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PRIME & QIP Express
June 2019

 

Reminder – Quality Leaders Awards due August 30, 2019
PRIME Managers & QIP Leads, please review and circulate the Quality Leaders Awards application
(attached)! We encourage your systems to apply and recognize the improvements PRIME and QIP are
driving in your system.

 
Contents:
                    I.            Policy and Reporting Updates
                  II.            Member Support
                III.            Implementation Tools & Opportunities
                IV.            Upcoming Events/Key Dates
 

I. Policy and Reporting Updates
§  DHCS Value Based Payment Program. The Governor’s Budget for fiscal year (FY) 2019-20 proposes a VBP program

through Medi-Cal managed care health plans (MCP) that will provide incentive payments to managed care
providers for meeting specific measures aimed at improving care for high-cost and/or high-need populations.
(DHCS) held a webinar on June 13 to review the final measure set and other information related to the Value Based
Payment (VBP) program. Presentation slides can be found at the bottom of the program page here. CAPH/SNI will
provide information about this program at the June QIP Leads Webinar.

PRIME
Metric Updates (see attached)

Metric 3.2.4 – Use of Imagining Studies for Low Back Pain (anytime) benchmark has been established for DY14.
Official benchmark document has been updated on DHCS PRIMEone with this one update.
Metric 2.1.4 – Total Products Transfused will be removed from PRIME starting DY15 (July 1, 2019 through June
30, 2020).
Metric 2.7.5 policy letter is still forthcoming as mentioned in PPL-19-004 Early Use DY15

DY14 MY SBIRT Data. Per Policy Letter PPL-19-004, entities that decide to include evidenced-based full screening
tool(s) in Rate 1 going forward must resubmit their DY14 MY SBIRT Rate 1 data to DHCS by Saturday, June 23, 2019
(see attached).
Innovative Metric Feedback for DY15 Manual. Thank you to all who provided feedback on the PRIME Innovative
Metrics DY15 drafts. Any changes will be incorporated in the DY15 PRIME Manual. 
DY15 Manual. Once DHCS announces the release of the Manual, log in to SNI Link, click on the download link to the
Manual or PQA value set, and click “Agree” on the pop up Agreement Form. If a DPH has not yet set up a login to SNI
Link, email dpong@caph.org for instructions. 
PRIME DY15 Manual: NCQA Walkthrough Webinar. On July 24 (12-1), NCQA, DHCS and SNI will provide a
walkthrough of changes in the PRIME DY15 Reporting Manual.  Register here. Materials to be cross posted on SNI
Link PRIME and DHCS PRIMEone pages.
DY13 Unearned Funding. DHCS anticipates sending IGT letters for DY13 Unearned Funding/HPP claims by July 2,
2019.
Reminder: Please cc Dana on your responses to DHCS’ requests for clarifications or revisions of DY reports and
regarding Unearned Funding Claiming Sheets.
Reminder: Please email Dana any updated excel and pdf downloads following DHCS’ approval of your DY13YE and
DY14MY reports (see PRIME Data Sharing with CAPH/SNI).

QIP
§  Plan Data Sharing Tools. The DHCS QIP website has been updated with the following documents to support QIP data
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PRIME Metrics 2.1.4 and 3.2.4 

		From

		DHCS PRIME



Dear PRIME Entities, 



 



DHCS is providing notification of the two PRIME metric developments outlined below.  



 



The 3.2.4 – Use of Imagining Studies for Low Back Pain (anytime) benchmarks for DY14 have been established using PRIME Entities’ DY13 Year End (YE) measurement data reported to DHCS during the DY14 Mid-Year (MY) reporting period, per PPL 19-003 (attached). To determine Achievement Values and payment, using DY13 YE data reported with DY14 specs as baseline, these benchmarks have been applied to DY14 MY performance and will be applied to DY14 YE performance. The benchmarks are identified below.



