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11..  EEXXEECCUUTTIIVVEE  SSUUMMMMAARRYY  
   

PPuurrppoossee  aanndd  SSccooppee  ooff  RReeppoorrtt  

The Medi-Cal Managed Care Division (MMCD) of the California Department of Health Care 
Services (DHCS) initiated a statewide collaborative quality improvement project (QIP) with 
all of its contracted, full-scope managed care plans in July 2007. The QIP focused on reducing 
avoidable emergency room (ER) visits among Medi-Cal managed care beneficiaries. The 
collaborative defined an avoidable ER visit as a visit that could have been more appropriately 
managed by and/or referred to a primary care provider (PCP) in an office or clinic setting.1 In 
the area of quality assurance, the DHCS’s contract requires that all full-scope, contracted 
plans participate in the statewide collaborative QIP. 

In October 2009, MMCD released a collaborative baseline report that described the planning 
process for the collaborative; established the indicators for measurement; presented existing, 
plan-specific interventions; and introduced the planned interventions for the statewide 
collaborative. 

The DHCS contracted with Health Services Advisory Group, Inc. (HSAG), an external 
quality review organization (EQRO), in September 2008. The DHCS contracted with HSAG 
to conduct QIP validation, an activity mandated by the Centers for Medicare & Medicaid 
Services (CMS), and to produce an interim report on the statewide collaborative QIP. 

This interim report describes the collaborative activities conducted since the baseline report. 
This report includes collaborative background information, the status of statewide 
collaborative interventions, initial findings from QIP validation, 2007 calendar-year data, 
collaborative successes and challenges, and recommendations for the future.          

SSuummmmaarryy  ooff  CCoollllaabboorraattiivvee  QQIIPP  AAccttiivviittiieess  

In November 2008, 21 participating plans representing 25 counties submitted QIPs to the 
EQRO for QIP validation. The collaborative also continued development and 
implementation of two targeted statewide interventions:  

 A member health education campaign 

 A plan-hospital data collaboration pilot 

                                                           
1 California Department of Health Services. May 2009. Baseline Report: Statewide Collaborative QIP on Reducing Avoidable 

Emergency Room Visits.  
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As part of its implementation of statewide interventions, the collaborative explored the 
development of outcome measures. Plan partners would use these measures for process 
monitoring as well as for evaluating the effectiveness of the two interventions based on short-
term and intermediate outcomes. 

CCoonncclluussiioonnss  aanndd  RReeccoommmmeennddaattiioonnss  

HSAG identified several strengths of the collaborative through QIP validation and documented 
activities. The DHCS and the collaborative partners selected a challenging study topic impacting 
all plans and the Medi-Cal Managed Care Program as a whole. The DHCS and its contracted 
Medi-Cal managed care plans demonstrated an impressive commitment to the collaborative. 
The collaborative partners conducted extensive background research and information gathering 
to define an “avoidable emergency room visit.” In addition, the collaborative selected one study 
indicator from a performance measure developed by the national Healthcare Effectiveness Data 
and Information Set (HEDIS®)2, developed a study indicator to measure avoidable ER visits, 
and worked through challenges among 21 plans with collecting and reporting data. The 
collaborative partners’ commitment was also apparent through the dedication of resources at 
the State and plan level to participate in ongoing work groups, implement both plan-specific 
and statewide interventions, and conduct data collection and evaluation activities. Another 
strength of the collaborative was the participating health plans’ willingness to present and share 
information with each other. Health plans openly presented challenges and sought input from 
the group for resolution. Plans also shared their experiences with plan-specific interventions 
and the results of the interventions.          

The collaborative experienced challenges, as well. HSAG noted delays with the development 
and implementation of the health education campaign and the plan-hospital data 
collaboration intervention. The delay in the implementation of the statewide interventions 
resulted in plans conducting remeasurement prior to initiating the collaborative interventions. 
In addition, plans met challenges with the new EQRO’s more rigorous enforcement of the 
CMS protocol for QIP validation, impacting HSAG’s initial validation feedback to plans. This 
led to the EQRO working in partnership with the State and participating plans to increase 
compliance with the CMS protocols.  

Based on the QIP validation review and additional collaborative documentation, HSAG 
recommends the following: 

 Revise the existing QIP timeline to support the actual progress of the collaborative 

                                                           
2 HEDIS® is a registered trademark of the National Committee for Quality Assurance (NCQA). 
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 Use the collaborative-developed indicator for avoidable ER visits as the key indicator to 
measure improvement, and use the HEDIS Ambulatory Care—Emergency Department (ED) Visits 
rate for informational trending purposes only 

 Develop intervention outcome measures for the member health education campaign that align 
with the goals of the intervention rather than member and provider satisfaction with the 
campaign materials  

 Consider the plan resources necessary to collect intervention outcome measures and limit the 
volume of measures to only those that provide meaningful information 

 Clarify age ranges for inclusion in the HEDIS Ambulatory Care—ED Visits measure for data 
reporting standardization 

 Use the EQRO to provide technical assistance and training to plans on QIPs to increase 
compliance with CMS protocols 

Despite the many successes achieved to date and the concerted effort to work through 
identified challenges, the collaborative expressed concern that its efforts to reduce avoidable 
ER visits may not be enough to impact this multifaceted problem. Plans expressed that while 
they are working to create and promote a “medical home” as a strategy to reduce avoidable 
ER visits, early results from plan-specific interventions show that patients are not choosing to 
go to the medical home for acute care. Therefore, plans have concluded that they may need to 
reconsider their service delivery model. In addition, the collaborative expressed that 
misaligned incentives contribute greatly to the complex problem. Collaborative participants 
acknowledged that until there is a realignment of incentives among members, providers, 
hospitals, and plans, the collaborative may be unable to adequately address this issue. 
Regardless, the collaborative remained committed to continuing to move the project forward 
and gathering data for future discussion.  
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22..  IINNTTRROODDUUCCTTIIOONN  AANNDD  BBAACCKKGGRROOUUNNDD    
   

MMeeddii--CCaall  MMaannaaggeedd  CCaarree  BBaacckkggrroouunndd  

The DHCS administers the Medi-Cal Managed Care Program, California’s Medicaid managed 
care program, which serves roughly half of the Medi-Cal population. The other half is 
enrolled in fee-for-service Medi-Cal.  

During the period covered by this report, 21 full-scope health plans were operating in 25 
counties throughout California, providing comprehensive health services to approximately 3.4 
million beneficiaries enrolled in Medi-Cal managed care. The DHCS administers the Medi-Cal 
Managed Care Program through a service delivery system that encompasses three different 
plan model types: County-Organized Health System (COHS), Geographic Managed Care 
(GMC), and Two-Plan.   

CCoouunnttyy--OOrrggaanniizzeedd  HHeeaalltthh  SSyysstteemm  

In a COHS model type, the DHCS initiates contracts with county organized and operated 
plans to provide managed care services to beneficiaries with designated, mandatory aid codes. 
In a COHS plan, beneficiaries can choose from a wide network of managed care providers. 
These beneficiaries do not have the option of enrolling in fee-for-service Medi-Cal unless 
authorized by the plan. The DHCS has contracts with five COHS plans that operate in nine 
counties.   

GGeeooggrraapphhiicc  MMaannaaggeedd  CCaarree    

The GMC model type allows enrollees to choose from several commercial plans within a 
specified geographic area. Similar to the COHS model type, the DHCS requires enrollment in 
a managed care plan for beneficiaries with designated aid codes, except for seniors and 
individuals with disabilities who are eligible for Medi-Cal benefits under the Supplemental 
Security Income (SSI) Program. These beneficiaries have the option to enroll in either the 
managed care program or fee-for-service system. The GMC model type operates in San 
Diego and Sacramento counties.  

TTwwoo--PPllaann    

In a Two-Plan model type, the DHCS contracts with two managed care plans in each county 
to provide medical services to beneficiaries. Most counties offer a locally operated, local 
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initiative (LI) plan and a nongovernmental commercial health plan. Like the GMC model 
type, the DHCS requires enrollment in a managed care plan for beneficiaries with designated 
aid codes, except for seniors and individuals with disabilities who are eligible for Medi-Cal 
benefits under the SSI program. These beneficiaries can choose between the managed care 
program and fee-for-service system. Medi-Cal managed care recipients may enroll in either 
the LI plan or the commercial plan. During the period covered by this report, the Two-Plan 
model was operating in 12 counties.      

QQuuaalliittyy  IImmpprroovveemmeenntt  PPrroojjeecctt  ((QQIIPP))  RReeqquuiirreemmeennttss  

The Balanced Budget Act of 1997 (BBA), Public Law 105-33, requires that all states operating 
a Medicaid managed care program ensure that their contracted plans conduct QIPs in 
accordance with the Code of Federal Regulations (CFR) at 42 CFR 438.240.3 To meet this 
requirement, MMCD requires plans to conduct two QIPs, one of which is the statewide 
collaborative project.  

A QIP is a process of: 

 Identifying a target area for improvement (clinical or nonclinical)  
 Implementing interventions for improvement 
 Analyzing results 

PPuurrppoossee  ooff  tthhee  CCoollllaabboorraattiivvee  QQIIPP    

MMCD selected reducing avoidable ER visits as the statewide collaborative topic beginning in 
2007 in response to utilization patterns and findings from the Institute of Medicine’s 
“Emergency Medical Services at the Crossroads.” MMCD also selected the topic to improve 
beneficiary access to primary care while encouraging preventive care, which can avoid or 
minimize the damaging effects of chronic disease.  

The collaborative established its QIP goal: 

 To reduce avoidable emergency room visits by 10 percent for each plan over a three-year 
period. 

                                                           
3 Balanced Budget Act of 1997. Federal Register/Vol. 67, No. 115, June 14, 2002, 2002/Rules and Regulations, p. 41109. 
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CCoollllaabboorraattiivvee  CCoommppoonneennttss  aanndd  PPrroocceessss  

The collaborative primarily used work groups to conduct QIP activities. The collaborative 
work groups were multidisciplinary, with participation from medical directors, quality 
improvement staff, medical policy staff, health educators, and nurse consultants from the 
State and the plans.  

During the QIP design phase, the collaborative used a work group to review literature, 
analyze data, and discuss the aspects of ER overuse that the QIP would address. The 
collaborative also developed and initiated a health plan survey, a member survey, and a 
provider survey. The collaborative used the surveys to obtain information on after-hours 
access to care, the relationship among health plans and hospitals, provider incentives, plan-
specific initiatives previously implemented, members’ knowledge of after-hours services, 
members’ reasons for using the ER, members’ use of advice lines, and provider availability.  

The collaborative partners used survey results outlined in the baseline report along with data 
analysis and literature review to conduct causal/barrier analysis. The collaborative focused 
statewide interventions on barriers common to all plans and complementary of plan-specific 
interventions. 

Since the baseline report, the collaborative continued to use work groups throughout the 
implementation phase of the QIP. This phase focused primarily on developing and launching 
the member health education campaign and defining and implementing the plan-hospital data 
collaboration intervention.  

Plans were responsible for collecting baseline and remeasurement data and reporting the 
results in October 2008 to the EQRO for QIP validation.   
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33..  QQIIPP  IINNDDIICCAATTOORRSS::  SSPPEECCIIFFIICCAATTIIOONNSS  AANNDD  MMEETTHHOODDOOLLOOGGIIEESS  
   

The collaborative selected two performance measures for baseline and remeasurement 
reporting, defined in the baseline report as Measure I and Measure II.     

