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I. Introduction
tHe potential for HealtH Care quality improvement 
starts in the doctor’s office. But not all doctor’s offices are created 
equal. Some are flush with supports and resources, either public or 
private. Others are seemingly going it alone. Health plans can play 
an important role in supporting practice-site quality improvement, 
especially for those sites without other sources of expertise and 
support. In recent years, leading health plans have expressed 
greater interest in learning what they can do to further support 
improvements at the point of care.

The Institute of Medicine’s Crossing the Quality Chasm report 
stimulated the health care community’s interest in practice-site 
improvement.1 Studies such as Elizabeth McGlynn’s The Quality of 
Health Care Delivered to Adults in the United States, Rita Mangione-
Smith’s The Quality of Ambulatory Care Delivered to Children in 
the United States, and the widespread use of the Chronic Care 
Model (CCM) further highlighted the need and the opportunities 
to improve quality and efficiency at the provider office level.2,3,4 
Projects such as the Health Resources and Services Administration’s 
(HRSA) Disparities Collaboratives, the Centers for Medicare and 
Medicaid Services’ Doctor’s Office Quality Information Technology 
project (DOQ-IT), and the American Board of Medical Specialties 
(ABMS) Research and Education Foundation’s Improving 
Performance in Practice (IPIP) initiative, have all, in recent years, 
sought to improve the effectiveness of the physician office practice, 
often with a particular focus on the delivery of chronic disease care. 

There have, however, been few projects focused on how health 
plans, particularly in Medicaid, can work with providers to improve 
care in the office setting. Practice sites, especially those primarily 
serving the Medicaid population, vary greatly in their knowledge 
about, comfort with, and capacity and willingness to embark upon 
quality improvement activities. Health plans, similarly, vary in 
their interest, ability, and effectiveness in supporting practice-site 
improvement efforts, but potentially can play a key role in boosting 
the quality of care delivered at the practice site. 

In early 2005 the California HealthCare Foundation funded the 
Center for Health Care Strategies (CHCS) in partnership with the 
National Institute for Children’s Healthcare Quality (NICHQ) and 
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the Improving Chronic Illness Care Program (ICIC) 
of the MacColl Institute for Healthcare Innovation 
to develop and direct the Plan/Practice Improvement 
Project (P/PIP). The State of California’s Medi-Cal 
Managed Care Division, eight Medi-Cal health 
plans, and 16 practice sites participated in the 
project. The participating health plans included: 

K	 Alameda Alliance for Health (Alameda County)

K	 Blue Cross of California State Sponsored Business 
(San Francisco County)

K	 Health Plan of San Mateo (San Mateo County)

K	 Inland Empire Health Plan  
(Riverside and San Bernardino Counties)

K	 L.A. Care Health Plan (L.A. County)

K	 Molina Healthcare of California  
(Riverside and San Bernardino Counties)

K	 Partnership Health Plan of California  
(Solano, Napa, and Yolo Counties)

K	 San Francisco Health Plan (San Francisco County)

The Plan/Practice Improvement Project sought 
to provide the structure to align the key interests 
and roles of health plans and providers to advance 
improvement of asthma care for Medicaid 
beneficiaries in California. The project included two 
simultaneous, closely coordinated arms. 

The first “arm” was an asthma improvement 
collaborative for providers conducted exclusively 
using Web-based technology. Practice-level 
participants, selected by each health plan, were the 
target audience for this portion of the P/PIP project. 
The National Initiative for Children’s Healthcare 
Quality and the MacColl Institute for Health Care 
Innovation ran this virtual learning collaborative, 
which focused on practice-site improvement using 
elements from the Chronic Care Model, nationally 
recognized asthma care guidelines, and best practices. 
Three virtual learning sessions (VLS) were held for 
participants, as were numerous conference calls. 
Participating practice staff were expected to track 

data and submit it to a Web-based portal. Health 
plans served as coordinators and participants of the 
VLS, enabling them to learn, first-hand, about the 
key elements of practice site improvement.

The second “arm” of P/PIP was a health plan spread 
collaborative, in which the plans developed strategies 
to disseminate better asthma care across primary care 
practices. This portion of the project was managed 
by the Center for Health Care Strategies, which 
hosted two in-person meetings, one Web-based 
meeting for plan participants, and numerous 
conference calls. Health plans focused on taking 
content from the virtual practice site collaborative 
and developing tools and vehicles to create changes 
within their broader Medi-Cal provider network. 

The project was an extension of work that had 
been done as part of the earlier California Asthma 
Collaborative. This previous initiative focused solely 
on health plans, and found that health plans needed 
the support and involvement of their practitioners 
to achieve sustained changes in care delivery. The 
clinical goal of P/PIP was to reduce asthma-related 
emergency department admissions by 50 percent 
over the course of the project. While this reduction 
was not achieved, the project produced many 
practical lessons about how health plans can support 
quality improvement efforts at the practice site, and 
also produced insights into other vehicles to promote 
quality at the point of care. 

This report begins by highlighting key themes 
gleaned from the project, namely the ways in which 
health plans can support practice-site improvement, 
and follows with operational lessons illustrated 
through examples of plan and practice activities. 
The content is based on interviews with senior 
leadership (medical directors and senior quality 
improvement staff ) in participating health plans, 
Medi-Cal leadership, and national leaders in the 
area of practice-site improvement. We also include 
perspectives from additional health plans working in 
this area from across the country. 
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Ultimately, we hope this report contributes to the 
knowledge in the field about how health plans and 
other major stakeholders can leverage their financial, 
operational, and community resources to help 
practice sites improve the delivery of chronic disease 
care. 



Supporting Practice Improvement:The Role of Medi-Cal Health Plans | 5

tHe plan/praCtiCe improvement projeCt sougHt 
to identify how health plans could facilitate practice-site 
improvement in an initial set of physician practices, and to test 
a model for spreading and sustaining these improvements. The 
project demonstrated that accomplishing these equally important 
goals is challenging. All of the interviewees were optimistic about 
health plans’ ability to promote change within physician practices, 
but noted that it is not a quick or easy endeavor. Building trust 
was often cited as an important first step. Establishing trusting 
relationships with both the physician community and the broader 
community was seen as a critical foundation for pursuing quality 
improvement agendas. Several participants noted that plans with 
a local leadership presence, community-oriented philosophy, and 
history of positive plan/physician relationships have an advantage 
in influencing the clinical process of care within the practice. 

