�HQT�QWT�KPFKXKFWCN�JGCNVJ�EGPVGTU��9G�
JCXG�IQCN�NKPGU�CPF�PCVKQPCN�CPF�UVCVG�DGPEJOCTMU�UQ�VJCV�YG�ECP�UGG�JQY�
YG�CTG�RGTHQTOKPI�KP�TGNCVKQP�VQ�VJG�TGUV�QH�VJG�UVCVG�CPF�VJG�EQWPVT[��6JGUG�
FCUJDQCTFU�CTG�FKURNC[GF�CPF�FKUEWUUGF�CV�QWT�SWCTVGTN[�3+�OGGVKPIU�q�

��������� � � ����� � ��s�*GCNVJ�%GPVGT�4GRTGUGPVCVKXG�QH�0%%0
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 � %NKPKE�%QPUQTVKC�VQ�%NKPKEU��Clinic Consortia use data analytic tools to develop dashboards and share 
data with clinic members through peer network meetings and facilitate sharing of best practices 
across clinics. This not only eased the reporting burden on clinics but also demonstrated the value of 
consortia as a trusted QI resource. One grantee (NCCN) developed capacity as a technical assistance 
provider to clinics by providing onsite coaching on EHR data mapping and teaching clinics how to 
generate outcome reports from their own systems. 

 � %QWPV[�&GRCTVOGPVU� VQ�%NKPKEU� County departments of public health and social services have 
agreements in some regions to share data with clinics (SF, NCCN) to promote quality improvement 
efforts or expedite enrollment, eligibility determination and access to needed social services.

.GCF�CIGPEKGU�s�JGCNVJ�RNCPU�CPF�ENKPKE�EQPUQTVKC�CNKMG�s�OCFG�UKIPKƂECPV�RTQITGUU�KP�DWKNFKPI�FCVC�
CPCN[VKEU� ECRCEKV[� VQ�FGOQPUVTCVG�QWVEQOGU� An important cultural shift related to using data for 
clinical decision-making and outcome monitoring needed to occur in the clinics as part of health home 

transformation. Over the course of the grant 
«iÀ��`]��i>`�>}i�V�iÃ��>`i�Ã�}��wV>�Ì�«À�}ÀiÃÃ�
in supporting this culture change and building 
data analytics capacity in clinics.  Recognizing 
that many clinics, at least initially, lacked in-house 
capacity to analyze, interpret, and use data, 
the health plans and clinic consortia collected 
and integrated data from participating clinics. 
They also created and shared reports with clinic 

leaders and staff regarding performance metrics and patient outcomes to support on-going quality 
improvement.  

Lead agencies also supported the clinics in identifying and tracking Triple Aim outcomes over the course 
�v�Ì�i�vÕ�`��}�«iÀ��`]�Ã«iV�wV>��Þ\

2QRWNCVKQP�JGCNVJ��All of the participating clinics collected data on clinical outcomes, at least for a 
ÃÕL�ÃiÌ��v�«>Ì�i�ÌÃ�Ü�Ì��Ã«iV�wV�V�À���V�`�Ãi>ÃiÃ� ­i°}°]�`�>LiÌ�VÃ]�
6�®°� ���Ài� Ì�>�� ÌÜ��Ì��À`Ã� ­Èn¯®�
demonstrated improvements in patient clinical outcomes in their quarterly quality improvement reports.   

2CVKGPV�'ZRGTKGPEG��All of the HHIF grantees selected patient satisfaction as their patient experience 
measure.  FQHCs and community clinics are required to collect this information under state and federal 
guidelines for licensure, so there were ample baseline data available 42% of the clinics demonstrated 
measurable improvements in patient satisfaction.

%QUV��While all eight collaboratives set goals of demonstrating reduced costs, by the end of the grant 
period only three had the capacity to generate any cost related data.  These three collaboratives (HPSJ, 
RCHC/PHC and SFCCC), received data through the participating health plans, as well as a hospital 
partner, in one case. Across the three collaboratives, cost data were only available for a very small 
ÃÕL�ÃiÌ��v�«>Ì�i�ÌÃ�­i°}°]��i>�Ì��«�>���i�LiÀÃ�Ü�Ì��Ã«iV�wV�V�À���V�V��`�Ì���Ã����Ãi�iVÌ�V����V�Ã�ÌiÃ��À�
health plan members participating in targeted case management pilots projects). Due to the short-term 
duration of the funding period, patients associated with these cost data only received program services 
for a brief time period - less than one year - which created challenges for interpreting cost implications 
and calculating the return on investment. Despite these limitations, all three grantees demonstrated 
reduced costs as a result of their interventions.  