MMeeaassuurree  II––––CCaallccuullaattiioonn  IInnddiiccaattoorr  

Measure I is comprised of the HEDIS Ambulatory Care—ED Visits measure. This measure 
reflects ED visits that did not result in an inpatient admission during a specified calendar year. 
Plans report rates as the total number of ED visits/1,000 member months. Instead of using 
Measure I to measure improvement, HSAG recommended that the collaborative use 
Measure I as a calculation indicator for which plans collect and report data. Measure I 
calculates all ED visits during the measurement year, including ED visits beyond the control 
of the plans and outside the scope of the QIP.  

HSAG’s QIP review also noted some inconsistencies among the plans’ reporting of Measure I. 
Some plans excluded children younger than one year of age when reporting this indicator 
while others did not. Plans may have been unclear if they were to include/exclude this 
population since Measure II excludes this population when calculating avoidable ED visits. 
Although the DHCS directed plans to follow HEDIS specifications for reporting this 
measure, HSAG recommended that the collaborative reinforce the age ranges for 
inclusion/exclusion for consistent data reporting and comparison among plans. In addition, 
HSAG agreed to implement a process to validate these rates within the QIPs by comparing 
them to plans’ reported rates that underwent a HEDIS Compliance Audit™.     

MMeeaassuurree  IIII––––QQIIPP  IInnddiiccaattoorr    

The collaborative developed Measure II, a HEDIS-like measure, to define the percentage of 
avoidable ER visits among members older than one year of age. Measure II reflects the 
number of ER visits that could have been more appropriately managed by and/or referred to 
a PCP in an office or clinic setting. HSAG recommended that the collaborative use Measure II 
as the QIP indicator to measure the success of the collaborative and for QIP validation by the 
EQRO.  

HSAG recommended that plans report this indicator as avoidable ER visits versus members 
with avoidable ER visits to allow for statistical testing between the baseline and 
remeasurement periods using a Chi-square test (a test for determining the probability that a 
given result could not have occurred by chance).  
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Although the collaborative experienced challenges defining the specifications for the measure, 
the collaborative succeeded in constructing a well-defined, objective performance measure. 
Appendix A includes the data specifications for Measure II.      
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44..  IINNTTEERRVVEENNTTIIOONNSS  
   

CCoollllaabboorraattiivvee  SSttaatteewwiiddee  IInntteerrvveennttiioonnss    

Since the baseline report, the collaborative has worked steadily to fully develop and implement 
two statewide interventions and has explored development of outcome measures for each 
intervention. While development and implementation of intervention outcome measures are 
not a required component of a QIP, the efforts of the collaborative to collect information on 
the two statewide interventions will help evaluate the interventions’ short-term and/or 
intermediate impact on the targeted causal barriers. This information will be useful to the 
collaborative partners when allocating resources for ongoing and future interventions.  

The collaborative initially described four interventions for consideration in the baseline 
report, and the collaborative’s progress on each is outlined below. 

MMeemmbbeerr  HHeeaalltthh  EEdduuccaattiioonn  CCaammppaaiiggnn  

The collaborative developed a targeted member health education campaign as a strategy to 
address two identified causal barriers: 

  Lack of member information on alternatives to seeking care in the ER 

  Lack of communication between members and PCPs on appropriate ER use 

The collaborative’s campaign targeted parents of members 1 to 19 years of age. The 
collaborative determined that this age group showed a high rate of avoidable ER visits for all 
plans across all ethnic and language subgroups. In addition, the avoidable diagnosis codes 
related to colds, coughs, and earaches were highest in this age group.  

The collaborative identified two objectives for the campaign: 

  Increase members’ knowledge/awareness of alternatives to using the ER  

  Increase communication between members and PCPs on appropriate ER use  

The collaborative developed a campaign brochure and poster titled “Not Sure It’s an 
Emergency?” in late 2008, conducted focus groups beginning in January 2009, and completed 
the focus groups by February 2009. Nine plan partners conducted a total of 14 focus groups, 
with a total of 55 participants on the English and Spanish versions of the campaign brochure 
and poster. Based on the focus group results, the collaborative revised the materials and 
finalized them in March 2009. Appendix B includes a summary of the focus group findings.  
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To complement the brochure and poster, the collaborative developed additional materials as 
part of a toolkit for plans to use with PCPs to obtain their participation.  

The collaborative completed the toolkit in April 2009, which included: 

 PCP cover letter  

 PCP instructions  

 PCP talking points  

 Fact sheet 

 Brochure (English and Spanish) 

 Poster (English and Spanish) 

Appendix C includes the toolkit and campaign materials.  

Each plan was responsible for printing campaign materials and disseminating them to 
providers. Plans began dissemination of campaign materials in May 2009, with completion 
targeted for June 2009. 

              MMeemmbbeerr  HHeeaalltthh  EEdduuccaattiioonn  CCaammppaaiiggnn  CChhaalllleennggeess  aanndd  SSuucccceesssseess  

Plans identified three significant challenges to implementing the campaign:  

 Lack of funding—time and resources 

 Lack of buy-in—value of education campaign questioned 

 PCP resistance—time and resources 

In addition to the plan-identified barriers, the collaborative experienced challenges initiating a 
media campaign kick-off. MMCD explored this opportunity at the State level, and while there 
was great interest, MMCD could not obtain approval in time for the launch of the campaign.  

The collaborative continues to strategize ideas and share experiences to address the identified 
barriers. 

Despite some of the implementation setbacks, the collaborative has been successful 
implementing the campaign according to its implementation timeline. Some plans have 
received positive support and resource allocation to address avoidable ER visits from their 
plan leadership, with the goal of seeing a return on investment. Some plans are receiving 
provider support with additional requests from provider offices for more campaign materials, 
while other providers have customized the brochures with their clinic information. The State 
has received a request from another state eager to use and modify the developed materials.   
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              MMeemmbbeerr  HHeeaalltthh  EEdduuccaattiioonn  CCaammppaaiiggnn  OOuuttccoommee  MMeeaassuurreess  

The collaborative is working on the development of outcome measures for the member 
health education campaign. The work group solicited input and recommendations for 
measuring the success of the campaign from the collaborative partners. HSAG provided the 
collaborative with several outcome measures for consideration for process monitoring as well 
as short-term and intermediate outcomes.  

HSAG recommended that the outcome measures align with the objectives of the campaign. 
For example, the collaborative could measure the extent to which parents with children 1 to 
19 years of age received materials and/or are more educated about alternatives to using the 
ER and the extent to which providers and members discussed appropriate use of the ER. 

Some plans have expressed concern with the resources needed to develop and collect 
outcome information on the intervention. The collaborative has developed a small work 
group to explore options for outcome measures and make recommendations to the larger 
collaborative work group.      

PPllaann--HHoossppiittaall  DDaattaa  CCoollllaabboorraattiioonn  

The collaborative developed a plan-hospital data collaboration intervention as a strategy to 
address two identified causal barriers: 

 Lack of timely notification from the hospital to the health plan of member ER visits  

 Lack of timely member interventions initiated by the health plan following an avoidable ER 
visit  

The collaborative identified two objectives for the plan-hospital data collaboration 
intervention: 

 Increase timely exchange of information for members seen in the ER  

 Increase timely interventions initiated by the health plan for members with an avoidable ER 
visit  

The collaborative is interested in learning what impact timely notification has on the health 
plans’ ability to intervene with members to reduce avoidable ER visits.  

The collaborative used a work group led by the plans to detail the intervention. The work 
group targeted a minimum of 21 hospitals for the intervention, one per participating partner 
plan. The work group did not prescribe specific criteria for the plans to select their partner 
hospital. Plans could choose to enhance an existing hospital partnership if they already had a 
data exchange process in place. 
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The work group introduced the intervention to the collaborative in August 2008. The 
collaborative established a timeline of six to nine months for plans to select a hospital and 
begin data exchange. The collaborative specified minimum data fields for which plans would 
report data collected from the hospitals. The collaborative expected all plans to have a 
hospital data exchange in place by June 1, 2009. As of May 2009, 11 plans were receiving 
information from their identified hospital through fax notification or an electronic medium. 
Plans receive data at varying frequency: daily, three times per week, weekly, or monthly.   

              PPllaann--HHoossppiittaall  DDaattaa  CCoollllaabboorraattiioonn  CChhaalllleennggeess  aanndd  SSuucccceesssseess  

Plans identified some challenges finding hospitals willing to participate in the data 
collaboration intervention. Barriers included the added resource burden on the hospital, plans 
having difficulty finding the appropriate hospital contact to support efforts, and plans being 
too small of a payer source for the hospital to be willing to modify their existing process for 
their members. 

Plans that were successful initiating the intervention are experiencing challenges or have 
concerns about maintaining data sharing. Plans reported that hospitals have difficulty 
dedicating resources to the project and establishing a single point of contact. Resources 
needed at the plan level vary greatly between plans. Some plans have integrated the 
intervention with minimal resources or have dedicated additional resources, while other plans 
have experienced a burden on existing staff.  

Although some plans have experienced challenges, many plans have been very successful. 
Some plans that have reported implementation success used their chief executive officer 
(CEO) to initiate discussions with their selected hospital’s CEO, while others have been 
successful with directly contacting the ER for support. Many plans were able to move to an 
electronic data exchange that supports greater sustainability. Plans also reported that having 
information technology points of contact between the plan and the hospital has supported 
initial data formatting and ongoing data exchange. As a result of the information exchange, 
plans have implemented a variety of member interventions, including telephone interventions, 
mailings that promote use of nurse advice lines, information on access to urgent care 
facilities, coordination with a PCP, enrollment into case management, and educational 
materials such as campaign brochures, self-care materials, and fever kits.         

              PPllaann--HHoossppiittaall  DDaattaa  CCoollllaabboorraattiioonn  OOuuttccoommee  MMeeaassuurreess  

The collaborative work group developed and finalized outcome measures for the plan-
hospital data collaboration in May 2009. The work group developed process monitoring 
measures to gather information about the initiation of plan contact with a hospital for regular 
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data feeds, the date of the first data feed from the participating hospital, and the start date of 
member interventions based on data feeds.  

The work group developed additional measures, including data frequency, data timeliness, 
data volume, and data completeness. The collaborative will use this information to determine 
if it met its first objective by measuring if there was an increase in the timely exchange of 
information from the hospital to the plan.  

The work group will measure success with the second objective, to increase timely 
interventions initiated by the plan with members seen in the ER with an avoidable visit, 
through a member communications measure. This measure reports the percentage of plan 
outreach attempts/communications to members originating from the data feeds during the 
measurement period.  

Finally, the work group developed measures to evaluate avoidable ER visit rates from 
participating and nonparticipating hospitals. The work group recommends that plans conduct 
one or more analyses comparing the avoidable ER rate between participating and 
nonparticipating hospitals, analyzing the rates for participating and nonparticipating hospitals 
pre- and post-intervention, and analyzing the rates for participating and nonparticipating 
hospitals compared to the total avoidable ER rate. Appendix D includes the hospital 
collaboration process and outcome measures. 

Plans are collecting data for the six-month periods of January 1, 2009–June 30, 2009, and July 
1, 2009–December 31, 2009, and reporting data annually. Plans will report data for the 2009 
calendar year in 2010 and finish the intervention on December 31, 2010, reporting the data in 
2011.   

The process and outcome measures for this intervention will allow plans to determine if the 
intervention was successful and evaluate opportunities to expand the intervention to 
additional hospitals.        