The findings from P/PIP suggest that health plans can strategically 
position themselves to influence practice improvement by 
considering the following themes: 

K	 Health plan interventions to facilitate quality improvement in 
provider practices should focus on areas where plans can add the 
most value. 

K	 A bottom-up approach (i.e., focusing on areas in which practices 
have the most interest) is critical to building the plan/practice 
relationship.

K	 Health plans need to find a balance between customization and 
scalability.

K	 Health plans working together where they contract with 
overlapping provider networks have more leverage and influence 
than they do working alone. 

K	 Plans need to recognize and address the unique challenges of 
practices that serve a high volume of Medicaid beneficiaries. 

II.  Key Themes and Considerations for Health 
Plan Support of Practice Improvement
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Focus Efforts Where Health Plans Can 
Add the Most Value
With access to data, educational materials, and 
other tools, health plans are in a unique position 
with respect to the practice sites with which they 
network. Given their resources, plans should focus 
on strategies that practices or other entities are not in 
a position to implement. For example, plans have a 
unique global, population-management view of their 
entire network and can use this bird’s-eye perspective 
to support practice improvement efforts. This is 
particularly true if multiple plans are able to partner 
and provide a single source of information and tools 
to help physicians manage a larger portion of their 
patient panel. 

Health plans can offer useful administrative 
data to providers, and can do so in a way that 
eases information overload and highlights key 
opportunities for improvement. Data capabilities also 
make it possible for plans to identify providers with 
poor performance as targets for quality improvement 
activities. Virtually all plans interviewed for this 
report shared performance data for ambulatory-
sensitive conditions with providers. The data 
included information on hospital admissions, 
emergency department visits, and appropriate use 
of long-term controller and rescue medications 
for people with asthma. These data often compare 
providers with their peers or identify where they 
stand in relation to local and national benchmarks. 
Participants also noted, however, that administrative 
data given to providers must be timely in order to be 
actionable. 

The ability of plans to “control the purse strings” 
through the use of both positive and negative 
financial incentives can also greatly impact physician 
performance and practice. Financial incentives can 
therefore be a key way to improve processes of care, 
both to help focus physicians on specific goals and 
to reward quality care. Interviews revealed that 
incentives need to be tailored to type of payment 
(fee-for-service vs. capitated) to ensure that they 
are both recognized as actual rewards by providers 

and large enough to be meaningful. However, 
interviewees also noted that even sizable incentives 
cannot entirely make up for low base rates within 
Medicaid. 

While performance data and incentives are powerful 
health plan tools to stimulate quality improvement 
at the practice level, plan efforts to support providers 
can be even stronger when paired with intensive 
“hands on” help. For practices focused on improving 
the delivery of chronic disease care, health plans 
can provide crucial assistance in clinical workflow 
(progress notes, flow sheets, chart flags), information 
management (registry support, recall systems), 
and patient self-management support (education 
materials, training in motivational interviewing, etc). 

A Bottom-Up Approach to Building the 
Plan/Practice Relationship
Variability in plan characteristics, including 
differences in size, geographic coverage, financial 
and staff capacity, etc., inevitably play a salient role 
in determining the specific strategies that a plan can 
adopt. While recognizing that plans with a smaller 
number of contracted providers may be in a better 
position to use more individualized, high-touch 
interactions (e.g., visits to practices as opposed to a 
broader intervention strategy), simple relationship-
building plays an equally important role for each 
approach. Meaningfully addressing the needs and 
concerns of provider practices can make or break 
plan efforts to successfully support practice-site 
improvements.

Trust is a critical component of any practice-site 
improvement effort spearheaded by a health plan. If 
providers see plans as either disingenuous or solely 
interested in their own gain, these efforts will not 
be effective. Several P/PIP health plan participants 
noted that once general agreement has been reached 
on overall quality improvement aims, the most 
significant question to ask providers is simply, “What 
do you want to work on/where can we be of most 
assistance?” Often, providers with poor performance 
are aware of gaps in their care, and have ideas about 
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where they need help. “Early adopter” providers, too, 
may already have ideas about where and how they 
would like to take their efforts further. For the plans 
that use this bottom-up approach to try to “meet 
docs where they are,” a true sense of partnership can 
emerge. 

Other plans opt to use a more direct approach 
and identify specific practice issues on which to 
focus. For plans using this approach, interviewees 
noted that a critical first step is to help the practices 
identify “what is in it for them.” Any purely 
“top-down” approach will be thwarted if physicians 
and their office staff feel they are being forced to do 
something of no real utility to them. Interventions 
with transparent potential benefits for the multiple 
stakeholders are more likely to gain traction with all 
parties. 

A Balance Between Customization and 
Scalability
Building the plan/practice relationship from the 
bottom up is intricately linked with plans’ ability 
to identify strategies for supporting practice-level 
quality improvement activities that are scalable. Plans 
were unanimous in noting that a retail approach, 
i.e., an approach individually tailored to specific 
practices, is far more likely to be successful than a 
one-size-fits-all wholesale approach. A retail approach 
is ideal if feasible, but given resource limitations, 
plans need to identify other workable strategies. The 
obvious challenge lies in finding a balance between 
customized and scaleable (and financially sustainable) 
interventions. Plans can use their knowledge of 
their provider network as well as available clinical 
and financial information to create spread strategies 
that use a cluster approach, where different sets 
of strategies are identified to address groupings of 
practices that are characterized by common elements. 
So far, neither P/PIP nor other efforts have found 
the perfect hybrid approach. This remains an area 
for further collaborative design and testing among 
purchasers, plans, small practice champions, and 
others in the field. 

Collaboration Equals Greater Leverage
Because physicians often contract with many health 
plans, a quality improvement activity promoted 
by one plan may be “drowned out” by the efforts 
of another. If plans with common or overlapping 
provider networks coordinate their approaches to 
physician-level improvement, providers can more 
easily hear “one voice, one message,” and can 
respond more effectively. While proprietary issues 
and regulatory barriers may constrain the joint 
undertaking of more complex support activities, 
there are numerous ways in which health plans can 
partner in common activities. Coordinated efforts 
may be as simple as promoting common education 
materials and clinical guidelines. More complex 
strategies may involve alignment of common 
performance measures, financial incentives, and joint 
hands-on technical assistance.