Health home transformation requires an 
important shift in organizational culture 
to using data for clinical decision-
making and outcome monitoring.
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4. Facilitators and Barriers to Practice Transformation

Building a stable foundation for health home transformation and clarifying roles and expectations 
>VÀ�ÃÃ� «>ÀÌ�iÀ� �À}>��â>Ì���Ã� ��� >� V���>L�À>Ì�Ûi� ÀiµÕ�ÀiÃ� Ã�}��wV>�Ì� Ì��i� >�`� v�VÕÃi`� >ÌÌi�Ì���°�
Transformation within the safety net system of care requires changes in: provider and staff behavior, 

attitudes and service delivery, clinic operations, cross-system communication and collaboration, policy 
>�`�w�>�V��}°�/�i�v����Ü��}�ÃiVÌ����`�ÃVÕÃÃiÃ�Ã��i��v�Ì�i�v>VÌ�ÀÃ�Ì�>Ì�v>V���Ì>Ìi`��À�VÀi>Ìi`�V�>��i�}iÃ�
to health home transformation across the HHIF sites.

Facilitators of Practice and System Tranformation
(NGZKDNG� (WPFKPI� VQ� 5WRRQTV� +PPQXCVKQP� Flexible grants provide safety net organizations with an 
important source of funding to support pilot programs, conduct experiments in service delivery and 
leverage and compliment other transformation initiatives.  HHIF grantees were encouraged to use 
funding to convene stakeholders in strategic planning, identify gaps in the systems of care, enhance 
provider skills through training, test innovative concepts, and gather evidence to demonstrate the 
effectiveness of community-wide collaboration.  In the reality of scarce resources, many grantees 
interpreted “innovation” as funding services and interactions with patients that are not billable in the 
medical reimbursement model, but are inherently valuable and critical to improving overall health.  

9QTMKPI� KP� 2CTVPGTUJKRU� CETQUU� VJG� 5CHGV[�
0GV�CPF�%QNNCDQTCVKXG�.GCTPKPI��Progress on 
practice transformation and implementation of 
complex care management programs at the clinic 
level was greatly accelerated by the cross-sector 
partnerships, which provided greater access 
to needed resources, training, expertise, and 
data.  In addition to deepening and broadening 
relationships across HHIF collaborative partners, 
}À>�ÌiiÃ� >�Ã�� Li�iwÌÌi`� vÀ��� ÃÌ>ÌiÜ�`i�
learning sessions and opportunities promoted 
by the funder.  The funder sponsored and convened forums that linked grantees to national leaders 
>�`�iÝ«iÀÌÃ����Ì�i�wi�`�>Ã�Üi���>Ã�«À�Û�`i`��««�ÀÌÕ��Ì�iÃ�v�À�«iiÀ��i>À���}�>�`���v�À�>Ì����iÝV�>�}i�
through statewide convenings, training webinars and technical assistance on data collection and 
outcome measurement. 

.GCFGTUJKR�%QOOKVOGPV�CPF�4GCFKPGUU� HQT�%JCPIG��
���>L�À>Ì�ÛiÃ�ÜiÀi� Ì>Ã�i`�Ü�Ì�� Ì�i�`�vwVÕ�Ì�
ÀiÃ«��Ã�L���ÌÞ��v�VÀi>Ì��}�>�Õ��wi`�Û�Ã����v�À�ÌÀ>�Ãv�À�>Ì����>VÀ�ÃÃ�«>ÀÌ�V�«>Ì��}�«>ÀÌ�iÀÃ]���V�Õ`��}��i>�Ì��
plans, clinics, and hospitals that may have different levels of motivation, buy-in and readiness for the 
change process.  Engaged leadership and commitment across partners provided strong and sustained 
support for implementation of the PCHH care model. Strong project champions- clinic, medical director 

Transformation within the safety net 
system of care requires changes in: 
provider/staff behavior, attitudes and 
service delivery, clinic operations, cross-
system communication and collaboration, 
«���VÞ�>�`�w�>�V��}°�
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“The external consultants provided managed disruption that 
EJCNNGPIGF�GPVTGPEJGF�YQTM�RCVVGTPU��QHHGTGF�PGY�KFGCU�VJCV�
RTQOQVGF�C�JKIJGT�HWPEVKQPKPI�QTICPK\CVKQP��CPF�JGNF�JGCNVJ�
EGPVGTU�CEEQWPVCDNG�VQ�EJCPIGU�VQ�YJKEJ�VJG[�EQOOKVVGF�q��

          – Health Plan representative

or health plan leaders, were critical in bringing together the right composition of partners, maintaining 
momentum and encouraging buy-in regarding data collection, sharing and QI activities. 