 



DY14 Metric 3.2.4 Benchmarks



25th



90th



Appropriate 



0.38



0.61



Inappropriate 



0.5



0.3



 



DHCS has made a decision to remove metric 2.1.4 – Total Products Transfused, from PRIME starting DY15 (July 1, 2019 through June 30, 2020). The decision to remove this PRIME measure was made in order to best align with the Maternal Data Center (MDC) Advisory Committee’s efforts to highlight transfusion measures that are most useful for hospital quality improvement activities. Entities must still report on this metric for DY14 YE reporting. In DY15, the number of metrics within Project 2.1 will reduce by 1, and impacted entities’ DY15 funding will be allocated to the remaining metrics within Domain 2 (DPHs) or across all PRIME Projects (DMPHs). This measure - Total Products Transfused - will continue to display in the MDC PRIME display through March 31, 2020. After that, it will be removed from the MDC display. If you have any further questions regarding the MDC PRIME display, feel free to email datacenter@cmqcc.org. 



 



FYI: A policy letter regarding 2.7.5 is still forthcoming as mentioned in PPL-19-004 Early Use DY15 Specifications



 



If you have any questions on this email, please contact your PRIME liaison. 



 



 



Thank you, 



 



 



The PRIME Team
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State of California—Health and Human Services Agency 



Department of Health Care Services   
 



JENNIFER KENT 
DIRECTOR 



 
 



 GAVIN NEWSOM 
 GOVERNOR 



 



DATE: February 25, 2019 
 
 



PRIME POLICY LETTER 19—003   
 
 
TO: ALL PRIME ENTITIES PARTICIPATING IN PROJECT 3.2 
 
 
SUBJECT: METRIC 3.2.4 DY 14 TRENDING BREAK 
 
 
PURPOSE: 
This PRIME Policy Letter (PPL) clarifies Demonstration Year (DY) 14 Mid-Year (MY) 
reporting instructions for metric 3.2.4 - Use of Imaging Studies for Low Back Pain 
(anytime), due to a trending break. 
 
 NOTE: PPL 19-002 no longer applies to metric 3.2.4 for DY 14. Metric 3.2.4 
 must be reported in accordance with PPL 19-003 for DY 14 MY.  
 
BACKGROUND: 
The Department of Health Care Services (DHCS) released PPLs 17-007 and 19-002, 
which provided instructions for reporting trending breaks. PPL 19-002 specified the 
metrics with trending breaks in DY 14. Upon further review, DHCS is updating the 
instructions for metric 3.2.4 for DY 14 MY reporting.  
 
POLICY:  
PRIME entities must report two versions of the numerator and denominator data as 
follows: 
 



1. Entities must apply the DY 14 metric specifications to the DY 13 YE 
measurement period data, and report the resulting numerator and denominator in 
the DY 14 MY reporting period’s metric-level data capture methodology narrative 
within the PRIME Reporting Platform. This data will be used to inform DY 14 
benchmarks and target rates for metric 3.2.4. Please note that the benchmarking 
process may delay DY 14 MY payments.  
 



2. Entities must apply the DY 14 metric specifications to the DY 14 MY 
measurement period data and report the resulting numerator and denominator in 



Public Hospital Redesign and Incentives in Medi-Cal 
Office of the Medical Director, MS 0020 



P. O. Box 997413, Sacramento, CA 95899-7413 
https://www.dhcs.ca.gov/provgovpart/Pages/PRIME.aspx  
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the Reporting Platform’s designated numerator and denominator fields. This data 
will determine an achievement value (AV) that will be used to calculate payment 
for the applicable reporting period. Please note that the Reporting Platform may 
not automate the AV correctly when data is entered; however, DHCS will 
override the automated AV, if necessary, prior to issuance of payment. 
 



If an entity’s submitted PRIME report does not follow this policy for metric 3.2.4, it will be 
deemed incomplete and returned to the entity for completion.  
 
Please contact your PRIME Liaison or email the PRIME Mailbox at 
PRIME@dhcs.ca.gov for any questions regarding this PPL. 
 
 
Sincerely, 
 
ORIGINAL SIGNED BY KAREN MARK 
 
Karen E. Mark, MD, PhD 
Medical Director  
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FW: Reminder: PRIME PPL 19-004  

		From

		DHCS PRIME



Dear PRIME Entities, 



 



Please note there was an oversight on the day of the week that the data is due to DHCS. Please submit your data to DHCS by Saturday, June 23, 2019.