AAfftteerr--HHoouurrss  PPhhoonnee  MMeessssaaggee  

MMCD agreed to explore development of an after-hours phone message that gives 
instructions to members seeking after-hours care and make the message available to plan 
providers. The collaborative determined that this intervention would serve as an optional, 
plan-specific intervention rather than a collaborative, statewide intervention. MMCD initiated 
research to develop an after-hours phone message; however, due to limited staff resources 
and conflicting priorities, MMCD is not currently pursuing this initiative.  
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EEmmeerrggeennccyy  RRoooomm  CCoo--PPaayy  PPiilloott  

The collaborative expressed a strong interest in piloting an ER co-pay for Medi-Cal members 
as an additional strategy to reduce avoidable ER rates. MMCD explored this possibility; and 
reported in May 2009 that interested plans could initiate a pilot project. The co-pay, however, 
could not exceed $5, based on legislative regulation. The collaborative is identifying plans 
interested in piloting an ER co-pay within the regulations. Plans discussed several challenges 
implementing the intervention, including the resources needed to administer the project, the 
inability to enforce or collect the co-pay, the uncertainty of whether the low co-pay amount 
would be enough of a deterrent to change behavior, members shifting between plans if 
competing plans do not participate in the pilot, and the need for consistency between Medi-
Cal fee-for-service and Medi-Cal managed care. The collaborative will continue to evaluate 
whether this intervention is a viable option.  

PPllaann--SSppeecciiffiicc  IInntteerrvveennttiioonnss    

In addition to the statewide collaborative interventions, some plans initiated plan-specific 
interventions to reduce avoidable ER visits. Many plans have had interventions in place for 
several years, while others have just started. Although the types of interventions varied, the 
plans included interventions focused on the provider, member, and system. Appendix E 
contains a listing of plan-specific interventions.  

Although implementation of a variety of plan-specific interventions makes it difficult to 
identify which improvement efforts were ultimately successful, plans should be encouraged 
and supported to continue these efforts.  
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55..  QQIIPP  VVAALLIIDDAATTIIOONN  FFIINNDDIINNGGSS  
   

PPrroojjeecctt  TTiimmeelliinnee  

Since the baseline report, HSAG conducted its first QIP validation review of ER 
collaborative QIPs submitted by plans in November 2008. HSAG’s review found that the 
project timeline no longer supported the progress of the collaborative. The collaborative 
experienced unanticipated delays due to challenges with indicator development and data 
reporting, as well as challenges with statewide intervention development and implementation. 

HSAG’s QIP review showed that the first remeasurement period (identified as calendar year 
2007) did not allow time for plans to implement intervention and improvement strategies. 
Therefore, changes during this period of time are not likely the result of collaborative QIP 
efforts. HSAG’s QIP review also determined that implementation of most plan-specific 
interventions initiated as a result of the collaborative took place throughout 2008. To address 
the longer-than-anticipated, but necessary, QIP collaborative design phase, HSAG 
recommended that 2006 calendar-year data serve as QIP design-phase information, making 
calendar year 2007, the period of January 1, 2007, to December 31, 2007, the baseline 
measurement period for both QIP indicators.  

With the new baseline year in 2007, HSAG recommended an adjustment to the 
remeasurement periods. Calendar year 2008, which represents the period of January 1, 2008, 
to December 31, 2008, should serve as the first remeasurement period, and calendar year 
2009, which represents the period of January 1, 2009, to December 31, 2009, should serve as 
the second remeasurement period.   

HSAG also recommended that the collaborative add a third remeasurement period from 
January 1, 2010, to December 31, 2010. This additional remeasurement period would allow 
plans to measure the impact of interventions implemented in late 2008 and mid-2009. 

Appendix F includes the updated collaborative QIP timeline. 
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QQIIPP  AAccttiivviittyy  RReevviieeww  SSttaattuuss  

CMS protocols4 include 10 activities, as outlined below, for plans when conducting QIPs. 
Plans document each activity and report progress annually to the EQRO for validation.  

Activity I: Select the study topic(s) 

Activity II:   Define the study question(s) 

Activity III:  Select the study indicator(s) 

Activity IV: Use a representative and generalizable study population 

Activity V:   Use sound sampling techniques (if sampling is used) 

Activity VI:   Reliably collect data 

Activity VII:  Implement intervention and improvement strategies 

Activity VIII:   Analyze data and interpret study results 

Activity IX:  Plan for “real improvement” 

Activity X:  Achieve sustained improvement 

Based on the new QIP project timeline, plans have completed Activities I–VI and are 
implementing statewide collaborative interventions and improvement strategies as part of 
Activity VII. The plans provided remeasurement data as part of Activity VIII in the QIP 
submission that was due October 31, 2009. 

QQIIPP  VVaalliiddaattiioonn  DDeessccrriippttiioonn  

The primary objective of QIP validation is to determine each plan’s compliance with federal 
requirements, which include: 

 Measuring performance using objective quality indicators 
 Implementing systematic interventions to achieve improvement in quality 
 Evaluating the effectiveness of the interventions 
 Planning and initiating activities to increase or sustain improvement 

                                                           
4 Conducting Performance Improvement Projects: A Protocol for Use in Conducting Medicaid External Quality Review Activities, Final 
Protocol, Version 1.0, May 2002 (CMS PIP Protocol) and Validating Performance Improvement Project: A Protocol for Use in 
Conducting Medicaid External Quality Review Activities, Final Protocol, Version 1.0, May 2002 (CMS Validating Protocol). 
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Federal regulations also require that plans conduct and an EQRO validate QIPs in a manner 
that is consistent with the CMS protocols for conducting and validating QIPs.5 

The CMS protocol for validating QIPs focuses on two major areas: 

 Assessing the plan’s methodology for conducting the QIP 
 Evaluating the overall validity and reliability of study results 

QIP validation ensures that: 

 Plans design, implement, and report QIPs in a methodologically sound manner 
 Real improvement in the quality of care and services is achievable 
 Documentation complies with the CMS protocol for conducting QIPs 
 Stakeholders can have confidence in the reported improvements 

EEvvaalluuaattiinngg  tthhee  OOvveerraallll  VVaalliiddiittyy  aanndd  RReelliiaabbiilliittyy  ooff  SSttuuddyy  RReessuullttss  

A QIP that accurately documents CMS protocol requirements has high validity and reliability. 
Validity is the extent to which the data collected for a QIP measure its intent. Reliability is the 
extent to which an individual can reproduce the study results. For each completed QIP, HSAG 
assesses threats to the validity and reliability of QIP findings and determines when a QIP is no 
longer credible. Using its QIP Validation Tool and standardized scoring, HSAG reports the 
overall validity and reliability of the findings as one of the following: 

 Met = high confidence/confidence in the reported study findings 
 Partially Met = low confidence in the reported study findings 
 Not Met = reported study findings that are not credible 

                                                           
5 U.S. Department of Health and Human Services, Centers for Medicare & Medicaid Services. EQR Managed Care 
Organization Protocol. Conducting Performance Improvement Projects: A Protocol for Use in Conducting Medicaid External Quality 
Review Activities, Final Protocol, Version 1.0, May 2002  and Validating Performance Improvement Projects (PIPs): A Protocol for 
Use in Conducting Medicaid External Quality Review Activities, Final Protocol, Version 1.0, May 2002. 
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QQIIPP  SSttaatteewwiiddee  CCoollllaabboorraattiivvee  VVaalliiddaattiioonn  FFiinnddiinnggss  

HSAG conducted its first QIP validation review of collaborative statewide QIPs in February 
2009. HSAG reviewed 24 statewide collaborative QIP submissions, reflecting 21 plans, from 
July 1, 2008, to December 31, 2008. Table 5.1 provides overall results for each activity within 
the CMS protocols.  

HSAG validated QIPs according to the original collaborative time frame that used January 1, 
2006–December 31, 2006, as the baseline year and January 1, 2007–December 31, 2007, as 
Remeasurement I. HSAG used the Measure II—Avoidable ER Visits rate only when 
evaluating for improvement.   

HSAG’s validation findings revealed that plans had many strengths, but plans also had 
opportunities for improvement. HSAG provided the DHCS and the plans with plan-specific 
QIP validation feedback, as well as several recommendations to increase QIP compliance 
with the CMS protocols. Detailed validation findings and recommendations are in the QIPs 
Status Report—July 1, 2008–December 31, 2008, available on the DHCS Web site at 
http://www.dhcs.ca.gov/dataandstats/reports/Pages/MMCDQualPerfMsrRpts.aspx.  

Table 5.1––Statewide Collaborative QIP Activity Average Rates* (N=24) 

QIP Stages Activity Met Elements 
Partially Met/ 

Not Met Elements 

Study Design  I:    Appropriate Study Topic  95%  5% 

II:   Clearly Defined, Answerable Study Question(s)  0%  100% 

III:   Clearly Defined Study Indicator(s)  60%  40% 

IV:   Correctly Identified Study Population  32%  68% 

Study 
Implementation 

V:   Valid Sampling Techniques**  **  ** 

VI:   Accurate/Complete Data Collection  36%  64% 

VII: Appropriate Improvement Strategies  60%  40% 

Quality 
Outcomes 
Achieved 

VIII:  Sufficient Data Analysis and Interpretation  42%  58% 

IX:   Real Improvement Achieved  44%  56% 

X:   Sustained Improvement Achieved  **  ** 

  * The activity average rate represents the average percentage of applicable elements with a Met or Partially 
Met/Not Met finding across all the evaluation elements for a particular activity. 

** No QIPs were assessed for this activity/evaluation element. 

One significant opportunity for improvement identified by HSAG was to improve 
documentation of all CMS-required activities. HSAG found through the validation review 
process that plans were using NCQA’s Quality Improvement Activity (QIA) form to submit 
their QIPs, which did not support plans in fully documenting the required activities with the 
CMS protocols. 
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Since HSAG provided the DHCS and the plans with validation findings, the DHCS began 
revising its QIP requirements for Medi-Cal managed care plans beginning in February 2009, 
transitioning plans from using NCQA’s QIA form to using HSAG’s QIP Summary Form. 
This transition should provide plans with a tool to document all CMS protocol activities, 
improving QIP validation findings. The DHCS communicated these new QIP requirements 
to plans in June 2009 in the All Plan Letter 09-008, with the new QIP requirements going into 
effect July 1, 2009.   

In addition, HSAG developed the Quality Improvement Assessment Guide for Medi-Cal Managed 
Care Plans, which the DHCS released in June 2009 on its Web site at 
http://www.dhcs.ca.gov/dataandstats/reports/Pages/MMCDQualPerfMsrRpts.aspx. The 
guide orients plans to HSAG’s validation process, forms, and methodology. The DHCS also 
had HSAG provide QIP training to plans in June 2009, and HSAG provided ongoing 
technical assistance to plans prior to the next collaborative QIP submission that was due on 
October 30, 2009.       

Another opportunity for improvement for the collaborative QIP submissions was the lack of 
a documented study question. HSAG determined that development of a study question, 
required within the CMS protocols, was a critical element missing from most of the QIP 
submissions. In February 2009, the DHCS’s Medical Policy Section, responsible for oversight 
of the statewide collaborative QIP, developed a study question for the ER collaborative QIP. 
The DHCS submitted the study question to HSAG for review and disseminated it to 
participating plans. The study question developed for the collaborative was: Do targeted 

interventions decrease the rate of avoidable ER visits during the measurement year? Plans will 
include the study question with future QIP submissions.  