A number of interviewees noted the success of the 
Integrated Healthcare Association’s (IHA) California 
Pay-for-Performance Program. The IHA program 
involves seven commercial health plans and 225 
physician organizations in California. The plans 
created a uniform performance measure set. These 
agreed-upon measures, developed with physician 
input, are aggregated across all participating health 
plans to evaluate and reward physician groups. In 
addition to opportunities for collaboration in the 
pay-for-performance arena, several interviewees 
discussed the potential for plans to join efforts 
on data provision to providers, staff training, and 
education and health information technology 
(HIT) support. Cross-plan collaboration can also 
help leverage resources and create synergies and 
efficiencies at the plan and provider levels. 

Challenges of Serving a High Volume 
of Medicaid Beneficiaries
Between the low rate of provider participation in 
Medicaid and the reluctance of current Medicaid 
providers to take on new patients, Medicaid 
beneficiaries are becoming increasingly reliant on a 
smaller subset of providers.5 Absent a broad payer 
mix, practices serving a high volume of Medicaid 
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patients are likely to be under greater financial 
constraints than their peers. Low reimbursement 
rates for Medicaid make it extremely challenging 
for these practices to invest in the infrastructure 
required to engage in quality improvement activities. 
Because these sites have far less financial leeway 
than more diversified practices, it is imperative that 
quality improvement efforts address both chronic 
disease care and practice efficiency issues. Addressing 
practice efficiency may include facilitating processes 
such as open access or improved patient flow. 
Indeed, helping these providers create efficiencies 
in their office workflow is often necessary to 
free up valuable time for better management of 
chronic conditions. Unique supports (e.g., cultural 
competency training and translation and interpreter 
services) may also be warranted for ethnically diverse 
providers who are more likely to serve minority 
populations with higher burdens of chronic disease 
and greater cultural and linguistic barriers to care.6 

These issues, while potentially accentuated among 
physicians serving large numbers of Medicaid 
beneficiaries, are equally relevant to physicians 
serving commercial populations who are also 
increasingly under greater pressure to expand their 
role and responsibility as primary care providers. As 
the Joint Principles of the Patient-Centered Medical 
Home suggest, plans and purchasers should find 
ways to facilitate practice-site improvement efforts 
using financial and nonmonetary means of support.7

Health plans may have more leverage opportunities 
with high Medicaid-volume practices, given that 
they represent a higher proportion of their patient 
panel, that is to say, their business. Interviewees 
noted that providers at academic clinics or FQHCs 
may not benefit directly from financial incentives 
due to salary structures that do not permit them to 
be rewarded. As a result, more creative ways may 
be necessary to entice and engage participation of 
providers and/or administrators in these settings. 
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tHe p/pip experienCe produCed a wealtH of 
information, supplying not only concrete examples of plan and 
practice improvement activities, but shaping the understanding of 
provider culture and the many implications for effectively engaging 
providers. This section provides examples on:

K	 Health plan engagement approaches; 

K	 Practice site selection; 

K	 Health plan interventions; and 

K	 Practice-level interventions. 

Health Plan Approaches to Engaging Practices
Each of the eight health plans that participated in the Plan/Practice 
Improvement Project developed its own approach to providing 
practice-site technical assistance. These approaches ranged from 
hands-on, individualized assistance to more broad-based methods.

Partnership HealthPlan of California and Inland Empire Health 
Plan (IEHP), for instance, developed intensive, almost consultant-
like relationships with their practice sites. Partnership recruited 
sites that showed promise, expressed “willingness to change,” but 
still had room to improve. Face-to-face meetings were important to 
their strategy, as was discerning what each particular site wanted to 
focus on within the pre-formulated Asthma Change Package — a 
core component of the Collaborative learning materials (see Table 2 
on p. 15 for complete package). Partnership found that provision 
of data and financial incentives are valuable in getting providers’ 
attention, but that personalized technical assistance is what really 
makes it work. Throughout the project, the health plans found that 
a key for improvement was helping the sites figure out the best way 
to implement specific quality improvement processes. 

Similarly, Inland Empire Health Plan began the engagement 
process by asking practice sites, “What would make your life 
easier?” The plan found that participation in the Practice Site 
Virtual Learning Sessions was difficult for their sites. The time 
away from the office and the multiple components of the Asthma 
Change Package made direct engagement in the collaborative 
difficult, especially for small practices. As an alternative, Inland 

III. Operational Lessons
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Empire participated in the virtual sessions on behalf 
of their practice sites. The plan then pared down the 
content to meet the needs of the individual providers 
with whom they were working. Inland Empire 
emphasized the use of the asthma progress note 
during office visits and paid for their completion. 
This in turn, focused providers’ attention on 
prescribing practices, severity classification, the use of 
asthma action plans and member self-management. 

Health plans that facilitated interaction among 
participating practices noted that they could play 
a key role in fostering a “social network” among 
physicians. Opportunities for learning were created 
when several practice sites were brought together 
for peer exchange and dialogue in a forum less 
structured than a traditional collaborative. A 
program run out of Independent Health Plan in 
New York state exemplifies this kind of learning 
exchange. Independent Health recruits practice staff 
(physician, nurse and office manager) to come to one 
breakfast meeting per quarter over a two-year period. 
The first year the plan uses a pay-for-participation 
approach, reimbursing the practices for their time 
away from the office. The second year, half of the 
pay is based on participation, half of the pay on 
performance. The plan offers quality-improvement 
training, shares data, and allows the physicians 
time to interact. There is also a minimal amount of 
“homework” that the practices must do in between 
meetings. If the practices drop out, they owe the 
plan the money that they have been paid up until 
that point. (This is made clear in a Memorandum 
of Understanding that plans sign when agreeing 
to participate). Independent Health has found this 
structure very useful, both as a forum for the plan 
to impart quality improvement information, and 
also as a way to promote peer-to-peer exchange. 
Independent Health found that attempts to 
achieve the same goals via conference calls were not 
successful. L.A. Care Health Plan uses a comparable 
approach by inviting physicians to dinners where 
they can learn about improving asthma care from an 
expert in the field.