7UG�QH�'ZVGTPCN�%QPUWNVCPVU� As part of the HHIF, grantee lead agencies were encouraged to engage 
external consultants to accelerate their health home transformation work. Nearly all (7 of 8) used external 
consultants to support and facilitate practice transformation. Of those, more than half found them to 
be “essential”(14%) or “very helpful” (43%) to the transformation process. Interestingly, three-quarters 
of the clinics that responded to a post-initiative survey reported that the external consultants were 
“essential” (44%) or “very helpful” (31%). 

#NN�QH�VJG�NGCF�CIGPE[�ITCPVGGU�KPFKECVGF�VJCV�VJG[�YQWNF�TGEQOOGPF�GZVGTPCN�EQPUWNVCPVU�VQ�QVJGT�
EQNNCDQTCVKXGU�QT�UVCMGJQNFGTU�KPVGTGUVGF�KP�JGCNVJ�JQOG�VTCPUHQTOCVKQP� External consultation and 
coaches provided grantees and clinics with content expertise in the PCHH model and created external 
>VV�Õ�Ì>L���ÌÞ�Ì��Ü�À��«�>��}�>�Ã°��
ÝÌiÀ�>��V��ÃÕ�Ì>Ì����>�`�V�>V���}��i`�Ì��Ã�}��wV>�Ì���«À�Ûi�i�ÌÃ�
to grantees’ proposed intervention, work plan objectives and outcome measures. 

'KIJV�YC[U�KP�YJKEJ�GZVGTPCN�EQPUWNVCPVU�YGTG�OQUV�JGNRHWN�VQ�ITCPVGGU��
 � Provided content expertise and training in key 

components of PCMH 1) empanelment, 2) 
care team development, 3) health coaching, 
4) panel management, 5) advanced access 
planning, 6) population management were 
V�Ìi`�>Ã���ÃÌ�Li�iwV�>��Ì��Ì�i�ÌÀ>�Ãv�À�>Ì����
process.

 � Helped clinics redesign the patient visit process 
>�`�Ü�À�y�ÜÃ����Ài>��Ì��i]����Ì�i�V����V�ÃiÌÌ��}�
with existing resources.

 � Served as a neutral third party suggesting 
changes and improvements based on expertise 
and insight from working with other clinic sites/
systems.

 � Held clinics accountable to activities, changes 
and meaningful deadlines for action to 
expedite the change process in a way that 

would have taken much longer without this 
external “push.”

 � Provided structured process to assess clinic 
readiness for PCMH recognition, made 
recommendations for clinics on where to focus 
transformation activities. 

 � Provided resources and tools to assist clinics in 
building Quality Improvement infrastructure.

 � Introduced evidence based practices (e.g., 
Motivational Interviewing) to providers and 
staff at all levels of the organization (mid-
level practitioners, health navigators, medical 
assistants, front desk personnel).

 � Routinely assessed participating clinic progress 
>�`�«À�Û�`iÀ�Ã>Ì�Ãv>VÌ���]�>�`�vi`�L>V��w�`��}Ã�
to inform implementation.
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HGCNVJ� +6�CPF�&CVC�5JCTKPI��
���>L�À>Ì�ÛiÃ� Ì�>Ì� ��V�Õ`i`�V����VÃ�Ü�Ì��ÕÌ�ÃÕvwV�i�Ì���/�V>«>V�ÌÞ�
and infrastructure were at a disadvantage in implementing core PCHH components, tracking 
Triple Aim outcome measures and sharing data with other providers. Approximately 30% of the 

participating clinics did not have functioning EHRs or registries over the course of the grant period. 

Data analysis was a challenge for clinics that 
�>V�i`� `i`�V>Ìi`� ÃÌ>vv� Ì��i� >�`� ÃÕvwV�i�Ì� �/�
expertise that incorporates clinical and technical 
knowledge.  Capacity for health information 
exchange (HIE) was limited and created barriers 
for sites trying to advance care coordination 
efforts across multiple health care systems. 
Additional challenges included data lags in claims 
and utilization data across providers (primary care 
clinics, hospitals), which affect routine quality 
improvement monitoring. Accessing “real time” 
data on ER visits and hospital admissions to support care management is another barrier experienced 
by programs targeting reductions in high-cost, high utilization patients. 

6GUVKPI�CPF�+ORNGOGPVKPI�#NVGTPCVKXG�2C[OGPV�4GHQTOU� Developing systems to reform payment is 
challenging in the rapidly shifting environment of national and state health reform. For the majority of 
projects, payment reform discussions remained in the early stages of development. 