 



 



Thank you, 



 



 



The PRIME Team



 







 



From: DHCS PRIME <PRIME@dhcs.ca.gov> 
Sent: Friday, June 7, 2019 8:11 AM
Subject: Reminder: PRIME PPL 19-004 



 



Dear PRIME Entities, 



 



As a friendly reminder, entities that decide to include evidenced-based full screening tool(s) in Rate 1 going forward must resubmit their DY14 MY SBIRT Rate 1 data to DHCS by Tuesday, June 23, 2019. 



 



PRIME Policy Letter (PPL) 19-004 outlines special reporting requirements each entity must follow for two unique PRIME metrics (six total metrics) to ensure proper reporting and payment for Demonstration Years (DY) 14 Year-End and 15. The Policy letter is available on PRIMEone and in the attachment provided. Please contact your entity’s PRIME liaison to unlock the DY14 MY SBIRT metrics, and then enter Rate 1 data updates into the applicable SBIRT methodology narrative.    



 



 



Thank you, 



 



 



The PRIME Team
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State of California—Health and Human Services Agency 



  Department of Health Care Services 
  



 
 JENNIFER KENT GAVIN NEWSOM 
 DIRECTOR GOVERNOR 



 



DATE: May 17, 2019 
 
 



PRIME POLICY LETTER 19–004   
 
 
TO: ALL PRIME ENTITIES  
 
 
SUBJECT: EARLY-USE METRIC SPECIFICATIONS  
 
 
PURPOSE: 
This PRIME Policy Letter (PPL) letter outlines special reporting requirements each 
entity must follow for two unique PRIME metrics (six total metrics) to ensure proper 
reporting and payment for Demonstration Years (DY) 14 and 15. The impacted metrics 
are identified below. This letter also provides notification of a forthcoming PPL with 
special reporting requirements for Metric 2.7.5 – Palliative Care Services.  
 



 Alcohol and Drug Misuse (SBIRT) – 1.1.1.a; 1.2.1.a; 2.5.1; 2.6.1 
 



 CMS Plan All Cause Readmission – 1.3.2; 2.2.1 
 
 
POLICY:  
 
Alcohol and Drug Misuse (SBIRT) – Metrics 1.1.1.a; 1.2.1.a; 2.5.1; 2.6.1 
 
On February 27, 2019, DHCS determined that the SBIRT innovative metric under 
development by the steward group could not be added to PRIME in DY15, the last 
remaining DY. A new innovative metric developed in 2019 to replace SBIRT would not 
have time to undergo testing, and refinement as outlined in the Special Terms and 
Conditions. DHCS thanks those on the steward group for their dedication and work on 
developing a proposed measure to replace SBIRT.   
 



The SBIRT metric will remain in its current form for the remainder of PRIME. As such, 
DHCS will develop the SBIRT Rate 1 benchmark for DY15 using DY14 Mid-Year (MY) 
data. All entities’ DY14 MY Rate 1 data will be included in the process for benchmarking 
Rate 1 for DY15.  



Public Hospital Redesign and Incentives in Medi-Cal 
Office of the Medical Director, MS 0020 
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To ensure all entities have the ability to achieve performance on SBIRT Rate 1, DHCS 
is allowing entities the option to use any evidenced-based brief or full screening tool(s) 
to count for Rate 1. The full AUDIT screening tool is an example of a tool that can be 
reported in Rate 1. All entities’ reporting methodology, including use of evidenced-based 
full screening tool(s) to count for Rate 1, must be consistent among DY14 MY, DY14 
YE and DY15 reporting. An entity cannot include the full AUDIT tool in Rate 1 for DY 15 
if it has not done so for DY14 MY and YE.  
 
Entities must state in the metric narrative which tools are used in Rate 1 in order for 
their narrative to be considered complete. If it is determined that the tools used in 
Rate 1 reporting are not consistent among the various reporting periods, DHCS will 
return the report(s) to the entity for correction prior to being approved for completeness.   
 
Entities that decide to include evidenced-based full screening tool(s) in Rate 1 going 
forward must resubmit their DY14 MY SBIRT Rate 1 data to DHCS by Tuesday, 
June 23, 2019. Please contact your entity’s PRIME liaison to unlock the DY14 MY 
SBIRT metrics, and then enter Rate 1 data updates into the applicable SBIRT 
methodology narrative.  
 