HSAG expects to see significant improvement in the activity element scores of the plans’ next 
collaborative QIP submissions due to the collaborative’s responsiveness to HSAG’s QIP 
validation recommendations and technical assistance.    
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66..  BBAASSEELLIINNEE  MMEEAASSUURREEMMEENNTTSS  
   

The collaborative adopted HSAG’s QIP timeline recommendations; therefore, HSAG 
displays the new baseline-year data in this interim report to reflect the new project timeline, 
with calendar year 2006 data reported as design-phase data and calendar year 2007 data 
reported as the QIP’s baseline data. HSAG displays results for Measure I—Ambulatory 
Care–ED Visits/1,000 Member Months and Measure II—Avoidable Emergency Room 
Visits in Tables 6.1 and 6.2, respectively. 

Table 6.1––Measure I – HEDIS® Ambulatory Care – Emergency Department Visits1 

Plan Name County 
Model 
Type* 

ER Visits/1,000 Member Months 

Design 
Phase 

CY 2006 

Baseline 

CY2007 

Remeasurement 

CY2008 CY2009 CY2010 

Alameda Alliance 
for Health 

Alameda  LI  65.4†  78.00† 
   

Anthem Blue Cross  Alameda  CP  36.21†  ∆     
Anthem Blue Cross  Contra Costa  CP  38.28†  ∆    
Anthem Blue Cross  Fresno  CP  33.13†  ∆    
Anthem Blue Cross  Sacramento  GMC  27.70†  ∆    
Anthem Blue Cross  San Diego  GMC  37.55†  ∆    
Anthem Blue Cross  San Francisco  CP  26.89†  ∆    
Anthem Blue Cross  San Joaquin  CP  31.57†  ∆    
Anthem Blue Cross  Santa Clara  CP  29.01†  ∆    
Anthem Blue Cross  Stanislaus  LI  47.59†  ∆    
Anthem Blue Cross  Tulare  LI  44.70†  ∆    
CalOptima  Orange  COHS  33.89†  36.30†     
Care 1st  San Diego  GMC  38.19†  123.15†     

CenCal Health  Santa Barbara  COHS  46.33†  50.33†     

CenCal Health 
San Luis 
Obispo** 

COHS  N/A  N/A 
   

Central California 
Alliance for Health 

Monterey, 
Santa Cruz 

COHS  47.77†  57.98† 
   

Community Health 
Group 

San Diego  GMC  28.71†  28.76† 
   

Contra Costa 
Health Plan 

Contra Costa  LI  51.7  52.7† 
   

Health Net  Fresno  CP  30.6  35.4     
Health Net  Kern  CP  34.7  38.6     
Health Net  Los Angeles  CP  26.3  27.4     
Health Net  Sacramento  GMC  19.1  26.6     
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Table 6.1––Measure I – HEDIS® Ambulatory Care – Emergency Department Visits1 

Plan Name County 
Model 
Type* 

ER Visits/1,000 Member Months 

Design 
Phase 

CY 2006 

Baseline 

CY2007 

Remeasurement 

CY2008 CY2009 CY2010 

Health Net  San Diego  GMC  38.1  41.5     
Health Net  Stanislaus  CP  43.9  50.8     
Health Net  Tulare  CP  40.6  42.9     
Health Plan of San 
Joaquin 

San Joaquin  LI  26.52  42.26 
   

Health Plan of San 
Mateo 

San Mateo  COHS  48.90†  47.64† 
   

Inland Empire 
Health Plan 

Riverside/San 
Bernardino 

LI  40.69  47.43 
   

Kaiser Permanente 
– North 

Sacramento  GMC  34.4†  40.4† 
   

Kaiser Permanente 
– South 

San Diego  GMC  45.22†  42.77† 
   

Kern Family Health 
Care 

Kern  LI  41.18  38.93 
   

LA Care Health Plan  Los Angeles  LI  26.68†  31.63     

Molina Healthcare 
Riverside/San 
Bernardino 

CP  32.03  36.14 
   

Molina Healthcare  Sacramento  GMC  28.35  33.25     
Molina Healthcare  San Diego  GMC  29.41  40.65     
Partnership Health 
Plan 

Napa, Solano, 
Yolo 

COHS  37.90†  44.38 
   

San Francisco 
Health Plan 

San Francisco  LI  21.4  22.8† 
   

Santa Clara Family 
Health 

Santa Clara  LI  32.94  36.1 
   

Western Health 
Advantage 

Sacramento  GMC  25.97†  26.35 
   

1 Table data reflects plan-reported rates via 2008 QIP submissions 
*    Model types: COHS—County-Operated Health System, CP—Commercial Plan, GMC—Geographic 

Managed Care, LI—Local Initiative 
* *  CenCal Health—San Luis Obispo County added in March 2008 
  ∆  Data not reported in November 2008 QIP submission 
  †   Rate reported in QIP differs from the HEDIS rate reported to the DHCS for the same measurement period 
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Table 6.2––Measure II – QIP Indicator – Avoidable ER Visits1 

Plan Name County 
Model 
Type* 

Avoidable ER Visits as Percentage of Overall ER Visits 

Design Phase 
CY 2006 

Baseline 
CY2007 

Remeasurement  

CY2008 CY2009 CY2010 

Alameda Alliance 
for Health 

Alameda  LI  13.5%  12.9%     

Anthem Blue Cross  Alameda  CP  16.12%  ∆    
Anthem Blue Cross  Contra Costa  CP  17.83%  ∆    
Anthem Blue Cross  Fresno  CP  14.59%  ∆    
Anthem Blue Cross  Sacramento  GMC  14.71%  ∆    
Anthem Blue Cross  San Diego  GMC  15.29%  ∆    
Anthem Blue Cross  San Francisco  CP  16.25%  ∆    
Anthem Blue Cross  San Joaquin  CP  15.50%  ∆    
Anthem Blue Cross  Santa Clara  CP  16.62%  ∆    
Anthem Blue Cross  Stanislaus  LI  13.36%  ∆    
Anthem Blue Cross  Tulare  LI  17.36%  ∆    
CalOptima  Orange  COHS  18.02%  16.08%     
Care 1st  San Diego  GMC  7.31%  13.81%     
CenCal Health  Santa Barbara  COHS  19.20%  19.17%     

CenCal Health 
San Luis 
Obispo** 

COHS  N/A  N/A     

Central California 
Alliance for Health 

Monterey, 
Santa Cruz 

COHS  21.67%  23.19%     

Community Health 
Group 

San Diego  GMC  6.87%  16.08%     

Contra Costa 
Health Plan 

Contra Costa  LI  18.7%  17.4%     

Health Net  Fresno  CP  22.8%  17.4%     
Health Net  Kern  CP  19.9%  15.3%     
Health Net  Los Angeles  CP  21.7%  15.5%     
Health Net   Placer  GMC  N/A  N/A     
Health Net  Sacramento  GMC  19.1%  15.9%     
Health Net  San Diego  GMC  20.6%  16.2%     
Health Net  Stanislaus  CP  26.8%  14.5%     
Health Net  Tulare  CP  24.0%  19.4%     
Health Plan of San 
Joaquin 

San Joaquin  LI  14.3%  21.27%     

Health Plan of San 
Mateo 

San Mateo  COHS  14.00%  13.59%     

Inland Empire 
Health Plan 

Riverside/San 
Bernardino 

LI  20.16%  22.76%     

Kaiser Permanente 
– North 

Sacramento  GMC  11.7%  11.2%     

Kaiser Permanente 
– South 

San Diego  GMC  12.0%  11.2%     
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Table 6.2––Measure II – QIP Indicator – Avoidable ER Visits1 

Plan Name County 
Model 
Type* 

Avoidable ER Visits as Percentage of Overall ER Visits 

Design Phase 
CY 2006 

Baseline 
CY2007 

Remeasurement  

CY2008 CY2009 CY2010 

Kern Family Health 
Care 

Kern  LI  13.4%  14.31%     

LA Care Health Plan  Los Angeles  LI  27.28  15.97%     

Molina Healthcare 
Riverside/San 
Bernardino 

CP  16%  19%     

Molina Healthcare  Sacramento  GMC  14.0%  14.5%     
Molina Healthcare  San Diego  GMC  13.0%  15.3%     
Partnership Health 
Plan 

Napa, Solano, 
Yolo 

COHS  18.2%  18.6%     

San Francisco 
Health Plan 

San Francisco  LI  15.5%  16.9%     

Santa Clara Family 
Health 

Santa Clara  LI  22.11%  19.3%     

Western Health 
Advantage 

Sacramento  GMC  14.24%  13.77%     

1 Table data reflects plan-reported rates via 2008 QIP submissions 
*    Model types: COHS—County-Operated Health System, CP—Commercial Plan, GMC—Geographic Managed 

Care, LI—Local Initiative 
* *  CenCal Health—San Luis Obispo County added in March 2008 
  ∆  Data not reported in November 2008 QIP submission 

HSAG noted that some plans reported rates for Measure I—HEDIS Ambulatory Care—ED 
Visits that differed from the HEDIS reported rate. For consistent reporting, HSAG 
recommends that plans use their HEDIS audited rate or the rate reported to the DHCS as 
part of the External Accountability Set for Measure I.   

As part of its QIP validation process, HSAG will validate QIP reported rates against HEDIS 
rates and work with plans to resolve any discrepancies whenever possible. This process may 
result in plans correcting rates reported in this interim report for both Measure I and Measure 
II as part of the plans’ annual QIP submission in October 2009. HSAG will include any 
revisions in the collaborative remeasurement report.     

Based on the initial structure of a QIP, HSAG will validate QIPs for improvement at the 
overall plan-level rate since the collaborative established the QIP goal at the plan level. 
However, HSAG recommends analyzing results at the county level and by plan model type to 
allow for comparisons between plans operating in the same counties and between similar 
model types. This level of analysis provides additional information about interventions that 
plans may have implemented in only select counties such as the plan-hospital data 
collaborative intervention.    
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Plans will submit calendar year 2008 data to the EQRO for review in October 2009. HSAG 
will present remeasurement data and results in 2010 within its Remeasurement Report of the 
Statewide Collaborative QIP.   
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77..  SSUUMMMMAARRYY  OOFF  FFIINNDDIINNGGSS  

  

SSttrreennggtthhss//OOppppoorrttuunniittiieess  ffoorr  IImmpprroovveemmeenntt    

HSAG commends MMCD and its participating plans for initiating a statewide collaborative 
QIP and targeting avoidable ER visits, a relevant and complex topic for study. The DHCS’s 
and the Medical Policy Section’s leadership and commitment to the project are exemplary. 
Plans’ participation and willingness to share data and lessons learned are strengths of the 
collaborative. In addition, plans have exceeded the collaborative’s expectations by 
implementing and sustaining multiple, plan-specific interventions in addition to the statewide 
collaborative QIP interventions. The multiple approaches and interventions initiated 
throughout the collaborative increases the likelihood of achieving improvement with this 
multifaceted problem. 

The compliance of plans’ QIPs with the CMS protocols offered the greatest opportunity for 
improvement. HSAG expects that the steps taken by the DHCS to support plans in the 
transition to a more rigorous enforcement of the CMS protocols will improve the plans’ 
submission of valid and reliable QIPs, ultimately improving the quality of care and services 
delivered to Medi-Cal beneficiaries.     