In contrast to some of the technical assistance 
strategies that are more “high touch” and tailored 
to specific practices, other plans relied on more 
broad-based methods such as pay-for-performance 
programs, without incorporating additional practice-
site support. Despite the benefits of more intense 
technical assistance approaches, larger plans had to 
balance the need to spread interventions to other 
practices and sustain selected strategies in the long 
run. 

Selection of Practices
The selection of practices is a critical step for the 
success of quality improvement activities. Medicaid 
agencies and health plans are all too familiar with 
the need to focus limited resources on areas of high 
opportunity for quality improvement. The majority 
of plans relied to some degree on inclusion criteria 
such as overall high-member volume; high volume of 
members with asthma; high emergency department 
utilization; or lower performance around asthma 
measures. However, many participating plans found 
that these factors alone were not sufficient predictors 
of practices with the highest potential for quality 
improvement success. P/PIP participants found that 
practices also had to demonstrate other important 
qualities. 

High on the list of most important considerations 
for practice selection was simply the willingness to 
participate and to make changes. Plans observed 
that many of the participants, who on the surface 
represented tremendous opportunity based on the 
elements listed above, ended up being the most 
disengaged practices in the P/PIP collaborative. 
Practices with existing quality improvement 
goals and a basic level of infrastructure, such as a 
scheduling system or simple registry, were likely 
better candidates for participation. It should be 
noted that even practices with more advanced 
technology, such as an electronic health record 
(EHR), were not necessarily ideal candidates. 
EHRs, in some cases, acted as barriers to progress, 
particularly when practices were overwhelmed by the 
range of the EHR’s capabilities or when the EHR 
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did not possess important registry functionalities. 
Yet, while the possession of information technology 
was no guarantee of success, it became apparent that 
the practices with only the most basic tools (e.g., 
telephone and faxes) were clearly at a disadvantage. 

Participation by a practice team, as opposed to a 
sole practice representative, was also very important. 
Partnership HealthPlan required applicants to 
commit to team participation. Encouraging greater 
team collaboration helped facilitate the delegation 
of practice tasks across the entire clinical and 
administrative team. CHCS also found this approach 
being used by plans outside California, for example, 
Independence  Health Association in New York.

Several plans felt that given the difficulty of engaging 
practices that demonstrated low levels of willingness, 
it was important to target potential early adopter 
practices. Inland Empire Health Plan currently has 
an interesting approach to identifying these potential 
early adopters. The plan tracks providers who reach 
out to the health plan for help or download tools or 
materials that are offered on its provider Web site. 

Key Interventions by Health Plans 
Plan activities to support practice-site quality 
improvement in P/PIP fell into three general 
categories: 

K	 Provision of performance data; 

K	 Use of financial incentives; and

K	 Access to chronic disease care tools. 

Performance Data 
Virtually all of the P/PIP plans provided 
administrative data and feedback on performance to 
providers. Performance feedback can be a powerful 
leverage point for helping providers recognize 
the need to focus on practice-site improvement. 
Independent Health Association and Monroe 
Plan for Medical Care, two regional plans in New 
York, also noted that health plans can work toward 
offering practices data from multiple insurers. 
Indeed, several multipayer initiatives in New York 
state are making the availability of cross-payer data a 
reality for many plans and practices. 

Once providers are aware of gaps in their 
performance (either measured against predetermined 
benchmarks or in relation to their peers), they often 
are extremely interested in implementing strategies 
to help them close those gaps. The data can be 

New York’s Primary Care Information Project (PCIP):  
A State-Driven Electronic Health Record Expansion Initiative
The PCIP is a two-year initiative sponsored by NYC Department of Health and Mental Hygiene (DOHMH) that 
represents a unique example of a local government’s efforts to build the quality infrastructure of 1,500 primary 
care providers serving medically underserved populations (i.e., uninsured or Medicaid). Participating providers 
receive an integrated Electronic Health Record /Practice Management System, assistance with implementation, 
and two years of maintenance and support. The significance of the project lies in not merely providing the 
hardware, but the technical support for assisting practices to implement a comprehensive EHR system that 
contains public health functionality, such as automated clinical indicator reporting, integrated clinical decision 
support systems, and links with public health reporting systems, such as the citywide immunization registry. 
Practices must possess basic technical infrastructure to use the software and must budget $4,000 per provider 
to subsidize a common “PCIP technical assistance fund.” These funds are used to support quality improvement 
programs. Practices are required to report blinded, clinical quality measures, which are generated automatically 
by the EHR and sent to the citywide reporting system. Providers then receive reports that describe how their 
measures compare to community averages. 
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provided monthly, quarterly, or in semiannual 
reports, either in hard copy or online. Many of 
the P/PIP plans noted that early on, it is especially 
important to help providers interpret the data and 
to work with them on specific activities to improve 
their results. 

For example, as a part of P/PIP, Alameda Alliance 
for Health shared health plan and provider-specific 
data on ambulatory-care-sensitive conditions with 
its practices. Alameda’s medical director visited 
personally with providers, with a goal of explaining 
the data and building relationships. The health 
plan piloted a quarterly “ED Frequency” list, at the 
member level. Practices were encouraged to call their 
patients on the list and conduct the necessary follow 
up: if the practice was not familiar with the member, 
it was encouraged to reach out to the health plan 
for assistance. The plan reported that providers 
appreciated the list of members and the plan’s 
assistance in helping reach and better care for them. 
The program has been temporarily discontinued 
as the Alliance is considering an expanded array of 
emergency-room-visit strategies in collaboration with 
the state’s Medi-Cal Managed Care Division.

Performance data provided by plans can ideally 
complement registry data. Molina Healthcare, for 
example, gives a profiling report to all providers 
three times a year that includes disease management 
program participation, medications, ER visit dates, 
and inpatient activity on all patients with chronic 
conditions. 

Financial and Other Incentives 
The majority of the P/PIP plans used incentives as 
a part of their intervention strategy. These included 
monetary incentives, as well as other nonfinancial 
benefits, such as hardware, software, and additional 
staff resources, i.e., providing support staff for 
data entry at a practice site. The incentives were 
used both to encourage better care and reward the 
achievement of specific goals. 

L.A. Care used a “pay-for-participation” approach 
with its practice sites. A targeted group of practices 
were paid $1,000 for agreeing to participate and 
signing a memorandum of understanding. Another 
$1,000 was provided for each physician-led team 
attending the virtual learning sessions. Finally, 
$1,000 was available to practices at the end of the 
project that submitted all data and reports. Practices 
could earn up to $3,000 for all three sessions.