 



Alcohol and Drug Misuse (SBIRT) Rate 1 



Action Owner Deadline 



Resubmit DY14 MY Rate 1 data using DY14 
specification and this PPL 



PRIME Entities June 23, 2019 



Develop DY15 Rate 1 Benchmark DHCS June 30, 2019 



 
 
CMS Plan All Cause Readmission – Metrics 1.3.2; 2.2.1 
 
On February 8, 2019, DHCS decided to replace the DHCS All Cause Readmission 
measure with the CMS Plan All Cause Readmission measure. This replacement 
measure aligns with current reporting to DHCS by the Managed Care Plans. Managed 
care plans no longer report on DHCS All Cause Readmission. For PRIME, this 
replacement means benchmarking and target setting can be done using state 
benchmarks.  
 
For official reporting, entities should refer to the 1.3.2 and 2.2.1 specification that will be 
in the DY15 Manual, estimated to be released by end of June 2019. A draft, specific to 
2.2.1, is being provided now (attached) to give a sense of what the 1.3.2 and 2.2.1 
specifications will be in the DY15 Manual. During the DY14YE reporting cycle, entities 
should report the DY14 YE data using the DY14 specifications in the designated 
numerator and denominator fields for DY14 Achievement Values. Entities should report 
DY14 YE data using the attached specifications in the metric level methodology 
narrative to establish DY15 baseline. DHCS will use this narrative information to 
calculate a DY15 target rate, which will be manually entered into the DY15 reporting 
page of the PRIME Reporting Platform. 
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CMS Plan All Cause Readmission 



Action Owner Deadline 



Submit DY14 YE data using DY15 specification 
in narrative fields 



PRIME Entities September 30, 2019* 
*regular reporting 
deadline 



Calculate DY15 Target Rate DHCS October 30, 2019 



 
 
Palliative Care Services – Metric 2.7.5  
 
The Palliative Care Services metric 2.7.5 has undergone major revisions between 
DY14 MY and DY14 YE. The title is changing from, “Palliative Care Services Offered at 
Time of Diagnosis of Advanced Illness” to, “Palliative Care Service Provided to Patients 
with Serious Illness.” The metric is still undergoing revisions and a DY15 specification 
and special reporting instructions will be distributed via a separate PPL as soon as 
possible. The changes will be applicable to DY14 YE reporting.  
 
Please contact your PRIME Liaison or email the PRIME inbox at PRIME@dhcs.ca.gov 
for any questions regarding this PPL. 
 
 
Sincerely, 
 
ORIGINAL SIGNED BY KAREN MARK 
Karen E. Mark, MD, PhD 
Medical Director  
 
 
Enclosure:  Draft CMS Plan All Cause Readmissions DY15 Specification - Metric 2.2.1 
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DRAFT DY15 Specification for Metric 2.2.1 Plan All-Cause Readmission 
Please refer to the specification in the DY15 Reporting Manual for official DY15 reporting. 



 



CPT only copyright 2018 American Medical Association. All rights reserved 
 



2.2 Summary Table 
This table does not contain all the criteria for the numerator and denominator. Adhere to the metric specification. 
Refer to the General Guidance section for information that applies across PRIME projects. 
Document Control Log 
Eligible Population 
2.2.1 - Plan All-Cause Readmissions (PCR-AD)  
Specification Source: 2019 Core Set of Adult Health Care Quality Measures for Medicaid 



Numerator:  Count of 30-Day Readmissions. 
Denominator:  Count of Index Hospital Stays. 



  





https://www.medicaid.gov/medicaid/quality-of-care/downloads/medicaid-adult-core-set-manual.pdf
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2.2.1 – Plan All-Cause Readmissions (PCR-AD) Metric Specification 
Summary of Changes from DY14 Reporting Manual 
PRIME Specific Updates: 



• Replaced the PRIME DHCS All Cause Readmission measure specs with the CMS Plan All-Cause 
Readmission measure. Metric title changed accordingly. Changes included in this “Summary of 
Changes” section note the differences between those two specifications. 



• B. Definitions, Classification Period “120 days…” changed to “365 days…” 
• C. Eligible Population 



o PRIME Encountered Population, changed “under the accountability of the PRIME Entity 
120 days” to “under the accountability of the PRIME Entity 360 days” 



o Age criteria changed from ≥21, to 18-64 
o Continuous Assignment changed from “120 days prior to…”, to “365 days prior to…” 
o Allowable Gap changed from “None” to “No more than one gap in assignment of up to 



45 days during the 365 days prior to the Index Discharge Date and no gap during the 30 
days following the Index Discharge Date.” 