Grantees experienced numerous challenges testing and implementing alternative payment reforms, 
including:

 � Having limited access to critical cost data related to services which is essential to building the 
business case

 � �iw���}�ºÃ�>Ài`�Ã>Û��}Ã»�>VÀ�ÃÃ�Ì�i�V���>L�À>Ì�Ûi�«>ÀÌ�iÀÃ�­v�À�iÝ>�«�i]�Ü���i�V>Ài��>�>}i�i�Ì�
yields savings in ED visits and hospitalizations, there is not a direct link between accrued savings on 
the hospital side and sustained or new funding for care management in the clinic)

 � Understanding the myriad of coverage and reimbursement changes resulting from ACA 
implementation (e.g., Medi-Cal expansion population, mental health and substance abuse parity 
requirements, transition of rural counties to managed care)

While most stakeholders involved in the HHIF intended to work on payment reform, they are awaiting 
ÃÕvwV�i�Ì�`>Ì>���� V����V>���ÕÌV��iÃ� v�À�«>Ì�i�ÌÃ� >�`�V�i>À�iÛ�`i�Vi��v� V�ÃÌ� Ã>Û��}Ã�Liv�Ài� Ì�iÞ� V>��
V����Ì�Ì��>��iÜ�w�>�V��}��À�Ài��LÕÀÃi�i�Ì�ÃÌÀÕVÌÕÀi°����Ì�>��w�>�V��}�Àiv�À��ivv�ÀÌÃ�`�`���Ì�iÛ��Ûi�
beyond maximizing “pay for performance” and quality improvement incentives at the clinic level.  
Grantee partners were less successful in their efforts to pilot test and demonstrate effectiveness of 
shifting from a Fee-For-Service to case rate reimbursement structure.

Barriers and Challenges to Practice and System 
Transformation

Developing alternative payment 
strategies while simultaneously trying to 
understand the myriad of coverage and 
reimbursement changes resulting from 
Ƃ
Ƃ���«�i�i�Ì>Ì����Ü>Ã�>�Ã�}��wV>�Ì�
challenge.
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6TCPUHGTTKPI�VTCKPKPI�MPQYNGFIG�VQ�RTCEVKEG��Trainings and webinars introduce concepts, but do not 
necessarily convert to organizational or practice changes. Buy-in from front line clinic staff and the 
methods used to enable front line staff to adopt the transformation require multiple strategies, training 
formats, patience, and time.  It is important to maintain a strong connection between project leadership 
and the front line teams implementing the work to ensure that training and technical supports are 
reaching the front line workers. Clinic leadership is faced with the challenge of balancing staff release time 
for training while knowing that time away from patient care results in delays for patients and lost revenue 
v�À�V����VÃ°� ��ÕÀ��}�Ì��iÃ��v�wÃV>��V��ÃÌÀ>��ÌÃ]� �Ì� �Ã�V�>��i�}��}�v�À��À}>��â>Ì���Ã�Ì��V����Ì�`i`�V>Ìi`�
resources for transformation at the clinic operational level – especially when training attendance does 
not readily lead to immediate and visible change.

$CNCPEKPI�EQPEWTTGPV�JGCNVJ�TGHQTO�CEVKXKVKGU��Clinic and collaborative partners experienced pressure 
and “change fatigue” associated with concurrent quality improvement and practice transformation 

efforts taking place in local health care systems. 
Health plans and clinic systems are working to 
implement practice improvements while addressing 
the needs of many newly insured patients who are 
sicker with more complex psychosocial needs than 
existing patients. Negotiating time and attention 
to grant activities given the competing demands 
to prepare for health reform implementation was a 
Ã�}��wV>�Ì�V�>��i�}i�>VÀ�ÃÃ�Ì�i�V���>L�À>Ì�ÛiÃ°

-GGRKPI�VJG�RCVKGPV�CV�VJG�EGPVGT�QH�VJG�2%**��

���>L�À>Ì�Ûi�«>ÀÌ�iÀÃ�ÃÌÀÕ}}�i`�Ì��`iw�i]�`�VÕ�i�Ì�>�`��i>ÃÕÀi�«>Ì�i�Ì�iÝ«iÀ�i�Vi����>�À�LÕÃÌ�>�`�
meaningful way. For most grantees, innovative measures for patient experience continue to be an area 
for ongoing technical assistance. Patient outreach and engagement in care is also an area where clinics 
iÝ«iÀ�i�Vi`�`�vwVÕ�Ì�iÃ°�"�Vi�V����VÃ�>Ài���Ài�V��v�ÀÌ>L�i�Ü�Ì��V�>�}iÃ����V����V��«iÀ>Ì���Ã]�Ì�iÞ�>Ài�
faced with the challenge of how to truly partner with the patient in their care and empower them to take 
responsibility for self-management goals. Having a “customer service” orientation in health care is new 
for many FQHCs and offers both challenges and enormous promise for clinics that want to compete in 
the new health care marketplace and be responsive to the needs of the communities they serve. 