NNeexxtt  SStteeppss  

The collaborative’s next steps include the following: 

 Complete implementation of the member health education campaign and the plan-hospital 
data collaboration interventions  

 Finalize outcome measures for the member health education campaign 
 Determine plans’ interest in an ER co-pay pilot intervention 
 Collect calendar year 2008 data and submit QIPs to the EQRO for validation by October 

30, 2009 
 Collect plan-hospital data collaboration outcome measures data for January 1, 2009–June 30, 

2009 

HSAG will complete the next statewide collaborative QIP report, including the first 
remeasurement year data and analysis, in August 2010. The DHCS’s public release of that 
report is targeted for September 2010.  
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AAppppeennddiixx  AA..  DDAATTAA  SSPPEECCIIFFIICCAATTIIOONNSS  FFOORR  MMEEAASSUURREE  IIII::  AAVVOOIIDDAABBLLEE  EERR  VVIISSIITTSS  
 
 

The collaborative defined “avoidable ER visits” as visits with a primary diagnosis that 
matches the diagnosis codes selected by the collaborative. The collaborative did not select 
many additional diagnosis codes that could also represent an avoidable ER visit. The rate of 
avoidable ER visits used in Measure II represents the percentage of all ER visits that match 
the selected diagnosis codes. 

Plans were required to use the following data specifications when collecting baseline data for 
the avoidable ER visits measure: 

 The denominator is determined by the total number of visits from the HEDIS ER measure, 
excluding infants (less than 12 months of age) 

 The numerator represents ER visits containing any of the collaborative-designated primary 
diagnosis codes (Table A-1)  

 The numerator excludes visits for members younger than 12 months of age 
 Plans identify the Medi-Cal client index number (CIN), Medi-Cal ethnicity, Medi-Cal 

language, primary diagnosis, date of service, and Medi-Cal Aid Code. 
 Plans calculate and include the age (on the date of service) and total length of plan 

enrollment (as member months) in their data collection.   

 

The Baseline Measurement Period: 

 The 12-month calendar year (January 1, 2007, through December 31, 2007)A-1 

Numerator:  

 Represented by the total number of avoidable ER visits for members 1 year of age or older 

Denominator:  

 The total number of HEDIS ER visits for members 1 year of age or older per 1,000 member 
months 

Rate:  

 The percentage of all ER visits defined as avoidable  

 

 

                                                           
A-1 The baseline measurement period is based on the revised collaborative time frame. 
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Table A.1—ER Collaborative Avoidable Visits ICD-9 Diagnosis Codes 

 
Medi-Cal ICD–9 Diagnosis Codes for Avoidable ER Visits  

ICD-9 Code 
No Decimal 

ICD-9 Code
Decimal 

  Dermatophytosis of body  1105  110.5 

  Candidiasis of mouth  1120  112.0 

  Candidiasis  112  112 

  Candidal vulvovaginitis  1121  112.1 

  Candidias urogenital NEC  1122  112.2 

  Cutaneous candidiasis  1123  112.3 

  Disseminated candidiasis*  1125  112.5 

  Candidiasis – other specified sites  1128  112.8 

  Candidal endocarditis*  11281  112.81 

  Candidal otitis external  11282  112.82 

  Candidal meningitis*  11283  112.83 

  Candidal esophagitis  11284  112.84 

  Candidal enteritis  11285  112.85 

  Candidiasis site NEC  11289  112.89 

  Candidiasis site NOS  1129  112.9 

  Acariasis  133  133 

  Scabies  1330  133.0 

  Acariasis NEC  1338  133.8 

  Acariasis NOS  1339  133.9 

  Disorders of conjunctiva  372  372 

  Acute conjunctivitis  3720  372.0 

  Acute conjunctivitis unspecified  37200  372.00 

  Serous conjunctivitis  37201  372.01 

  Ac follic conjunctivitis  37202  372.02 

  Pseudomemb conjunctivitis  37204  372.04 

  Ac atopic conjunctivitis  37205  372.05 

  Chronic conjunctivitis, unspecified  37210  372.10 

  Chronic conjunctivitis  3721  372.1 

  Simpl chr conjunctivitis  37211  372.11 

  Chr follic conjunctivitis  37212  372.12 

  Vernal conjunctivitis  37213  372.13 

  Chr allrg conjunctivis NEC  37214  372.14 

  Parasitic conjunctivitis  37215  372.15 

  Blepharoconjunctivitis  3722  372.2 

  Blepharoconjunctivitis, unspecified  37220  372.20 

  Angular blepharoconjunct  37221  372.21 

  Contact blepharoconjunct  37222  372.22 

  Other and unspecified conjunctivitis  3723  372.3 
  *These diagnosis codes were added in error when the list was converted from a list of ranges of diagnosis 

codes to a list of individual codes. Plans’ reporting of these diagnosis codes in 2006–2007, which was 
rare, did not have an appreciable effect on the rate of avoidable ER visits. These codes will be eliminated 
from the list to avoid confusion. 
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Table A.1—ER Collaborative Avoidable Visits ICD-9 Diagnosis Codes 

 
Medi-Cal ICD–9 Diagnosis Codes for Avoidable ER Visits  

ICD-9 Code 
No Decimal 

ICD-9 Code
Decimal 

  Conjunctivitis, unspecified  37230  372.30 

  Rosacea conjunctivitis  37231  372.31 

  Conjunctivitis NEC  37239  372.39 

  Other mucopurulent conjunctivitis  37203  372.03 

  Xeroderma of eyelid  37333  373.33 

  Suppurative and unspecified otitis media  382  382 

  Acute suppurative otitis media without spontaneous rupture of 
ear drum 

38200  382.00 

  Acute suppurative otitis media  3820  382.0 

  Ac supp om w drum rupt  38201  382.01 

  Chr tubotympan suppur om  3821  382.1 

  Chr atticoantral sup om  3822  382.2 

  Chr sup otitis media NOS  3823  382.3 

  Suppur otitis media NOS  3824  382.4 

  Otitis media NOS  3829  382.9 

  Ac mastoiditis‐compl NEC  38302  383.02 

  Acute nasopharyngitis  460  460 

  Acute pharyngitis  462  462 

  Acute laryngopharyngitis  4650  465.0 

  Acute upper respiratory infections of multiple or unspecified sites  465  465 

  Acute URI mult sites NEC  4658  465.8 

  Acute URI NOS  4659  465.9 

  Acute bronchitis  4660  466.0 

  Acute bronchitis and bronchiolitis  466  466 

  Chronic rhinitis  4720  472.0 

  Chronic pharyngitis and nasopharyngitis  472  472 

  Chronic pharyngitis  4721  472.1 

  Chronic nasopharyngitis  4722  472.2 

  Chronic maxillary sinusitis  4730  473.0 

  Chronic sinusitis  473  473 

  Chr frontal sinusitis  4731  473.1 

  Chr ethmoidal sinusitis  4732  473.2 

  Chr sphenoidal sinusitis  4733  473.3 

  Chronic sinusitis NEC  4738  473.8 

  Chronic sinusitis NOS  4739  473.9 

  Chronic tonsillitis and adenoiditis  4740  474.0 

  Chronic tonsillitis  47400  474.00 

  Chronic disease of tonsils and adenoids  474  474 

  Chronic adenoiditis  47401  474.01 

  Chronic tonsils&adenoids  47402  474.02 

  Hypertrophy of tonsils and adenoids  4741  474.1 

  Tonsils with adenoids  47410  474.10 
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Table A.1—ER Collaborative Avoidable Visits ICD-9 Diagnosis Codes 

 
Medi-Cal ICD–9 Diagnosis Codes for Avoidable ER Visits  

ICD-9 Code 
No Decimal 

ICD-9 Code
Decimal 

  Hypertrophy tonsils  47411  474.11 

  Hypertrophy adenoids  47412  474.12 

  Adenoid vegetations  4742  474.2 

  Chr T & A Dis NEC  4748  474.8 

  Chr T & A Dis NOS  4749  474.9 

  Cystitis  595  595 

  Acute cystitis  5950  595.0 

  Chr interstit cystitis  5951  595.1 

  Chronic cystitis NEC  5952  595.2 

  Trigonitis  5953  595.3 

  Cystitis in oth dis  5954  595.4 

  Other specified types of cystitis  5958  595.8 

  Cystitis cystica  59581  595.81 

  Irradiation cystitis  59582  595.82 

  Cystitis NEC  59589  595.89 

  Cystitis NOS  5959  595.9 

  Urinary tract infection, site not specified  5990  599.0 

  Inflammatory disease of cervix, vagina, vulva  616  616 

  Cervicitis and endocervicitis  6160  616.0 

  Vaginitis and vulvovaginitis  6161  616.1 

  Female infertility NEC  6288  628.8 

  Pruritic conditions NEC  6988  698.8 

  Pruritic disorder NOS  6989  698.9 

  Prickly heat  7051  705.1 

  Lumbago  7242  724.2 

  Backache NOS  7245  724.5 

  Disorders of coccyx  7247  724.7 

  Other back symptoms  7248  724.8 

  Headache  7840  784.0 

  Follow up examination  V67  V67 

  Surgery follow‐up  V670  V67.0 

  Following surgery, unspecified  V6700  V67.00 

  Follow up vaginal pap smear  V6701  V67.01 

  Following other surgery  V6709  V67.09 

  Radiotherapy follow‐up  V671  V67.1 

  Chemotherapy follow‐up  V672  V67.2 

  Psychiatric follow‐up  V673  V67.3 

  Fu exam treated healed fx  V674  V67.4 

  Following other treatment  V675  V67.5 

  High‐risk Rx NEC Exam  V6751  V67.51 

  Follow‐up exam NEC  V6759  V67.59 

  Comb treatment follow‐up  V676  V67.6 
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Table A.1—ER Collaborative Avoidable Visits ICD-9 Diagnosis Codes 

 
Medi-Cal ICD–9 Diagnosis Codes for Avoidable ER Visits  

ICD-9 Code 
No Decimal 

ICD-9 Code
Decimal 

  Follow‐up exam NOS  V679  V67.9 

  Encounters for administrative purposes  V68  V68 

  Issue medical certificate  V680  V68.0 

  Disability examination  V6801  V68.01 

  Other issue of medical certificates  V6809  V68.09 

  Issue repeat prescript  V681  V68.1 

  Request expert evidence  V682  V68.2 

  Other specified administrative purposes  V688  V68.8 

  Referral‐no exam/treat  V6881  V68.81 

  Other specified administrative purposes  V6889  V68.89 

  Administrtve encount NOS  V689  V68.9 

  General medical examination  V70  V70 

  Routine medical exam at health facility  V700  V70.0 

  Psych exam‐authority req  V701  V70.1 

  Gen psychiatric exam NEC  V702  V70.2 

  Med exam NEC‐admin purpose  V703  V70.3 

  Exam‐medicolegal reasons  V704  V70.4 

  Health exam‐group survey  V705  V70.5 

  Health exam‐pop survey (population)  V706  V70.6 

  Exam‐clinical research  V707  V70.7 

  General medical exam NEC  V708  V70.8 

  General medical exam NOS  V709  V70.9 

  Special investigations and examinations  V72  V72 

  Eye & vision examination  V720  V72.0 

  Ear & hearing exam  V721  V72.1 

  Encounter for hearing examination following failed hearing 
screening 

V7211  V72.11 

  Encounter for hearing conservation and treatment  V7212  V72.12 

  Other examinations of ears and hearing  V7219  V72.19 

  Dental examination  V722  V72.2 

  Gynecologic examination  V723  V72.3 

  Routine gynecological examination  V7231  V72.31  

  Encounter for Papanicolaou cervical smear to confirm findings of 
recent normal pap smear following initial abnormal pap smear  

V7232  V72.32 

  Preg exam‐preg unconfirm  V724  V72.4 

  Pregnancy examination or test, pregnancy unconfirmed  V7240  V72.40 

  Pregnancy examination or test, negative result  V7241  V72.41 

  Pregnancy examination or test, positive result  V7242  V72.42 

  Radiological exam NEC  V725  V72.5 

  Laboratory examination  V726  V72.6 

  Skin/sensitization tests  V727  V72.7 

  Examination NEC  V728  V72.8 
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Table A.1—ER Collaborative Avoidable Visits ICD-9 Diagnosis Codes 

 
Medi-Cal ICD–9 Diagnosis Codes for Avoidable ER Visits  

ICD-9 Code 
No Decimal 

ICD-9 Code
Decimal 

  Preop cardiovsclr exam  V7281  V72.81 

  Preop respiratory exam  V7282  V72.82 

  Oth spcf preop exam  V7283  V72.83 

  Preop exam unspcf  V7284  V72.84 

  Oth specified exam  V7285  V72.85 

  Encounter blood typing  V7286  V72.86 

  Examination NOS  V729  V72.9 
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AAppppeennddiixx  BB..    SSUUMMMMAARRYY  OOFF  FFOOCCUUSS  GGRROOUUPP  FFIINNDDIINNGGSS  
 
 

ER Collaborative 
Focus Group Testing – Statewide Summary 

ER Poster and Brochure 
(Revised March 10, 2009) 

Time Frame 
 

Poster and Brochure released (English) January 6, 2009 

Poster and Brochure released (Spanish) January 15, 2009 

Focus group questions/process released January 12, 2009 

Focus groups conducted January 12 – February 13, 2009 (1 mo.) 