• Administrative Specifications 
o Replaced the word “Denominator”, with the header “Count of Index Hospital Stays 



(IHS)” 
 Step 1, #3 changed 



• From: “Identify the discharges for the stay” 
• To: “Determine whether the discharge date for the stay falls on or 



between 
o January 1 and December 1 of the measurement period for the 



Mid-Year Report 
o July 1 and June 1 of the measurement period for the Year End 



Report. 
o Inpatient stays where the discharge date from the first setting 



and the admission date to the second setting are two or more 
calendar days apart must be considered distinct inpatient 
stays.” 



 Step 4, Required exclusions 
• Language changed from “A principal diagnosis of pregnancy (Pregnancy 



Value Set).” To “Female individuals with a principal diagnosis of 
pregnancy (Pregnancy Value Set) on the discharge claim.” 



• Removed: “…or admitted for any other medical treatment of cancer 
(see Table 1 for CCS code list Cancer Discharge Diagnosis Categories 
Excluded from the Metric for Admissions).”; “Discharged against 
medical advice (AMA)”; and “Admitted for primary psychiatric 
diagnoses” 



o Removed associated coding Tables from the end of the 
specifications. 



 “Step 5: Required exclusions” renamed as “Step 5: Required Exclusions for 
planned hospital stays” 



• First paragraph: January 1 changed to January 3 
• Organ Transplants, added Introduction of Autologous Pancreatic Cells 











DRAFT DY15 Specification for Metric 2.2.1 Plan All-Cause Readmission 
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Value Set 
o Replaced the word “Numerator” with the header “Count of 30-Day Readmissions” 



 Step 1, “January 2” changed to “January 3” 
• Added detailed instructions from denominator for “To identify acute 



inpatient admissions” 
 Step 2, added detailed instructions from denominator for identifying direct 



transfers 
 Step 3 



• Added “for female individuals” to “with a principal diagnosis of 
pregnancy (Pregnancy Value Set)” 



• Added “for any individual (any gender) with” to ”a principal diagnosis 
for a condition originating in the perinatal period (Perinatal Conditions 
Value Set).” 



• Added “Note: For hospital stays where there was an acute-to-acute 
direct transfer (identified in step 2), use both the original stay and the 
direct transfer stay to identify exclusions in this step.” 



 Step 4, added sections: 
• Reporting: Count of Index Hospital Stays (IHS) 
• Reporting: Count of 30-Day Readmissions 



Core Set 2019 Updates: 
• Added Guidance for Reporting: When identifying all other events, do not include denied services 



(i.e., only include paid services and services expected to be paid).     
 



Modification from Native Specification 
 



Specification Source: 2019 Core Set of Adult Health Care Quality Measures for Medicaid 
Metric Steward: National Center for Quality Assurance (NCQA) 



• Adapted all dates referring to measurement period and calendar dates to reflect the PRIME 
reporting periods. 



• To measure description, denominator populations, added references to the PRIME Eligible 
Population and the Specialty Care Redesign Target Population. 



• C. Eligible Population, added description of 1. 2.2.1 PRIME Encountered Lives and 2. 2.2.1 
PRIME Assigned Lives. 



• Removed all references to Risk Adjustment and related data elements. PRIME Entities will only 
report the total readmission rate. 



• Guidance for Reporting, removed references to use of “supplemental data” and “paid claims” 
as not relevant to PRIME. 



• To all references to “acute inpatient stay” added the words “at a PRIME Entity facility.” 
• Changed all uses of the words “beneficiar(ies)” with “individual(s).”’ 
• Changed all uses of the word “enrollment” to “assignment.” 
• Revised definition of ‘Planned hospital stay’ to reference “step 5 (required exclusions for 



planned hospital stays) of the Administrative Specification, Count of Index Hospital Stays 
(IHS).” 



• Revised column headers and removed last three columns from Table PCR-A.  
 



