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Meeting Purpose 
The purpose of this meeting was to learn more about how each health center and additional partners are 
structuring case management staffing and Cabrillo College’s new community health worker (CHW) certificate 
program. 
 

Announcements 

 Arnold Leff – We have received a 40 bed mobile hospital form the state. It is being stored at Watsonville 
Community Hospital to be used for emergencies, natural disasters, etc.  

 Arnold Leff – One patient came into the hospital with Hantavirus Pulmonary Syndrome. This deadly virus 
comes from aerosolized rodent feces and urine. It is important to be aware of the possibility of contracting 
hantavirus during spring cleaning season.  

 Rachel Ruby – We have new flyers out that focus on uninsured patients as we are having trouble getting 
these patients into the safety net.  

 Jen Hastings – DMC-ODS requires a patient history and physical to be conducted within 30 days of 
admission to programs like Encompass Community Services. As these are difficult to obtain, we will be 
creating a one-page form to give to patients coming into recovery stating that they need the history and 
physical. You may see this coming to your health centers. Please have the primary care provider fill out the 
form so that the patient can get into recovery services. 

 

Case Management/Care Coordination Staffing 

 Salud Para La Gente 
o Maria Vasquez, Intensive Case Manager at Salud Para La Gente, shared details of their staffing for 

the Alliance’s Intensive Case Management (ICM) program.  
o Salud’s ICM team is made up of a manager and two case managers operating Monday through 

Saturday at the Main Clinic and Clinica del Valley del Pajaro. The case managers receive referrals 
from the patient list provided from the Alliance, a provider through the EHR, or another clinic 
department. The case managers use a self-sufficiency matrix to assess social determinants of 
health, do field visits, visit specialty providers, and communicate with providers and nurses. The 
clinic staff meet once a week to discuss difficult cases.  

o Challenges faced by Salud’s case management staff include learning medical terminology, pharmacy 
processes, buy-in from a patient’s support system, drug interactions, patient termination from the 
Alliance, patient complexity, and patient resistance due to previous negative encounters with case 
management. 

 Diabetes Health Center 
o Martha Quintana, RN, BSN, CDE, at the Diabetes Health Center, announced that the Diabetes Health 

Center is now offering shared medical appointments in collaboration with the County’s Watsonville 
Health Center. 

 County of Santa Cruz Health Services Agency 
o Amy Peeler, Chief of Clinic Services with County HSA, shared the complexity of case management at 

the County Clinics. 
o The County Clinics provide case management for six different programs, all with different patient 

elgibility requirements, services offered, and patient and staffing capacity. Whole Person Care: Cruz 
to Health has the highest patient capacity and therefore the highest staffing capacity (over 30 FTE) 
of the six programs (about 15 FTE total between the remaining five). To accommodate this 



 

increased staffing and services, the County had trailers functioning in Watsonville and are currently 
transforming the morgue into a service area. 

 Dominican Hospital 
o Sonya Drottar, LCSW, and Ben Silva, ED Navigator, shared the use of case management/care 

coordination services in the hospital setting.  
o Hospital case management/care coordination staff helps patients’ relationships with providers, 

assess acuity, helps with follow-up, and refers patients to case management in the community. 
o Challenges and barriers to this work includes transportation, housing, substance use disorder, and 

challenging patients specifically out of the scope of the ED Navigator. 

 Planned Parenthood Mar Monte (PPMM) 
o Eva Montes-Portis, Area Services Director, described Planned Parenthood’s use of care 

coordination.  
o PPMM’s affiliate-wide use of care coordination includes centralized follow-up coordinators, regional 

reproductive coordinators, primary care coordinators, abortion coordinators, and admin 
coordinators. Locally, the Westside clinic has a patient navigator who coordinates services specific 
to transgender needs. 

o Challenges include using electronic systems when computers are not working and confusions with 
follow-up whether local  or through the centralized system outside of the health center. 

 Santa Cruz Community Health Centers (SCCHC) 
o Holly Hughes, LCSW, Behavioral Health Director for SCCHC, shared how their clinics manage the 

different funding streams for case management.  
o The SCCHC case management team is made of one case management lead, three case managers, 

one medical champion, one data services analyst, one pediatric care manager, and two behavioral 
health care coordinators. They’re hoping to soon add an RN case manager and peer navigators. 

 Central California Alliance for Health  
o Erin Hohengarten described the Alliance’s internal case management.  
o The Alliance case management department is made up of care coordinators, nurses, and social 

workers. Alliance members are eligible for   
o Alliance case managers operate with the purpose of the acronym, “FEEL (F = facilitating positive 

connection with primary care providers and members, E = educating members on health and the 
healthcare system, E = empowering members to participate in their care, L = linking members to 
community resources)”. Their services are available for both Alliance members and Medi-Medi 
clients. 
 

Cabrillo Community Healthcare Worker Program 

 Adrienne Saxton, MPH, explained that Cabrillo College will begin offering courses for a community health 
worker (CHW) certificate program to create a standardized training for the community. The program will 
launch for the academic year 2018-19. 

 Graduates of the program will be able to identify basic health needs and evaluate health and human service 
resources within the community, demonstrate CHW professional skills and job readiness in 11 core 
competencies, and work effectively with diverse clients and communities using concepts of cultural 
humility and ecological perspectives. 

o The 11 core competencies include knowledge base, service coordination, interpersonal and 
relationship building, communication, capacity building, advocacy, education and facilitation, 
professional skills and conduct, individual and community assessment, outreach, and evaluation 
and research. 

 Ms. Saxton asked that all SNCC members consider advertising this certificate program and consider 
opportunities to add CHWs to clinic staff. 

 
Prepared by Rachel Stein, Program Associate 