.CEM� QH� TQDWUV� DGJCXKQTCN� JGCNVJ� TGUQWTEGU��When working with complex populations, providers 
across the system need to expand access to non-primary care services, including mental health and 
ÃÕLÃÌ>�Vi�ÕÃi�ÌÀi>Ì�i�Ì]�Li�iwÌÃ�V�Õ�Ãi���}]�Ã«iV�>�ÌÞ�V>Ài]�Ã�V�>��ÃiÀÛ�ViÃ�>�`�V���Õ��ÌÞ�ÃÕ««�ÀÌÃ°�
HHIF projects that implemented complex case management and health navigation pilots expressed 
the need for greater access to behavioral health services in order to appropriately care for a high-risk, 
high-cost population. Many communities have service gaps in this area, which created challenges for 
case managers trying to connect patients to needed mental health, substance use and social services.

.QPI�VGTO�UWUVCKPCDKNKV[��Without local, hands-on sustainability plans, some clinics found it challenging 
to maintain changes they implemented.  Consultants provide expertise and tools that produce short-term 
results, but supporting sustainable change requires a more robust strategy that addresses infrastructure 
issues and organizational culture (e.g., capacity for HIE, leadership support, reimbursement and 
w�>�V��}��ÃÃÕiÃ®°��i`�V>Ìi`�Ì��i�>�`�V����Ì�i�Ì�vÀ���Ì�i�V����VÃ�Ì��V>ÀÀÞ�Ì�i�Ü�À��v�ÀÜ>À`�Ì�À�Õ}��
ongoing committees, staff training, or evaluation activities is needed for sustainability. Funders can help 
by assisting grantees by building sustainability planning into grant objectives and offering assistance 
prior to grant sunset.

Having a “customer service” orientation 
in health care is new for many FQHCs 
and offers both challenges and 
enormous promise for clinics that want 
to compete in the new health care 
marketplace.
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5. Summary of Accomplishments & Lessons Learned 
    by HHIF

6CDNG����#EEQORNKUJOGPVU�CPF�.GUUQPU�.GCTPGF�HTQO�VJG�*GCNVJ�*QOG�
Innovation Fund Initiative

OÛiÀ�Ì�i�V�ÕÀÃi��v�Ì�i�����]��>�Þ�>VV��«��Ã��i�ÌÃ�>�`���«�ÀÌ>�Ì��iÃÃ��Ã��i>À�i`�ÜiÀi��`i�Ì�wi`�
that can inform safety net partners and funders interested in advancing this work. The collective 
experiences of the grantees – both successes and challenges – produced lessons in the areas 

of PCHH transformation, care coordination, complex care management, quality improvement, and 
outcome measurement. HHIF implementation accomplishments and lessons learned are summarized 
below in Table 4.

PCHH Transformation

#EEQORNKUJOGPVU�
 � Clinics advanced in implementing multiple components of the PCHH model of care – empanelment, 

team-based care, panel management, and use of data for QI.  Nearly half of all HHIF clinics that applied 
received NCQA PCMH recognition. 

 � Clinics shifted the delivery system culture to team-based care by using staff to the top of their licensure, 
expanding the role of the medical assistant, and growing a culture of “these are our patients” and 
“we are responsible and accountable for their experiences and outcomes.”  The shift to care teams 
improved provider and patient satisfaction with PCMH implementation.  

 � Clinics developed and advanced a culture of quality improvement and increased their capacity to use 
data to inform clinical care and operational processes.

 � Consortia and health plan partners leveraged HHIF funds to expand training, capacity building and TA 
efforts related to PCMH recognition to other clinics in the network.

.GUUQPU�.GCTPGF�
Building Capacity for Transformation

 � Clinic consortia, health plans, external consultants, and practice coaches play important roles in 
supporting clinic level transformation through training, skill building, data and resource sharing, and 
disseminating best practices.