Value Sets for this metric 
 





https://www.medicaid.gov/medicaid/quality-of-care/downloads/medicaid-adult-core-set-manual.pdf
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• https://www.medicaid.gov/medicaid/quality-of-care/performance-measurement/adult-core-
set/index.html (see links for “2019 Adult Core Set HEDIS Measures Value Set Directory” and 
“2019 Adult Core Set Non-HEDIS Measures Value Set Directory” under ‘Additional Reporting 
Resources’)  



 
MEASURE PCR-AD: PLAN ALL-CAUSE 



READMISSIONS 
 



National Committee for Quality 
Assurance 



 
A.  DESCRIPTION 



 
For individuals ages 18 to 64 in the PRIME Eligible Population AND who have received a 
face-to-face PRIME Entity Specialty Care visit at least once during the Measurement 
Period, individuals, the number of acute inpatient stays during the measurement period 



that were followed by an unplanned acute readmission for any diagnosis within 30 days 
and the predicted probability of an acute readmission. Data are reported in the following 
categories: 



 



• Count of Index Hospital Stays (IHS) 
 



• Count of 30-Day Readmissions 
 
 



Data Collection Method: Administrative 
 



Guidance for Reporting: 



• This measure applies to individuals ages 18 to 64. Although the HEDIS measure 
includes stratified reporting by number of hospital stays and age, for the Adult Core 
Set, PRIME entities should calculate and report only the Total rate. 



• Individuals in hospice are excluded from the eligible population.• When identifying all 
other events, do not include denied services (i.e., only include paid services and 
services expected to be paid). 



 
 



The following coding systems are used in this measure: CPT, HCPCS, ICD-9-CM, ICD-
9- PCS, ICD-10-CM, ICD-10-PCS, and UB. Refer to the Acknowledgments section at 
the beginning of the manual for copyright information. 



 
B.  DEFINITIONS 



 
Index hospital stay (IHS) An acute inpatient stay at the PRIME Entity facility with 



a discharge on or between  



• January 1 and December 1 of the measurement 
period for Mid-Year report. 



• July 1 and June 1 of the measurement period 
for Year End report.  



Exclude stays that meet the exclusion criteria in the 
denominator section. 





https://www.medicaid.gov/medicaid/quality-of-care/performance-measurement/adult-core-set/index.html


https://www.medicaid.gov/medicaid/quality-of-care/performance-measurement/adult-core-set/index.html








DRAFT DY15 Specification for Metric 2.2.1 Plan All-Cause Readmission 
Please refer to the specification in the DY15 Reporting Manual for official DY15 reporting. 



 



CPT only copyright 2018 American Medical Association. All rights reserved 
 



Index admission date The IHS admission date. 



Index discharge date The IHS discharge date. The index discharge date must 
occur on or between  



• January 1 and December 1 of the measurement 
period for Mid-Year Report 



• July 1 and June 1 of the measurement period for 
the Year End Report 



Index readmission stay An acute inpatient stay at the PRIME Entity facility for any 
diagnosis with an admission date within 30 days of a 
previous Index Discharge Date. 



Index readmission date The admission date associated with the Index Readmission 
Stay. 



Planned hospital stay A hospital stay is considered planned if it meets criteria as 
described in step 5 (required exclusions for planned hospital 
stays) of the Administrative Specification, Count of Index 
Hospital Stays (IHS). 



Classification period 365 days prior to and including an Index Discharge Date. 



 
C.  ELIGIBLE POPULATION 



 
 



Eligible Population 



1. PRIME Encountered Lives (DPH Population #1 or DMPH Eligible Population) 



a. Denominator only includes those PRIME Eligible Encountered lives ages 18-



64 who have received a face-to-face PRIME Entity Specialty Care visit at least 



once during the Measurement Period AND also have been under the 



accountability of the PRIME Entity  365 days before the Index Discharge Date 



through 30 days after the Index Discharge Date 



i. “Under the accountability of the PRIME Entity 365 days before the index 



discharge date” is evidenced by the patient having two encounters (2 



primary care encounters for DPHs or 2 encounters of any kind for DMPHs) 



with the PRIME Entity within 365 days prior to Index Discharge Date. The 



first encounter should occur between 183 – 365 days prior to the Index 



Discharge Date and the second encounter may occur at any point during 



the 365 days prior to the Index Discharge Date, and there is no evidence 



of patient having left the PRIME entity’s accountability through 30 days after 



the Index Discharge Date (e.g., died, moved, etc) 



2. Assigned Lives (DPH Population #2 only) 



a. Denominator only includes those PRIME Eligible Assigned Lives ages 



18-64 who have received a face-to-face PRIME Entity Specialty Care visit 



at least once during the Measurement Period AND have also met the 
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following continuous assignment criteria 
 



Age Ages 18 to 64 as of the Index Discharge Date. 