Focus Group Analysis February 13 – February 19, 2009 

Focus Groups 

 14 focus groups, conducted mostly during Community Advisory Committee meetings 
 55 individual surveys completed (using focus group questions) 

Participating Health Plans (9)  

 Alameda Alliance 
 Contra Costa Health Plan 
 Health Net 
 Health Plan of San Joaquin  
 LA Care 

 Molina Health Care 
 Partnership Health Plan 
 San Francisco Health Plan 
 Santa Clara Family Health 

 

Poster and Brochure Recommendations – English 

Based on focus group findings, revisions to the poster and brochure are not recommended. 
The majority of focus group participants said they: 

 Liked the look of the materials  
 Understood the message  
 Would be more likely to call the doctor before going to the ER 
 Would like to see the materials used in their doctor’s office 
 Thought the materials were very useful 
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Comments 
 Poster should be used in other additional locations, such as pharmacies, ER departments, 

medical lobbies, etc. 
 Would prefer to get the brochure from the doctor 
 Posters also should be placed in exam rooms (smaller 8½ x 11 size) 
 Some wanted more information on what to do for a fever (in the brochure) 
 Were concerned/worried that the doctor would not have time to talk about appropriate use 

of the ER 
 Suggested adding the provider’s contact information and referral numbers on the poster and 

brochure 
 Recommended multicultural pictures for translation into threshold languages 

 
Poster and Brochure Recommendations – Spanish 

Based on focus group findings, revisions to the text will be needed before finalizing the 
poster and brochure.  Focus group participants said that some Spanish wording and phrases 
need to be revised because they are too high level and/or the meaning is not clear.  Suggested 
wording was provided by focus group participants.   
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AAppppeennddiixx  CC..    TTOOOOLLKKIITT  CCAAMMPPAAIIGGNN  MMAATTEERRIIAALLSS  
 
 

Appendix C contains the following materialsC-1: 

 ER health education campaign cover letter 
 ER provider instructions 
 ER suggested talking points 
 Avoidable ER visits fact sheet 
 ER English-language brochure 
 ER Spanish-language brochure 
 ER English-language poster 
 ER Spanish-language poster 

 

                                                           
C-1 Toolkit materials may be reproduced and/or modified with acknowledgment given to the Medi-Cal Managed Care 

Program – ER Statewide Collaborative. Suggested citation: Materials originally developed by the State of California 
Department of Health Care Services in collaboration with Medi-Cal managed care health plans. 2009. 



State of California—Health and Human Services Agency 
  Department of Health Care Services 
  

 
 DAVID MAXWELL-JOLLY ARNOLD SCHWARZENEGGER 
 Director Governor 

 

April 20 2009  
 
Dear Medi-Cal Managed Care Provider: 
 
Thank you for agreeing to use the enclosed ER Health Education Campaign poster and 
brochure,” Not Sure It’s An Emergency?” to educate Medi-Cal managed care members about 
the appropriate use of the emergency room (ER). The poster and brochure are available in 
English and Spanish.   As you know, the Statewide ER Collaborative is focusing on educating 
parents with children because 74% of the avoidable ER visits in members, ages 1-19 years 
were for earaches, sore throats, coughs, colds, and flu.    
 
The official start date of the ER Health Education Campaign is May 1, 2009 with an ending date 
of October 2011.  The ER Collaborative’s goal is to reduce avoidable ER visits by at least 10% 
during this period of time. The attached one-page document, “What Doctors Can Do to Educate 
Parents About Using the ER” will provide detailed information about how to use the ER poster 
and brochure, along with some helpful tips and recommendations.  Additionally, the ER 
Collaborative developed a one page fact sheet (attached) that includes some important 
information and data about the use of the ER for avoidable visits.   
 
Your health plan representative will be available to answer any questions, and to assist and 
support you throughout the campaign implementation period.  Also, to understand the extent 
the ER posters and brochures were used by doctor’s offices, health plan representatives will 
periodically ask questions about your use of the campaign materials.  
 
Please keep in touch with your health plan representative regarding campaign implementation 
issues.  Their goal is to provide you with on-going support and assistance, and to re-supply you 
with needed ER posters and brochures on a timely basis.   Thank you very much for your 
support and help in this important California quality improvement collaborative project. 
  
Sincerely, 
 
 
 
Michael C. Farber, M.D., Chief 
Medical Policy Section, Medi-Cal Managed Care Division 
 
Attachments 
 

 

Medi-Cal Managed Care Division 
1501 Capitol Avenue, P.O. Box 997413, MS 44?? 

Sacramento, CA  95899-7413 
Telephone (916) 449-5000     Fax (916) 449-5??? 

Internet Address:  www.dhcs.ca.gov  
 



 
C a l i f o r n i a ’ s  S t a t e w i d e  E m e r g e n c y  R o o m  C o l l a b o r a t i v e  

 
 

WHAT DOCTORS CAN DO  
TO EDUCATE PARENTS ABOUT USING THE ER 

 
The Emergency Room (ER) Collaborative, made up of all 22 Medi-Cal managed care 
plans need your help and commitment to reduce the rate of avoidable ER visits by Medi-
Cal Managed care members.  The Collaborative designed and tested a poster and 
brochure to assist you in educating members with children, ages 1-19, since 74 % of 
avoidable ER visits in this age range are due to earaches, sore throats, coughs, colds and 
flu.   
 

 ER Poster-- “Not Sure It’s an Emergency?”  
 
 The poster is designed to encourage parents in the waiting room to ask you about 

when to use the emergency room and when to call your office for non-emergency 
conditions such as earaches, sore throats, cough, cold and flu.  

 Be sure to place the poster in a visible location in your patient waiting area(s). 
 Posters can also be placed in exam rooms or other areas visible to your patients. 

 
ER Brochure-- “Not Sure It’s an Emergency?”  

 
 The tri-fold companion brochure was designed to assist you to educate parents 

about appropriate ER use and URI prevention and self-management strategies.  
 Please use the information in the brochure, as well as the member’s unique medical 

history to provide advice about URI prevention, self-management, and 
symptoms/conditions that require emergency care.  

 Encourage the parents to use the space on the back of the brochure to write down 
the advice that you provide during the office visit.   

 Your name, office hours, your phone number, and phone numbers(s) for after hours, 
weekends and holidays should be added to the back of each brochure.  Use a self-
inking stamp or pre-printed labels to easily add this contact information to all 
brochures that you give out to your patients. 

 

 

TIPS & RECOMMENDATIONS 
 

 Be sure to share the brochure with all your patients who visit your office. 
 Be sure to inform your patients about what to do and who to call if they   

cannot reach your office for advice regarding an urgent condition or when 
they are not sure their condition is an emergency. 

 Encourage parents to schedule regular check-ups for their children. 
 Discuss with parents the importance of keeping immunizations up-to-date. 
 Counsel parents on how to minimize the spread of infections in their 

children.  
 Contact your health plan representative for questions, assistance or when 

you need more posters or brochures. 
   



C a l i f o r n i a ’ s  S t a t e w i d e  E m e r g e n c y  R o o m  C o l l a b o r a t i v e  

ER Health Education Campaign, Talking Point, April 17, 2009 

 
ER Health Education Campaign 

 

Suggested Talking Points  
 
Please thoroughly review all ER materials and documents before talking to providers about the 
ER Health Education Campaign; be sure to also review all the materials with the PCP (primary 
care provider).    Materials include the ER Poster, Brochure, Fact Sheet, provider instructions, 
“What Doctors Can do to Educate Parents About Using the ER”, MMCD’s Introductory Letter to 
providers, and MMCD’s cover letter (for materials and documents).  

 
1. Approximately 20% of all ER visits among Medi-Cal managed care members are for non-

urgent and avoidable conditions. 
 
2. The ER health Education campaign is targeting children because 74% of the avoidable ER 

visits in members ages 1-19 were for earaches, sore throats, coughs, colds, and flu. 
 
3. Health plans collaborated with DHCS, Medi-Cal Managed Care Division to design and test the 

ER poster and brochure for use by the PCP to educate parents and their children on 
appropriate ER usage. 

 
4. The poster encourages parents/patients to first contact their primary care provider or their 

health plan's Nurse Advice Line (if available) when they are not sure they have an 
emergency health condition.   

 
5. The brochure stresses the importance of regular doctor visits and provides helpful tips for 

preventing upper respiratory infections and keeping children comfortable with a cold or flu.   
 
6. Patients often go to the ER because they do not know what conditions/symptoms require 

emergency care and what conditions/symptoms can best be treated by their PCP. (PCPs 
know how best to treat patients for each ache, sore throat, cough, cold, and flu.)  

 
7. The poster and brochures are only one part of the ER Collaborative to reduce avoidable ER 

usage.  The ER Collaborative is also working with hospitals to educate members on 
appropriate ER usage. 

 
8. The Collaborative encourages the PCP to talk with parents/patients about when to go to an 

emergency room and what to do when the office is closed.  Please give members the 
brochure with doctor’s name, phone number, hours of operation (and advice line # if 
available) phone #s for after hours, weekends and holidays at the back of the brochure. 
(Suggest ordering self inking stamp or creating peel off labels on their computer.) 

 
9. Please display the poster in your office in a location visible to all patients.  
 
10. Additional posters and brochures can be ordered for free.  (Include health plan specific 

instruction on how to order more posters and brochures.)  
 
11. Include health plan specific information here about on-going support and follow-up.  
 



 
 

C a l i f o r n i a ’ s  S t a t e w i d e  E m e r g e n c y  R o o m  C o l l a b o r a t i v e  

The California Health Care Foundation (CHCF) is a non-profit organization.  More information about CHCF can be found at www.CHCF.org. 
Medi-Cal Managed Care Health Plans contract with the State of California to provide health care services to approximately 3.5 million Medicaid 
recipients.   