While not implementing a formal pay-for-
performance program, some plans offered other 
types of financial incentives related to reimbursement 
for services completed. Inland Empire Health Plan 
used a “pay-for-process” approach, whereby providers 
were paid $25 to complete an online asthma progress 
note up to four times a year for each patient with 
asthma. The progress note could be printed from 
the Web and attached to the patient’s chart with all 
pertinent information available to the doctor. The 
Health Plan of San Mateo offered reimbursement for 
provider participation in asthma education training. 

San Francisco Health Plan (SFHP) and Blue Cross 
of California State Sponsored Business, two plans 
that collaborated in recruiting and working with 
practice sites, coordinated their incentives. Blue 
Cross provided a spirometer to each of the five 
participating practices to facilitate better monitoring 
and documentation of patients’ lung functioning. 
Staff at all five practices were offered spirometry 
training as well. SFHP provided the practices with 
laptop computers and printers to coordinate with the 
spirometers. The two plans also obtained support for 
the practices from the San Francisco Asthma Task 
Force and the San Francisco Board of Supervisors. 
Staff members from each of the five practices 
engaged in the collaborative had first priority for 
enrollment into an Asthma Educator Training and 
Certification, which is funded by the San Francisco 
Board of Supervisors.

Staff support was also offered as an incentive by 
several plans. For example, the Health Plan of San 
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Mateo also offered support for data entry to selected 
practices. 

The wide range of incentives used by health plans to 
support better chronic disease care at practice sites is 
summarized below in Table 1. 

TABLE 1. Practice Incentives Used to Improve Chronic Disease Care

HEALTH PLAN INCENTIVES

Alameda Alliance for Health Alameda Alliance for Health shared health plan and provider-specific data on ambulatory-
care-sensitive conditions with its practices.

Blue Cross of CA – State 
Sponsored Business 
(BCC-SSB)

Each practice received a spirometer made by the manufacturer of their choice to facilitate 
better monitoring and documentation of the patients’ lung functioning. Staff was also 
offered spirometry training.

All practices received substantial supply of hypoallergenic pillow and mattress casings 
to give to patients for whom there is a documented allergy link to their asthma. These 
patients and their families would use these supplies at home to reduce the impact of 
allergens, as well as the incidence of asthma symptoms and events. 

BCC-SSB also obtained support for the practices from the San Francisco Asthma Task 
Force and the San Francisco Board of Supervisors. The Board is funding Asthma Educator 
Training and Certification, and staff members from each of the practices engaged in this 
collaborative had first priority for enrollment, at no cost to the staff or the practices.

BCC-SSB’s incentives were coordinated with those of SFHP.

Health Plan of San Mateo Each provider site received $5,000, a spirometer and access to the DocSite registry as 
part of the Asthma P/PIP. Reimbursement was offered for asthma education training. 

Inland Empire Health Plan Incentives for pilot sites: 

• $1,000 start-up grant; 

•  $1,000 for participation in each VLS (up to $3,000); 

•  $1,000 at the project’s conclusion; 

• IT support from IEHP; purchase of hardware if necessary; and 

• Designated IEHP staff to assist them with the P/PIP project.

In addition, IEHP rolled out the Asthma P4P program that pays providers $25 for a 
completed asthma progress note (developed by IEHP) up to four times a year on their 
asthma members. The progress note can be printed from the Web and attached to the 
member’s chart with all pertinent information available to the doctor. 

L.A. Care Health Plan Incentives for pilot sites: 

• $1,000 for agreeing to participate and signing MOU;

• $1,000 for each physician-led team attending VLS (up to $3,000);

• $1,000 at the completion of the project (if all reports and data have been filed); and

• Up to $5,000 toward technology that supports project (such as disease registry).

Molina Healthcare of California No specific P/PIP incentives.

Partnership HealthPlan  
of California

P/PIP was integrated into Partnership’s Quality Bonus Incentive (QBI) program. This is a 
program for primary care practice sites that distributes payouts annually based on points 
earned. Potential earnings were $1.67 per-member-per month (pmpm) or more for the 
full QBI (about $0.42 pmpm per indicator, as each is worth 25 percent). There are four 
indicators in the QBI and two related to P/PIP. The first indicator was a clinical process 
indicator directly related to asthma. The second was a QI Project (QIP) and Partnership 
accepted the P/PIP as the QIP. 

San Francisco Health Plan SFHP provided four of the practices with a laptop computer and printer to coordinate with 
the spirometers, and Northeast Medical Services with a coordinating laptop. 

SFHP also assisted the practices in using an Access database to keep patient data in a 
more consistent manner. SFHP paid for some data entry at practices as needed. 

SFHP’s incentives were coordinated with BCC-SSB to achieve greater provider impact.
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Tools for Chronic Disease Care
Simple tools for chronic disease care, such as progress 
notes, action plan templates, and educational 
materials (especially when translated into multiple 
languages) can be of great value to practices. Often 
a plan may have access to a variety of different tools, 
already vetted and tested, that can be passed along to 
practices. This prevents the practice site team from 
having to reinvent the wheel and gives them a quick 
means of reinvigorating the ways in which they 
provide care. 

San Mateo Health Plan, for example, created an 
asthma toolkit for patients. The plan received input 
on the toolkit from the County Department of 
Health and the San Mateo Asthma Coalition. The 
toolkit and related asthma education training were 
then provided to practices for use in helping patients 
develop self-management goals.

As described previously, Inland Empire offered a 
financial incentive for the submission of a progress 
note, which providers transmitted via a secure Web 
page. The progress note, which was developed by 
IEHP, included a severity classification, an asthma 
action plan, and prescribing information. The use of 
this chronic disease care tool encouraged providers 
to track patient care and aided the health plan in 
more effectively partnering with practices to identify 
patients needing additional support. 

In addition to the aforementioned areas, much of 
the health plans’ work in supporting better chronic 
disease care is also reflected in the next section, 
“Key Interventions by Providers,” with many of the 
provider interventions being an extension of the 
support provided by the plans.