 � The infrastructure - time, resources, and culture change - needed to transform practices to a patient-
Vi�ÌiÀi`�v�VÕÃ��Ã�Ã�}��wV>�Ì°�-ÞÃÌi�Ã�V�>�}iÃ�Ì>�i�Ì��i°��Ì��Ã�V�>��i�}��}�Ì��`iÛi��«�>�`�ÃÌ>L���âi�>�
program, strengthen and solidify partnerships, and demonstrate clinical and cross-system outcomes in 
a two-year period.
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Complex Care Management, Care Coordination & Health Navigation

 � Ƃ`iµÕ>Ìi� ÃÌ>vv� >�`� ÀiÃ�ÕÀViÃ� �ÕÃÌ� Li� `i`�V>Ìi`� Ì�� ÌÀ>�Ãv�À�>Ì���� vÀ��� ÃÌ>ÀÌ� Ì�� w��Ã�°� �i`�V>Ìi�
substantial time to the process each week no matter what else is going on in the clinic and proactively 
manage change fatigue and staff resistance to change in job roles, responsibilities and care model.

Sustaining Culture Change
 � Transformation to PCHH is most successful and sustainable when motivated by a deep desire to 

effectively care for patients, rather than by simply meeting the criteria of a PCMH application.

 � Effective care teams need to be interdisciplinary, non-hierarchical and consistent.  Teams also need 
leadership support, a clear division of labor and roles for team members, frequent opportunities for 
communication and feedback, clear clinical and administrative processes to support teamwork, and 
implementation of PDSA cycles to understand success and failures in team functioning.

 � To maximize investments in training, technical assistance and external coaching, clinics need to not 
only attend the training sessions, but also continue to grow in-house expertise through leadership and 
professional development of existing staff.

 � 
�>�}i��Ã�`�vwVÕ�Ì�Ì��ÃÕÃÌ>��°��i>`iÀÃ��«��ii`Ã�Ì��v����Ü�Õ«����Ì�i���«�i�i�Ì>Ì�����v��iÜ�«���V�iÃ�>�`�
procedures through ongoing monitoring and regular audits.

Areas for Further Development
 � 2TGXGPVKQP�  Prevention needs to be a focus for more than preventing ER visits and hospital readmissions. 

If safety net health systems are going to move from volume-based to value based care there needs to 
be a culture shift from reactive health care interventions to proactive health care solutions.

 � 2GGT� .GCTPKPI�� 
����VÃ� Û>�Õi� >�`� Li�iwÌ� vÀ��� V��Ûi���}� Ü�Ì�� �Ì�iÀ� V����V� «iiÀÃ� Ì�� `�ÃVÕÃÃ� V����V�
Ü�À�y�ÜÃ]�`>Ì>�V���iVÌ���]�ÀiviÀÀ>��«À�Ì�V��Ã�>�`��«iÀ>Ì���>��«À�ViÃÃiÃ�>�`��i>À��vÀ���i>V���Ì�iÀ°�

 � %WUVQOGT� 5GTXKEG� 1TKGPVCVKQP�� While partial implementation of PCHH components can lead to 
improvements in patient satisfaction and experience, customer service remains the number one 
training needed and requested by clinics. Team members and clinic staff need to be customer (patient) 
oriented, have high health literacy, and the capacity to translate medical information to patients, and 
successfully engage and activate patients. 

#EEQORNKUJOGPVU�
 � Increased knowledge of the needs of and care management strategies for complex patients (e.g., 

services, provider skills and expertise, engagement, length of service etc.), which can inform other 
statewide efforts for Medi-Cal expansion and complex care management.  Providers and health plans 
enhanced their understanding of the needs of the low-income, newly insured population and how to 
work across the system to address these needs. 

 � Enhanced collaboration between the health plans, clinics, hospital, and clinic consortia in the design, 
implementation and evaluation of complex case management and hospital transition programs.
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 � Demonstrated, with early results, trends toward return on investment and potential cost savings, 
reduced ED and hospital utilization, and improved patient outcomes.

.GUUQPU�.GCTPGF�
2TQITCO�&GXGNQROGPV�s�5VCHƂPI�CPF�5GTXKEG�0GGFU

 � Individuals with complex, chronic conditions are an important subset of the safety net population and 
require tailored interventions to coordinate care, better manage their health, and improve their quality 
of life.  It is critical to use data to understand the needs of this population to ensure matching the “right 
services for the right population.”

 � High risk patients with complex, chronic illness need access to a range of medical, behavioral health, 
and enabling services to improve engagement in treatment, utilization patterns, and clinical outcomes.

 � Complex care management program staff need experience working with a high-risk population with 
multiple chronic medical conditions and psychosocial needs and be able to implement a multi-systemic, 
multi-modal approach.