AVOIDABLE EMERGENCY ROOM (ER) VISITS  
 

Fact Sheet 
 
Emergency rooms throughout the nation are increasingly overburdened treating patients 
for non-emergency conditions.  In July 2007 the Medi-Cal Managed Care Division 
(MMCD), Department of Health Care Services (DHCS) initiated a statewide quality 
improvement project (QIP) with all 22 contracted managed health care plans to focus on 
reducing avoidable emergency room (ER) visits among Medi-Cal managed care 
beneficiaries.    The statewide ER Collaborative defines an avoidable emergency room 
visit as “a visit, which could have more appropriately been managed and/or referred to a 
primary care provider in an office or clinic setting.” 
   

The Facts 
 

 The Institute of Medicine (IOM) in 2006 reported that emergency rooms 
throughout the nation are overburdened and overcrowded.    

 
 The California Healthcare Foundation in 2006 reported 46% of 1,402 persons who 

participated in a telephone survey stated their problem could have been treated 
by their primary care physician. Survey responses indicated four key factors 
driving avoidable users to the ER:  

 
 Lack of access to medical care outside the ER (e.g. same day,  

evening & weekend appointments) 
 Lack of advice on how to handle sudden medical problems 
 Lack of alternatives to the ER (e.g. unsuccessful reaching their  
 doctor, unavailable urgent care clinic or nurse advice line)  

  Positive attitude about the ER as a site of care 
 

 15-20% of all ER visits among Medi-Cal managed care members were for non-
urgent and avoidable conditions. 

 
 74% of avoidable visits in Medi-Cal managed care members, age 1-19 were due to 

upper respiratory infections, pharyngitis or earaches.  
 

 Of 4,063 Medi-Cal managed care members with access to an advice line, only  
25% actually called the advice line before going to the ER. 

 
 Only 41% of 3,464 Medi-Cal managed care members tried to schedule an 

appointment with their PCP before going to the ER. 
 
 



They can give 
you advice 
on where to 
go and what 
to do if your 
child has an:

• Earache
• Sore throat
• Cough
• Cold
• Flu

Not Sure It’s  
An Emergency?
Call our office or your  
health plan’s advice line

Is your child seeing 
the doctor today?

Ask your child’s doctor when to go  
to the emergency room.

The doctor knows your child’s  
medical history.

Your doctor can help you make better 
choices for your child.

Sponsored by California’s Statewide Emergency Room  
Collaborative — Medi-Cal Managed Care Health Plans

Use this space to write 
down what your doctor 
tells you today:

09-111



How can I keep my child 
from getting a cold  
or flu?

How can I help my child 
feel better?

Why should I take  
my child to the doctor  
for regular check-ups?

Avoid the long waits 
and the crowds in the 
Emergency Room.

Find help by calling your 
child’s doctor or the health 
plan’s advice line.

With regular check-ups your 
doctor will:

• Get to know your child’s medical 
history better.

• Give your child the best care 
— when it is needed.

• Give you advice on how to keep your 
child healthy.

• Give you advice on when to use the 
emergency room and when to call 
the doctor first.

You can’t always keep your child from 
getting sick, but here are things that 
can help:

• Make sure your child’s shots are 
up-to-date.

• Get your child a flu shot if the 
doctor suggests it.

• Teach your child to:

- Wash hands for at least 20 
seconds after using the toilet and 
before eating.

- Avoid touching eyes, nose or 
mouth.

- Not share food, drinks or eating 
utensils.

- Keep away from others who have 
a cold or cough.

If your child gets a sore throat, cough, 
cold, or flu, here are things you can do:

• Make sure your child:

- Gets lots of rest and sleep.
- Drinks plenty of fluids.

• Use a humidifier or salt water 
nose drops to help with a stuffy 
nose.

• Ask your doctor if your child 
needs cold or cough medicine.



Le pueden 
aconsejar a 
dónde ir o 
qué hacer si 
su hijo tiene:

• Dolor 
de oído

• Dolor de 
garganta

• Tos
• Resfrío
• Gripe

¿Es Una 
Emergencia?
Llame a nuestro consultorio  
o a la línea de consejería 
médica de su plan de salud

¿Tiene su hijo una cita 
médica hoy?

Pregúntele al doctor cuándo debería 
ir su hijo a la sala de emergencia.

El doctor conoce la historia médica  
de su hijo. 

Su doctor le puede ayudar a tomar 
mejores decisiones respecto a su hijo.

Patrocinado por la Organización de Colaboración de Salas  
de Emergencia del Estado de California, Planes de Cuidado  

Médico Administrado de Medi-Cal

Use este espacio para 
anotar lo que su doctor 
le aconsejo hoy:

09-022



¿Cómo puedo prevenir 
que mi hijo se resfríe  
o le dé gripe?

¿Cómo puedo ayudar a 
mi hijo sentirse mejor?

¿Por qué debo llevar 
a mi hijo a consultas 
médicas rutinarias?

Evite las esperas largas  
en la Sala de Emergencia.

Primero llamé al doctor 
de su hijo o a la línea de 
consejería médica de su 
plan de salud.

Con las consultas médicas 
rutinarias, su doctor:

• Conocerá mejor la historia médica 
de su hijo.

• Le brindará la mejor atención a su 
hijo, cuando sea necesaria.

• Le podrá asesorar acerca de cómo 
mantener a su hijo sano.

• Le podrá aconsejar cuándo debe 
usar la sala de emergencia y cuándo 
debe llamar primero al doctor.

No siempre puede evitar que su hijo 
se enferme, pero aquí hay algunos 
consejos que pueden ayudar:

• Asegúrese de que su hijo haya 
recibido todas las vacunas.

• Vacúnelo contra la gripe si su 
doctor se lo sugiere.

• Enséñele a su hijo a:

- Lavarse las manos por 20 
segundos después de usar el 
baño y antes de comer.

- Evitar tocarse los ojos, la nariz 
o la boca.

- No compartir la comida, 
las bebidas ni los utensilios  
de comida.

- No acercarse a personas resfriadas 
o con tos.

Si a su hijo le duele la garganta, está 
resfriado o tiene tos o gripe, puede 
hacer alguna de estas cosas:

• Asegúrese que su hijo:

- Descanse y duerma.
- Tome mucho líquido.

• Use un vaporizador o gotas 
nasales de agua salada para aliviar 
la nariz congestionada.

• Pregúntele a su doctor si su hijo 
necesita medicina para el resfrío  
o la tos.



The doctor can give your child 
the best care — when it’s not  
an emergency.

Call our office first if your child 
has an:

• Earache
• Sore throat
• Cough
• Cold
• Flu

Ask the Doctor Today
About when to go to the 
emergency room and what  
to do when the office is closed.

Sponsored by California’s Statewide Emergency Room
Collaborative -- Medi-Cal Managed Care Health Plans

 Not Sure It’s  
An Emergency?
Call our office or your health plan’s 
advice line for help on where to go  
or what to do.

09-010



El médico le puede brindar la 
mejor atención a su hijo, si no 
es una emergencia.

Primero llame a nuestro 
consultorio si su hijo tiene:

• Dolor de oído
• Dolor de garganta
• Tos
• Resfrío
• Gripe

Pregúntele al Médico Hoy
Cuándo debe ir a la sala de 
emergencias y qué debe hacer 
si el consultorio está cerrado.

Patrocinado por la Organización de Colaboración de Salas de Emergencia  
del Estado de California,Planes de Cuidado Médico Administrado de Medi-Cal

 ¿No Está Seguro Si 
Es Una Emergencia?
Llame a nuestro consultorio o a la línea de 
asesoramiento de su plan de salud cuando 
necesite ayuda si no sabe adónde ir o qué hacer.

09-021
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AAppppeennddiixx  DD..  HHOOSSPPIITTAALL  CCOOLLLLAABBOORRAATTIIOONN  PPRROOCCEESSSS  AANNDD  OOUUTTCCOOMMEE  MMEEAASSUURREESS  
 

  PPrroobblleemm::  
 Health plans do not receive timely ER member information from hospitals. 
 Member and provider education geared to change behavior about the appropriate use of the 

ER is most effective if performed as soon as possible following use of the emergency room. 

  GGooaall::    
 Each health plan to establish and maintain a collaborative relationship with at least one 

hospital for the timely exchange of information for members seen in the emergency room.  
 Timely information received by the plans will be used to develop and implement member 

and provider interventions focusing on the reduction of avoidable ER visits. 

  BBaarrrriieerrss::  
 Information is currently shared via claims submissions payment often weeks or months after 

the visit. 
 Hospitals are not motivated to provide timely information on ER visits to plans and PCPs. 
 Electronic and other resource barriers exist that prevent timely sharing. 

BBaassiicc  IInnffoorrmmaattiioonn  RReeqquuiirreedd  ooff  HHeeaalltthh  PPllaannss  

 Date of initiation of contact with a hospital for regular data feeds 
 Date of first data feed from the participating hospital(s) 
 Date of start of intervention with members or providers based on data feeds 

PPrroocceessss  ttoo  MMeeaassuurree  SSuucccceessss  ooff  CCoollllaabboorraattiioonn  bbeettwweeeenn  HHeeaalltthh  PPllaannss  
aanndd  HHoossppiittaallss  

1. Data Frequency – the percentage of health plans that receive regular ER data feeds from at 
least one participating hospital during the measurement period. 
 Plans report the frequency of reporting standard that they have arranged with a hospital. 
 Plans report the actual frequency that they receive data feeds during the measurement 

period (percentage of late reports). 

 
2. Data Timeliness – the percentage of ER visits received from the participating hospital(s) 

within 5, 10 and 15 days of the service date during the measurement period. Plans report a 
percentage for each time period.  



 

HHOOSSPPIITTAALL  CCOOLLLLAABBOORRAATTIIOONN  PPRROOCCEESSSS  AANNDD  OOUUTTCCOOMMEE  MMEEAASSUURREESS  
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 Numerator = total number of ER visits  received from the participating hospital(s) 
through regular data feeds at 5, 10 and 15 days from the service date 

 Denominator = total number of ER visits* received from the participating hospital(s) 
through the regular data feeds  
   

Measurement Period: annually; submit with annual QIP status report 
* Total number of ER visits, all ages for the participating hospital.  

 
3. Data Volume – the percentage of total plan visits received by the health plan from the 

participating hospital(s) through the regular data feeds compared to total ER visits for all 
hospitals. 
 Numerator = total number of ER visits received from the participating hospital(s) 

through regular data feeds during the measurement period 
 Denominator = total ER visits from the HEDIS ER* measure denominator for the 

measurement period      

Measurement period: annually, submit with annual QIP status report 
*Total ER Visits for all ages.  

 
4. Data Completeness – the percentage of total ER visits received through the regular data 

feeds compared to ER visits from claims/encounter data received from the participating 
hospital(s).  
 Numerator = total number of ER visit records received from the participating hospital(s) 

through the regular data feeds 
 Denominator = total number of ER visit records received from the participating 

hospital(s) through claim/encounter data 

PPrroocceessss  ttoo  MMeeaassuurree  HHeeaalltthh  PPllaann  AAccttiioonn  aass  aa  RReessuulltt  ooff  DDaattaa  RReecceeiivveedd  
ffrroomm  HHoossppiittaallss    

5. Member Communications – the percentage of member outreach attempts/communications 
originating from the data feeds during the measurement period  
 Numerator =  number of members in the denominator that were provided Qualifying 

Communication originating from the health plan  within 14 days of receiving notice of 
the member’s first Avoidable ER visit during the six month period.   

 Denominator = number of members with Avoidable ER visits reported  through the 
regular data feeds that are received from participating hospital(s) during the six month 
period  

Measurement period:  every 6 months; submit with annual QIP status report. 
 