Continuous 
assignment 



365 days prior to the Index Discharge Date through 30 days after the 
Index Discharge Date. 



Allowable gap No more than one gap in assignment of up to 45 days during the 365 
days prior to the Index Discharge Date and no gap during the 30 days 
following the Index Discharge Date. 



Anchor date Index Discharge Date. 



Event/ 



diagnosis 



An acute inpatient discharge on or between: 



• January 1 and December 1 of the measurement period for the 
Mid-Year Report 



• July 1 and June 1 of the measurement period for the Year End 
Report 



The denominator for this measure is based on discharges, not 
individuals. Include all acute inpatient discharges for individuals who had 
one or more discharges on or between: 



• January 1 and December 1 of the measurement period for the 
Mid-Year Report 



• July 1 and June 1 of the measurement period for the Year End 
report 



The organization should follow the steps below to identify acute inpatient 
stays. 



  
D.  ADMINISTRATIVE SPECIFICATION 



 
Count of Index Hospital Stays (IHS) 



 



The eligible population. 



Step 1 



Identify all acute inpatient discharges on or between: 



• January 1 and December 1 of the measurement period for the Mid-Year Report 



• July 1 and June 1 of the measurement period for the Year End Report 
 



To identify acute inpatient discharges: 
 



1.  Identify all acute and nonacute inpatient stays (Inpatient Stay Value Set). 
 



2.  Exclude nonacute inpatient stays (Nonacute Inpatient Stay Value Set). 
 



3.  Determine whether the discharge date for the stay falls on or between 



• January 1 and December 1 of the measurement period for the Mid-Year 
Report 



• July 1 and June 1 of the measurement period for the Year End Report 
. 



 



Inpatient stays where the discharge date from the first setting and the admission date to 
the second setting are two or more calendar days apart must be considered distinct 
inpatient stays. 
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The measure includes acute discharges from any type of acute facility (including 
behavioral healthcare facilities). 



 



Step 2 
 



Acute-to-acute direct transfers: Keep the original admission date as the Index Admission 
Date, but use the direct transfer’s discharge date as the Index Discharge Date. 



 



A direct transfer is when the discharge date from the first inpatient setting precedes 
the admission date to a second inpatient setting by one calendar day or less. For 
example: 



 



• An inpatient discharge on June 1, followed by an admission to another inpatient 
setting on June 1, is a direct transfer. 



• An inpatient discharge on June 1, followed by an admission to an inpatient setting on 
June 2, is a direct transfer. 



• An inpatient discharge on June 1, followed by an admission to another inpatient 
setting on June 3, is not a direct transfer; these are two distinct inpatient stays. 



 



Use the following method to identify acute-to-acute direct transfers: 
 



1. Identify all acute and nonacute inpatient stays (Inpatient Stay Value Set). 
 



2. Exclude nonacute inpatient stays (Nonacute Inpatient Stay Value Set). 
 



3. Identify the admission and discharge dates for the stay. 
 



Exclude the hospital stay if the direct transfer’s discharge date occurs after December 1 
of the measurement period for the Mid-Year Report or after June 1 of the measurement 
period for the Year End Report. 



Step 3 
 



Exclude hospital stays where the Index Admission Date is the same as the Index 
Discharge 
Date. 



 



Step 4: Required exclusions 
 



Exclude hospital stays for the following reasons: 
 



• The individual died during the stay. 



• Female individuals with a principal diagnosis of pregnancy (Pregnancy Value Set) on 
the discharge claim. 



• A principal diagnosis of a condition originating in the perinatal period (Perinatal 
Conditions Value Set) on the discharge claim. 



 



Note: For hospital stays where there was an acute-to-acute direct transfer (identified in 
step 2), use both the original stay and the direct transfer stay to identify exclusions in this 
step. 
  