 � Before implementing complex care management programs, ensure that clinics use care teams and 
panel management to support the care coordination and management activities that will be required 
by this high need population.

 � Develop a stepped or tiered approach to care based on acuity level, including clear disenrollment 
criteria.

Program Implementation and Sustainability
 � Care coordination with complex patients takes time – both in terms of engagement of the population in 

interventions and demonstrating impact. Care coordination and case management requires a balance 
between providing enough assistance to make a difference and working within limited resources. 

 � Align outcome expectations and incentives with the scope and responsibility for the complex care 
�>�>}i�i�Ì���ÌiÀÛi�Ì���°����À�iÝ>�«�i]�V����V�L>Ãi`�«À�Û�`iÀÃ��>Ûi��iÃÃ���yÕi�Vi��ÛiÀ���Ã«�Ì>���i�}Ì��
of stay, which requires additional collaboration between the health plan and hospital providers in the 
network. 

 � Safety net partners (clinics and managed care plans) need to work together to demonstrate program 
impact and assess the return on investment (ROI) for complex care management programs. Clinics and 
providers understand the range of intervention components implemented with the target population 
and health plan partners have access to service utilization and cost data. Both sets of information are 
required to fully understand what’s necessary for program implementation and sustainability.

Quality Improvement and Outcome Measurement

#EEQORNKUJOGPVU�
 � Culture shift on the part of clinic leadership and staff to use data for clinical decision-making, including a 

focus on measurement, applying data and sharing results for ongoing quality improvement.  Clinics built 
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V>«>V�ÌÞ�Ì��v�VÕÃ����ÌÀ>V���}�V����V>���ÕÌV��iÃ]���«À�Û��}��«iÀ>Ì���>��ivwV�i�V�iÃ�>�`�Õ�`iÀÃÌ>�`��}�
��Ü��«iÀ>Ì���>��V�>�}iÃÉ��«À�Ûi�i�ÌÃ���yÕi�Vi�«>Ì�i�Ì��ÕÌV��iÃ°°

 � Increased capacity to collect and share quantitative data on patient utilization, costs, and outcomes of 
care cross-system to improve care coordination and patient transitions.

 � Health plans built capacity to create customized, user-friendly reports for clinics to interpret and apply 
to improvement activities, and engage in quality improvement discussions with peer clinics. 

 � Clinic consortia and health plan partners provided infrastructure to examine data across member clinics, 
easing the burden of reporting and serving as a resource to develop dashboards, implement data 
validation procedures, and provide education and training.

.GUUQPU�.GCTPGF�
Staff and Health IT Capacity

 � A blend of clinical and IT expertise is needed for QI and practice transformation.   Providers that are 
engaged in using data, understanding the metrics being tracked, and evaluating improvements have 
very high levels of buy-in and support for a culture of quality improvement because they can see the 
impact of their work.

 � Health IT is critical to advance PCHH transformation and care coordination efforts, and facilitate care 
transitions between hospitals and clinics.

 � To facilitate and maximize care coordination and hospital transitions, safety net providers need to 
move toward HIE that “pushes” data to organizations that need the information rather than relying 
���>�«À�ViÃÃ�Ì�>Ì�º«Õ��Ã»�`>Ì>��ÕÌ��v�>�V����V>�� ��v�À�>Ì���°� �/�i��>ÌÌiÀ�>««À�>V��ÀiµÕ�ÀiÃ�Ã�}��wV>�Ì�
Ü�À�y�Ü�V�>�}iÃ�Ü�iÀi�V����VÃ�>�`�«À�Û�`iÀÃ���}���Ì��>��Ì�iÀ�
�-�Ì�������v�À�Ã�>Ài`�«>Ì�i�ÌÃ�>Ì�ViÀÌ>���
��ÌiÀÛ>�Ã�À>Ì�iÀ�Ì�>���>Û��}�>���Ì�wV>Ì����ÃÞÃÌi��Ì�>Ì�>�iÀÌÃ�«À�Û�`iÀÃ°��*À�Û�`��}�º>VViÃÃ»�Ì��>��Ì�iÀ�
organization’s clinical information system is often not enough to facilitate care coordination and ensure 
appropriate transitions in care.

Using Data to Make the Case for Transformation
 � �>Ûi�>�ÃÌÀ��}�`>Ì>�V���iVÌ����«�>��Ì�>Ì��Ã�V�i>À�Þ�`iw�i`�>�`�V��Ã�ÃÌi�Ì�>���}�V���>L�À>Ì��}�«>ÀÌ�iÀÃ�

and establish realistic expectations and timelines. Planning for data exchange, analysis and validation 
processes within a single organization or across systems often takes longer than expected.