Qualifying Communication: includes but is not limited to: letters sent; group instruction, 
individual instruction in person or via telephone. Returned letters (undelivered) and calls to 
disconnected phone lines do not constitute Qualifying Communication with the member.   



 

HHOOSSPPIITTAALL  CCOOLLLLAABBOORRAATTIIOONN  PPRROOCCEESSSS  AANNDD  OOUUTTCCOOMMEE  MMEEAASSUURREESS  
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OOuuttccoommee  MMeeaassuurreess  

6. Avoidable ER Visit Rate (AER Rate) for Participating Hospital(s) 
 Numerator = total number of avoidable ER visits from claims/encounter data for the 

participating hospital(s) for the measurement period 
 Denominator = total number of ER visits from claim/encounter data for the 

participating hospital(s) for the measurement period derived from the denominator for 
Measure II Avoidable Emergency Room Visits  

Measurement period: annually, submit with annual QIP status report  
 

7. Avoidable ER Visit Rate (AER Rate) for Non-Participating Hospital(s) 
 Numerator = total number of avoidable ER visits from claim/encounter data for the 

non-participating hospital(s) for the measurement period 
 Denominator = number of total ER visits from claim/encounter data for the non-

participating hospital(s) for the measurement period derived from the denominator for 
Measure II Avoidable Emergency Room Visits  

Measurement period: annually, submit with annual QIP status report  
 

8. Total Plan AER Rate 
 Numerator =  number of total avoidable ER visits from claim/encounter data for the 

measurement period 
 Denominator = number of total ER visits from claim/encounter data for the 

measurement period (from the HEDIS measure) 
 

Measurement period: annually, submit with annual QIP status report  

OOuuttccoommee  EEvvaalluuaattiioonn  

It is recommended health plans conduct an analysis of one or more of the following and 
submit with the annual QIP status report: 

 AER Rate for participating vs. non-participating hospital(s) 
 AER Rate for participating hospital(s) pre and post intervention 
 AER Rate for non-participating hospitals pre and post intervention 
 Total AER Rate pre and post intervention  
 AER Rate for participating hospital(s) vs. Total AER Rate 
 AER Rate for non-participating hospital(s) vs. Total AER Rate 
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AAppppeennddiixx  EE..    PPLLAANN--SSPPEECCIIFFIICC  IINNTTEERRVVEENNTTIIOONNSS  GGRRIIDD  
   

Appendix E presents plan-specific interventions initiated to reduce avoidable ER visits. 
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Table E.1––Plan-specific Interventions Grid 

Type of Intervention 

Medi-Cal Managed Care Collaborative Plan Partners 
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Member‐Targeted Interventions 

Member Health Education Campaign—
Participation in the statewide collaborative 
intervention, “Not Sure It’s an Emergency.” 

√ √ √ √ √ √ √ √ √  √  √ √ √ √ √ √ √ √ √ √ √ 
Small Media—Use of brochures, newsletters, 
posters, and Web site to educate new and existing 
members on appropriate use of the ER, health tips 
and information, and how to access care.  Includes 
translation of materials into additional languages. 

√ X √ √ √ √ √ √  √  √ √ X X √ √ √   √ √ 

Educational Materials—Dissemination of self‐care 
guides and/or fever kits to members.  X √ √ √ √     X X X X √ √ X
Member Outreach Programs—Health plan contact 
with members as a result of an ER visit(s) for 
education about appropriate access to care.   

√ X   X X √ √   X  √ X √
Case Management—Member enrollment into case 
management programs or contact by a case 
manager to educate and discuss alternatives to the 
ER, assistance with accessing services, etc.  

X   √ X √   √  √ √ √ √  

√ – Represents interventions reported by plans as part of the 2008 QIP submission. 
X – Represents interventions not included within the 2008 QIP submission but implemented per self‐reported response to a DHCS survey of interventions. 
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Table E.1––Plan-specific Interventions Grid 

Type of Intervention 

Medi-Cal Managed Care Collaborative Plan Partners 
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Advice Lines—Implementation of a nurse advice 
line and/or efforts to increase utilization of lines.  X √ √ √ √  √  √ √ √ X X √ √ √
New‐member Orientation Incentives—Incentives 
provided to members who participate in new‐
member education, including information on 
accessing the ER, urgent care, etc.  

      X  

Member Input/Feedback—Surveys or focus 
groups used to solicit input from members on 
experiences with after‐hours care, ER services, and 
other aspects of care and service that impact 
avoidable ER visits.  

√ √ √ √ √ √ √ √  √  √ √ √ √ √ X √ √   √ √ 

Provider‐Targeted Interventions 

Plan‐Hospital Data Collaboration—Participation in
the collaborative intervention to establish a 
process for timely communication regarding 
patients seen in the ER.  

√ √ √ √ √ √ √ √   √  X √ √ √ √ √ √ X √ √ 

√ – Represents interventions reported by plans as part of the 2008 QIP submission. 
X – Represents interventions not included within the 2008 QIP submission but implemented per self‐reported response to a DHCS survey of interventions. 
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Table E.1––Plan-specific Interventions Grid 

Type of Intervention 

Medi-Cal Managed Care Collaborative Plan Partners 
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Member Health Education Campaign—Provider 
participation in the statewide collaborative 
intervention, “Not Sure It’s an Emergency” to increase 
communication between provider and member. 

√ √ √ √ √ √ √ √ √ √ √ √ √ √ √ √ √ √ √ √ √ 

Small Media—Use of  brochures, newsletters, 
posters, etc. for provider education, information 
on urgent care facilities, etc.  

√ X √   X √ √  √  √ √ √ √ √ X √ 
Provider Education—Continuing education units 
and provider detailing related to increased access 
to care and open‐access models.  

      √  
PCP After‐Hours Phone Message   X √     X X X √
Provider Input/Feedback—Surveys or focus 
groups held by health plans to gain a better 
understanding of issues impacting PCP offices and 
providers related to after‐hours access, ER 
utilization, and preferences for receiving 
information from health plans, etc.  

√ √ √   √ √ √ √ √  √  √ √ √ X √ X √ √   √ 

√ – Represents interventions reported by plans as part of the 2008 QIP submission. 
X – Represents interventions not included within the 2008 QIP submission but implemented per self‐reported response to a DHCS survey of interventions. 
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Table E.1––Plan-specific Interventions Grid 

Type of Intervention 

Medi-Cal Managed Care Collaborative Plan Partners 
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ER Data Reports—Provided to PCPs to alert providers 
about members who have accessed the ER.  √ X √   √  √ X X √ √ √ √
Provider Acknowledgment, Recognition, and 
Promotion Programs—Awards and 
acknowledgment of ER utilization rates, efforts to 
reduce rates, and/or designation in provider 
directories for extended hours, etc.   

  √    √  

Pay‐for‐performance—Incentives and grants for 
extended hours, increased financial incentives.   X √     √ √ √
After‐hours Contract Compliance Monitoring—
Monitoring and corrective actions.  X     X √ X
Quality Reporting—Inclusion of ER indicators in 
quality reports to providers, quality‐based 
nonfinancial incentives. 

X   √     √
Partnership With Delegated Provider Groups—
Established agreements with delegated providers to 
implement interventions aimed at reducing 
avoidable ER visits. 

√        

√ – Represents interventions reported by plans as part of the 2008 QIP submission. 
X – Represents interventions not included within the 2008 QIP submission but implemented per self‐reported response to a DHCS survey of interventions. 
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Table E.1––Plan-specific Interventions Grid 

Type of Intervention 

Medi-Cal Managed Care Collaborative Plan Partners 
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Hospitalist Program—Use of hospitalists to 
evaluate patients in the ER and divert members 
with avoidable ER visits. 

√        
Communication With ER—Efforts to establish or 
improve communication with the ER about health 
plan members. 

√ X        

System Interventions and Other Interventions 

Frequent User Reports—Reports used to track 
members seen in the ER by number of visits or 
specified diagnosis. 

√ X   √ √ X √ √  √  X √ √ √ X √ √ √ √ √ 
Information Technology—Web‐based interfaces 
for PCPs, case management software  systems, 
systems to support EMRs between the ER and PCPs. 

√ √ √   X  √ X  
Network Expansion—Increased network of urgent 
care centers, extended hours for night and 
weekends, contracting with retail “minute clinics.” 

      √ √ √ √  

√ – Represents interventions reported by plans as part of the 2008 QIP submission. 
X – Represents interventions not included within the 2008 QIP submission but implemented per self‐reported response to a DHCS survey of interventions. 
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Small‐group Collaborative Projects—Participation 
in upper respiratory infection (URI) small‐group 
collaborative QIP or other group projects or 
activities with other health plans to address 
avoidable ER visits. 

√   √    X X √  

Quality Reporting—Internal health plan structured 
reporting of avoidable ER visits as part of dashboard 
reports or other quality reporting initiatives.  

√   X √ √   √  X X
Realignment of Financial Responsibility—Contract
changes to shift financial responsibility from the IPA 
to the health plan or changes to existing urgent 
care fee schedules. 

      √ √  
ER Triage—Systems to support triage of members 
in the ER to divert members to a lower/appropriate 
level of care.  

      √ X  
Urgent Care Access Scheduling—Systems to 
support the scheduling of same‐day appointments 
through advice lines and appointment lines. 

  X     √ X X  

√ – Represents interventions reported by plans as part of the 2008 QIP submission. 
X – Represents interventions not included within the 2008 QIP submission but implemented per self‐reported response to a DHCS survey of interventions. 
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Appendix F presents the revised reporting timeline for the ER statewide collaborative QIP. 
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Table F.1––Revised Reporting Timeline for the ER Statewide Collaborative QIP 

EQRO Interim Report 
 June 2009 
 Includes Baseline Results – Calendar Year (CY) 2007 

EQRO Remeasurement 
Report 
 June 2010 
 Includes 

Remeasurement 1 
(CY 2008) 

 

EQRO Remeasurement 
Report 
 June 2011 
 Includes 

Remeasurement 2 
(CY 2009) 

EQRO Final 
Remeasurement 
Report 
 June 2012 
 Includes 

Remeasurement 3 
(CY 2010)  

CY 2006 

(1/1/06 – 12/31/06) 

CY 2007 

(1/1/07 – 12/31/07) 

CY 2008 

(1/1/08 – 12/31/08) 

CY 2009 

(1/1/09 – 12/31/09) 

CY 2010 

(1/1/10 – 12/31/10) 

CY 2011 

(1/1/11 – 12/31/11) 

CY 2012 

(1/1/12 – 12/31/12) 

Statewide 
Collaborative QIP 
Design Phase 

  

Baseline Period  

CY 2007 

Remeasurement 1 
CY 2008 

 

 

 

 

 

 

 

Remeasurement 2 
CY 2009 

Remeasurement 3  
CY 2010 

   

 

PPLLAANN‐‐SSPPEECCIIFFIICC  IINNTTEERRVVEENNTTIIOONNSS

SSTTAATTEEWWIIDDEE  CCOOLLLLAABBOORRAATTIIVVEE  IINNTTEERRVVEENNTTIIOONNSS

Nov. 2008
Plans Submit 
CY 2007 
Results 

Oct. 2009
Plans Submit 
CY 2008 
Results 

Oct. 2010 
Plans Submit 
CY 2009 
Results 

Nov. 2011
Plans Submit 
CY 2010 
Results 

OOUUTTCCOOMMEE  DDAATTAA  CCOOLLLLEECCTTIIOONN  AANNDD  RREEPPOORRTTIINNGG
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