Key Interventions by Providers 
The activities undertaken by both the plans and 
their contracted providers during P/PIP varied along 
a number of continuums. While the project initially 
introduced a 26-item “Asthma Change Package” 
of practice activities (Table 2 on page 15), many 
participants, both from health plans and practices 

sites, felt that the change package was too complex 
to be easily incorporated by practices that were new 
to asthma quality improvement. Instead, most opted 
to focus on four general areas of greatest opportunity, 
which included severity assessment, registry use, use 
of planned care visits, and self-management support. 

Each of the practice sites in P/PIP modified their 
approaches to caring for patients with asthma. Many 
plans noted the importance of sequencing proposed 
changes, to avoid overloading the practice sites at the 
beginning of a project. Below we describe the key 
interventions implemented by many of the health 
plans and practices in P/PIP. 

Severity Classification
Asthma severity classification (mild intermittent, 
mild persistent, moderate persistent, severe 
persistent) is based on a patient’s symptom frequency 
and pulmonary function. Providers who regularly 
monitor and document asthma severity are better 
able to recognize and intervene when a patient’s 
asthma worsens. By documenting severity, providers 
are also better equipped to prescribe the appropriate 
type and amount of medication, to educate the 
patient on self-care, and to work with the patient to 
create an action plan.

As a part of P/PIP, Blue Cross created an Asthma 
Progress Chart Note (see Appendix A). The note 
prompts the provider to track symptoms (cough, 
wheeze, shortness of breath, chest tightness), 
the number of recent ER and hospital visits, 
whether work or school days had been missed, and 
spirometry levels. The provider indicates severity 
level on the chart note. This note was met with such 
success in the P/PIP pilot that Blue Cross has made 
it available to all of its Medicaid providers in seven 
states.

Registry Use 
The use of registries at the practice site was 
supported by a number of P/PIP plans. While all 
the plans noted the importance of providers’ ability 
to access up-to-date information on a patient’s 
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health status and utilization, most noted the 
inherent complexity of incorporating a registry into 
a practice site, especially for sites that are small or 
are not technologically equipped. The limitations 
of a single-payer registry were also mentioned 
numerous times in the interviews. Several individuals 
noted that building a regional chronic disease care 

registry, modeled after other conditions, such as 
influenza, could be very useful in providing a more 
comprehensive picture of where efforts should be 
targeted. 

Plan managers all felt that the 18-month 
collaborative time frame was too short to plan for 

Table 2. Asthma Change Package

Decision Support • Use NHLBI guidelines to establish a clear diagnosis for all people with asthma.

•  Employ severity classification at planned visit intervals based on symptom frequency and 
pulmonary function.

•  Use structured encounter form with embedded guideline elements to guide decision-
making among known asthma patients.

•  Maintain practice-wide guidelines for specialty referral for poorly controlled patients or 
those with complex needs.

•  Identify and manage predisposing factors (environmental triggers, co-morbidities).

•  Develop a refill protocol to identify patients who are overusing beta–agonists.

Delivery System Design •  Asthma provider champion, nurse champion, and care team identified and well organized.

•  Define roles and delegate tasks to optimize staff efficiency (e.g., train office staff to 
assist clinicians in maintaining written management plan, administering spirometry, 
providing equipment education).

•  Use planned care visits determined by severity of illness. Frequency and content of 
planned visits discussed and agreed upon by care team and patient/family.

•  Create a system to identify and vaccinate all patients with asthma for influenza.

Clinical Information Systems •  Maintain registry of asthma patients updated with encounter form, including patients’ 
asthma severity, follow-up, race, ethnicity, and language preference.

•  Track asthma care quality measures and generate planned-visit-prompting list via 
registry and encounter data, including proactive care (e.g., influenza vaccines, seasonal 
interventions).

•  Conduct monthly identification of poorly controlled asthma patients via billing data 
(hospitalizations, ED visits, and if available, medication use).

•  Use a registry or billing data to monitor for patients who do not show for planned asthma 
visits and assign staff to follow up.

Family and Self-Management 
Support

•  Create care plan with patients and families that provides strategies for optimal asthma 
management in all three zones (red, yellow, green).

•  Emphasize and educate the patient and family about their role in management of asthma.

•  Collaborate with patient and family to set and document shared management goals.

Health Care Organization •  Maintain a well-functioning link to health plan leadership.

•  Organizational leadership establishes and monitors goals of asthma program.

•  Assess organizational and individual understanding of culturally and linguistically effective 
care.

•  Provide culturally and linguistically appropriate care at all points of contact.

•  Embed measurement and monitoring in workflow. 

Community Resources •  Identify and utilize community resources (e.g., specialists, smoking cessation programs).

•  Partner with schools, workplaces, and other community organizations to encourage 
optimal management in all patient settings.

Source: Developed by the National Initiative for Children’s Healthcare Quality  
(www.nichq.org/NR/rdonlyres/21F7CAB0-59A8-43DB-9DE9-23D25A7B51D6/0/ChangePackage62805FINAL.pdf).

http://www.nichq.org/NR/rdonlyres/21F7CAB0-59A8-43DB-9DE9-23D25A7B51D6/0/ChangePackage62805FINAL.pdf
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and implement a registry, which needed to occur 
in advance of other change package interventions. 
L.A. Care for example, was interested in offering 
a registry to its practice sites, but found that the 
sites did not have the time or expertise to choose a 
registry. The plan ended up issuing a Request for 
Proposals and a Web-based practice site registry pilot 
is now underway. San Francisco Health Plan offered 
a registry to each of the practice sites with which 
it worked, and also provided staff to do initial data 
entry. 

Some believe that a more complete electronic health 
record could remedy many of the challenges around 
data collection and data entry that are so prevalent in 
discussions about registries. However, implementing 
an EHR is a labor-intensive undertaking that can 
initially be quite disruptive for a small practice. An 
article by a physician whose practice underwent the 
transition to a full-featured EHR highlights many 
of the initial bumps in the road: “…workflows were 
substantially disrupted; and the quality of the office 
environment initially deteriorated greatly for staff, 
physicians, and patients.”8 Despite initial turbulence, 
however, implementation of EHRs can, over the 
longer term, significantly help practitioners in 
providing care for chronic conditions. 