 � Share data in a timely fashion so partners can see the impact of their efforts over time and make 
operational and clinical adjustments as needed.  Frequent and relevant data sharing increases provider 
buy-in to quality improvement and measurement efforts.

 � Developing the business case for PCHH implementation and complex care management programs falls 
Ì��Ì�i�«>ÞiÀÃ�­�
"Ã®°��/�i�«À�ViÃÃ��Ã�V��«�iÝ�>�`�ÀiµÕ�ÀiÃ�Ã�}��wV>�Ì���ÛiÃÌ�i�ÌÃ����Ì��i�v�À�`>Ì>�
validation and analysis. The data validation process is critical for ensuring the reliability and validity of 
data extracted from clinics that is necessary to advance the business case.

 � Clinics need to develop a keen understanding of the total cost of services they provide in order to 
effectively participate in payment reform discussions and evaluate alternative payment strategies. 
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CONCLUSION & RECOMMENDATIONS

Overall, the collaboratives funded through the Health Home Innovation Fund showed ample 
evidence of progress in advancing PCHH transformations at the clinic level and across the care 
delivery system. Grantees made less progress in the areas of developing alternative payment 

strategies, addressing patient experience and 
expanding the concept of prevention to include 
wellness and the social determinants of health. 
The grantees varied in terms of their activities 
and approaches to build capacity to support 
and promote practice transformation, but all of 
Ì�i�«À�}À>�Ã�Li�iwÌi`�}Ài>Ì�Þ�LÞ���«�i�i�Ì��}�
the work as a collaborative involving multiple 
safety net system partners. The work conducted 
over the two-year grant period built important 
relationships and infrastructure to support the 
further expansion of PCHH and care coordination 
in the participating communities.  

The HHIF facilitated linkages across safety net 
partners to align priorities such as PCHH recognition, preparation for ACA implementation and Medi-
Cal expansion, building a strong QI infrastructure, and using data to inform clinical practice and enhance 
care coordination efforts for complex populations. The current policy context accelerated buy-in to the 
PCHH model at the clinic level as expectations under health reform strongly encourage providers to 
expand efforts related to cross-system data sharing, communication, care coordination and outcome 
measurement.  This reform environment is also essential for sustaining the practice transformation 
accomplishments of the HHIF grantees now and in the future for all safety net providers.

��� �iÛiÀ>}i� Ì�i� w�`��}Ã]� �iÃÃ��Ã� �i>À�i`]� >�`� ÀiÃ�ÕÀViÃ� �v� Ì�i� ����� V���>L�À>Ì�ÛiÃ� Ì�À�Õ}��
dissemination to DHCS and other stakeholders planning and, ultimately, implementing ACA section 
2703 pilots. Resources from the HHIF collaboratives that are valuable to safety net providers include: 
training curricula, PCMH toolkits, adapted job descriptions, and patient engagement brochures. 

��� To continue supporting clinics through practice transformation, health plans and clinic consortia 
need to continue in their roles providing ongoing training, technical assistance, practice coaching 
and learning community opportunities for clinic members.

Recommendations to Sustain and Advance Health
Home Transformation

“Of critical importance is having a 
sustainability plan for how to continue 
the work and maintain the changes 
once the consultants depart. Without a 
means of continuing lessons learned, the 
old organizational practices and inertia 
eventually take over.”  

     - Consortia Representative
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��� Embed health home activities in health plan Quality Improvement Programs to support and 
incentivize transformation activities. Clinics and Medi-Cal Managed Care plans need to continue 
to collaborate and expand care-based incentive programs to move clinic providers from volume to 
value based care. 
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during HHIF by continuing to collect and analyze claims data. Payment reform needs to expand 
beyond monetary incentives for achieving PCMH recognition or improvements on quality metrics to 
demonstrate the potential return on investment of alternative payment strategies.

��� Encourage statewide dialog, guidance, and leadership on payment reform implementation to 
stimulate and support changes at the local level. 

��� Recognize that clinics serve clients from a mix of reimbursement sources, as well as the uninsured.  
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��� Enhance clinic-based behavioral health services to meet the needs of the expanded Medi-Cal 
population, the increase in covered behavioral health services and SBIRT expectations for all Medi-
Cal providers.

��� Continue to improve cross-system data sharing capacity between health plans, clinics, hospitals, 
county mental health departments, and social service agencies to track patients who cross multiple 
service systems and demonstrate the effectiveness of coordination.  

��� Invest more attention and resources to addressing and improving patient experience to address 
this component of the Triple Aim and better understand the impact of transformation activities on 
patients. 