Planned Care Visits and Self Management 
Support
A planned care visit is a visit in which providers 
can spend time focusing on a patient’s chronic 
condition. This is in contrast to an acute care 
visit, which is often prompted by a health crisis, 
and is usually limited to dealing with the issue of 
the day. The importance of the planned visit was 
emphasized by the health plans and practice sites in 
the collaborative. The plans worked with their sites 
to establish such visits, and to integrate asthma and 
self-management education into provider/patient 
interactions. 

Several practices with Alameda Alliance for Health 
received training on the “teamlet” approach, as 
described in the work of Thomas Bodenheimer.9 In 

this model, a practice schedules planned care visits 
in which the patient not only sees the physician, 
but also spends time with health coaches (retrained 
medical assistants, community health workers, 
nurses, health educators, etc.). The goals of the 
teamlet model include expanding the encounter to 
include more time for self-management training, 
delegating certain routine tasks to nonphysician staff, 
and helping health care staff work to their fullest 
potential. 

Creating an A-Ha Moment
A number of plans noted that an important 
ingredient to successfully engaging providers in 
any of the practice activities was the ability to help 
providers see for themselves where opportunity for 
improvement exists. This can be created when a 
medical director or other health plan representative 
sits down with a provider to share information 

The Role of Health Plans in Facilitating 
Registry Use
A registry is a list of a practice’s patients with a 
given chronic condition that tracks when those 
individuals are due for specific services, and 
whether their clinical lab values fall within a 
satisfactory range. Registries enable a provider 
to make sure that they are meeting the patient’s 
treatment goals and managing his or her condition 
effectively. Most importantly, registries give 
providers access to patient data in “real time.” 

Health plans are in a unique position to support 
registry use by: (1) conducting background 
research to identify the most suitable registry 
products for the desired functionalities; (2) 
purchasing a user license for practices; (3) making 
technical assistance available to familiarize 
practices with the product; and (4) providing staff 
support to populate the registry. 

Lastly, the identification of patients due for a visit 
is only successful to the extent that those patients 
are scheduled for a subsequent visit. Several 
plans emphasized that patient outreach is a critical 
successor to identification of patients using a 
registry. IEHP worked on implementing a recall 
system for high-priority asthma patients. 
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on performance, or through training on ideal 
practice design. Several plans had providers engage 
in small chart audits to identify opportunities for 
improvement. While a provider may question data 
provided by a health plan, providers are much 
more likely to believe the data, and be motivated to 
change, if they have personally collected it. 

L.A. Care, for example, has spread its efforts to 
engage practices by using a physician self-assessment 
approach. The health plan recruits practices to take 
part in a year-long quality improvement project. As 
part of the project, physicians complete audits of 
20 charts four times a year, ensuring that clinical 
severity, controller medication usage, and asthma 
action plans are included in the chart. The practices 
are paid an incentive for participating, but according 
to L.A. Care, physicians are highly motivated by the 
findings of the chart audit. The plan offers targeted 
training to help increase chart audit scores in the 
next round. 

These self-audit, introspective strategies are being 
used by a number of medical boards, such as 
the American Board of Pediatrics and American 
Board of Family Medicine in their “Maintenance 
of Certification” programs. The American Board 
of Internal Medicine, for example, incorporates 
“Practice Improvement Modules” into their 
recertification requirements. These modules 
are Web-based, self-evaluation tools that guide 
physicians through collecting data from their own 
practice, using chart reviews, patient surveys, and a 
practice system survey to create a multidimensional 
practice performance assessment. The assessments 
are then used to identify areas of opportunity where 
physicians can create and implement improvement 
plans. 
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all HealtH plans noted tHe importanCe of traCking 
improvement, citing information residing at the health plan level as 
being the most feasible to collect, compared to practice-level data. 
P/PIP plans tracked administrative data on hospital admissions, 
emergency department visits, and appropriate use of long-term 
controller and rescue medications for people with asthma. As noted 
previously, while P/PIP plans did not demonstrate a significant 
reduction in emergency department utilization in the aggregate, 
some individual plans experienced notable reductions. Utilization 
data plays an important role in helping plans to evaluate specific 
quality improvement efforts, but it only represents half the impetus 
to sustain or discontinue any efforts. A comprehensive justification 
linking quality improvement (QI) activities to specific outcomes 
relies in part on practice-level data, information that is inevitably 
more difficult to collect.

The ability to track improvement data and interest in doing so 
varied across the participating P/PIP practices. The experience of 
the P/PIP initiative in many ways reflects the findings of Audet 
and colleagues, which suggest that while purchasers and plans are 
among the stakeholders adept at using QI methods to improve 
patient care, the key group for whom the pursuit of QI has not 
become routine is physicians.10 Continuous quality measurement 
has yet to “permeate the culture of professional medicine.”11 

One of the challenges plans faced was that practices were unwilling 
to enter data twice: once in the practice management system 
and again in a registry. Some plans, however, were able to track 
provider-level process measures because the plan had integrated a 
Web-based submission of certain P4P requirements. In fact, Inland 
Empire Health Plan, which introduced voluntary Web-based 
submissions of asthma progress notes for its financial incentives 
program, observed a jump in Web-based submissions from 20 to 
90 percent. This plan now has access to a wealth of information, 
as it began mandating submission of asthma progress notes via the 
Web earlier this year. Clearly, the transitioning of practices toward 
greater technological sophistication, while not a panacea in itself, 
has great potential to facilitate the ability for practices to track 
information more efficiently. 

IV. Tracking Improvement
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p/pip brougHt togetHer not only plans and 
practices, but also the state and a number of quality-improvement 
organizations with a variety of approaches to improving care. This 
mix of players and improvement strategies made for what was, 
at times, a complex project. But it was also one that yielded new 
insights into the characteristics of both plans and practice sites that 
are primed to improve care delivery in the office setting, as well as 
the most effective approaches to undertaking such change. 

As interactions between physicians have diminished for many 
private practitioners who spend more time in their practices than 
within hospital settings, quality-improvement projects can create 
supportive social networks that encourage physicians to interact, 
learn from, and share with one another. P/PIP reinforced the fact 
that providers value time learning with and from one another, and 
that when providers are given appropriate information, supports, 
and incentives, positive changes in care can occur. 

In addition to producing insights into plan and practice 
interactions, P/PIP also provided new ways to think about how 
other entities and organizations might encourage improvement in 
care delivery. The unique nature of California’s localized Medi-Cal 
managed care model, as well as the organization of medical care 
around risk-bearing medical groups and independent practice 
associations (IPAs), are important contextual factors to consider. 
California’s environment may influence various design elements 
of quality improvement initiatives, ranging from the use of IPAs 
to conduct practice recruitment to the use of registries that are 
internally developed and managed by the IPA. 

The plans interviewed for this report also acknowledged a number 
of ways that state Medicaid purchasers can drive improvements 
in chronic disease care. These include identifying priority areas, 
setting performance priorities, providing HIT assistance, directing 
plans through contractual standards, and rewards such as increased 
auto assignment to high-performing plans. Several health plans 
noted that while state support for health plan quality initiatives 
is important, nothing is as valuable as money and resources 
when trying to make strides in quality improvement. Increasing 
physician-level base payments and providing financial incentives for 

V. Conclusion
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health plans were themes throughout our discussions 
with health plan leadership, especially since concerns 
linger over whether financial incentives can ever be 
influential in light of low base rates. 

If health plans aim to develop strategic plans for 
disseminating and replicating practice-site quality 
improvement strategies, it will be critical for both 
plans and practices to document their efforts, 
especially with regard to the financial inputs and 
returns. Additional demonstrations are needed to 
identify ways of accurately capturing costs at both 
loci. Such evidence may also be used to justify 
additional support from important stakeholders, 
such as the state or other purchasers.

While the P/PIP project did not meet its clinical 
goal of major reduction in emergency department 
use, the majority of the interviewees we contacted 
for this report held positive opinions of the project, 
and cited some of the initial challenges (engaging 
small practices, prioritizing delivery system changes) 
as key learning opportunities. Health plans have 
unique access to information, technology, and capital 
to support provider-improvement efforts, and they, 
along with other organizations and entities, can play 
a key role in helping to support improvements in 
care at the practice site. 
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Appendix A: Blue Cross Asthma Progress Note
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Alameda Alliance for Health
1240 South Loop Road 
Alameda, CA 94502 
(510) 747-4555

Art Chen, M.D. 
Chief Medical Officer 
achen@alamedaalliance.com

Elizabeth Edwards, M.A., M.P.H. 
Manager of Health Programs 
eedwards@alamedaalliance.com

(WellPoint) Blue Cross of California
State Sponsored Business 
5151A Camino Ruiz 
Mail Stop CC08 
Camarillo, CA 93012

Lakshmi Dhanvanthari, M.D. 
Staff VP Medical Director 
lakshmi.dhanvanthari@wellpoint.com

Margot Lisa Miglins, Ph.D. 
Clinical Research Manager 
margot.miglins@wellpoint.com

Gloria Jane Thornton, M.A., L.M.F.T. 
Health Promotion Consultant 
gloria.thornton@wellpoint.com

Health Plan of San Mateo
701 Gateway Boulevard, Suite 400 
South San Francisco, CA 94080

Mary Giammona, M.D., M.P.H. 
Medical Director 
mgiammona@hpsm.org

Liliana Ramirez, M.P.H. 
Health Educator 
lramirez@hpsm.org

Inland Empire Health Plan
303 E. Vanderbilt Way, Suite 400 
San Bernardino, CA 92408

Brad Gilbert, M.D. 
Chief Medical Officer 
gilbert-b@iehp.org

William Henning, D.O. 
Medical Director 
henning-w@iehp.org

Jeanna Kendrick, R.N., B.S.N. 
Director of Quality Management 
kendrick-j@iehp.org

L.A. Care Health Plan
555 W. Fifth Street, 29th Floor 
Los Angeles, CA 90013

Richard Seidman, M.D., M.P.H. 
Medical Director 
rseidman@lacare.org

Molina Healthcare of California
One Golden Shore 
Long Beach, CA 90802

Carol Pranis, R.N. 
Quality Improvement Specialist 
carolp@molinahealthcare.com

Partnership HealthPlan of California
360 Campus Lane, Suite 100 
Fairfield, CA 94534

Cynthia Ardans, C.P.H.Q. 
Quality Monitoring & Improvement Manager 
cardans@partnershiphp.org

Trina Buehrer 
QI Project Coordinator 
tbuehrer@partnershiphp.org

Chris Cammisa, M.D. 
Medical Director 
ccammisa@partnershiphp.org

San Francisco Health Plan
201 Third Street, 7th Floor 
San Francisco, CA 94103

Dori Lange 
Senior Manager, Quality Improvement 
dlange@sfhp.org
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Others

American College of Physicians
2011 Pennsylvania Avenue NW, Suite 800  
Washington, DC 20006-1834 
(202) 261-4500

Michael Barr, M.D., M.B.A., F.A.C.P. 
Vice President, Practice Advocacy and Improvement 
mbarr@acponline.org

Will Underwood 
Senior Associate, Practice Advocacy and 
Improvement 
wunderwood@mail.acponline.org

Paula Woodward 
Senior Associate, Practice Advocacy and 
Improvement 
pwoodward@mail.acponline.org 

City of Berkeley
Public Health Division 
1947 Center Street, 2nd Floor 
Berkeley, CA 94704

Linda Rudolph, M.D., M.P.H. 
Health Officer, City of Berkeley 
lrudolph@ci.berkeley.ca.us

Kaiser Foundation Health Plan, Inc.
393 E Walnut Street-5th Floor 
Pasadena, CA 91188 

Susan Fleischman, M.D. 
Vice President, Medicaid Business 
(former Blue Cross Medical Director)
susan.d.fleischman@kp.org

Independent Health Association
511 Farber Lakes Drive 
Williamsville, NY 14221 
(716) 635-3854

Thomas Foels, M.D. 
Director of Practice Management 
drfoels@independenthealth.com

Medical Policy Section
Policy and Financial Management Branch 
Medi-Cal Managed Care Division 
California Department of Health Services 
P.O. Box 997413, MS 4404 
Sacramento, CA 95899

Richard Sun, M.D., M.P.H. 
Medical Consultant 
rsun@dhs.ca.gov

Monroe Plan for Medical Care
2700 Elmwood Avenue 
Rochester, NY 14648 
(585) 256-8425

Joe Stankaitis, M.D., M.P.H. 
Chief Medical Officer 
jstankaitis@monroeplan.com

Assistant: Mary Ann Schroth  
585-256-8464 
mschroth@monroeplan.com
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