Step 5: Required exclusions for planned hospital stays 



For all acute inpatient discharges identified using steps 1–4, determine if there was a 
planned hospital stay within 30 days after the acute inpatient discharge. To identify 
planned hospital stays: identify all acute inpatient discharges on or between January 3 
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and December 31 of the measurement period for the Mid-Year Report or July 3 and June 
30 of the measurement period for the Year End Report: 



 



1. Identify all acute and nonacute inpatient stays (Inpatient Stay Value Set). 
 



2. Exclude nonacute inpatient stays (Nonacute Inpatient Stay Value Set). 
 



3. Identify the admission date for the stay. 
 



4. Exclude any hospital stay as an Index Hospital Stay if the admission date of the 
first stay within 30 days meets any of the following criteria: 



 



• A principal diagnosis of maintenance chemotherapy (Chemotherapy Value Set) 



• A principal diagnosis of rehabilitation (Rehabilitation Value Set) 



• An organ transplant (Kidney Transplant Value Set, Bone Marrow Transplant Value 
Set, Organ Transplant Other Than Kidney Value Set, Introduction of Autologous 
Pancreatic Cells Value Set) 



• A potentially planned procedure (Potentially Planned Procedure Value Set) without 
a principal acute diagnosis (Acute Condition Value Set) 



 



Note: For hospital stays where there was an acute-to-acute direct transfer (identified in 
step 2), use only the original stay to identify planned hospital stays in this step (i.e., do not 
use diagnoses and procedures from the direct transfer stay). 



 



Example 1 
 



For an individual with the following acute inpatient stays, exclude stay 1 as an Index 
Hospital Stay. 



 



• Stay 1 (January 30–February 1 of the measurement period): Acute inpatient 
discharge with a principal diagnosis of COPD 



 



• Stay 2 (February 5–7 of the measurement period): Acute inpatient discharge 
with a principal diagnosis of maintenance chemotherapy 



 



 
Example 2 



 



For a individual with the following acute inpatient stays, exclude stays 2 and 3 as Index 
Hospital Stays in the following scenario. 



 
• Stay 1 (January 15–17 of the measurement period): Acute inpatient discharge 



with a principal diagnosis of diabetes 
 



• Stay 2 (January 30–February 1 of the measurement period): Acute inpatient 
discharge with a principal diagnosis of COPD 



 



• Stay 3 (February 5–7 of the measurement period): Acute inpatient discharge with 
an organ transplant 



 



• Stay 4 (February 10–15 of the measurement period): Acute inpatient discharge 
with a principal diagnosis of rehabilitation 



 



Step 6 
 



Calculate continuous assignment. 
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Count of 30-Day Readmissions 
 



At least one acute readmission for any diagnosis within 30 days of the Index Discharge 
Date.  



Step 1 



Identify all acute inpatient stays with an admission date on or between January 3 and 
December 31 of the measurement period for the Mid-Year Report or July 3 and June 30 of 
the measurement period for the Year End Report. To identify acute inpatient admissions: 



 



• Identify all acute and nonacute inpatient stays (Inpatient Stay Value Set). 
 



• Exclude nonacute inpatient stays (Nonacute Inpatient Stay Value Set). 
 



• Identify the admission date for the stay to determine whether it falls on or between 
January 3 and December 31 of the measurement period for the Mid-Year Report or on 
or between July 3 and June 30 of the measurement period for the Year End Report. 



 



Inpatient stays where the discharge date from the first setting and the admission date to 
the second setting are two or more calendar days apart must be considered distinct 
inpatient stays. If these stays are consolidated into a single event (for any reason), the 
original distinct inpatient stays must be used. 



 



Step 2 
 



Acute-to-acute direct transfers: Keep the original admission date as the Index Admission 
Date, but use the direct transfer’s discharge date as the Index Discharge Date. 



 



A direct transfer is when the discharge date from the first inpatient setting precedes 
the admission date to a second inpatient setting by one calendar day or less. For 
example: 



 



• An inpatient discharge on June 1, followed by an admission to another inpatient 
setting on June 1, is a direct transfer. 



 



• An inpatient discharge on June 1, followed by an admission to an inpatient setting on 
June 2, is a direct transfer. 



 



• An inpatient discharge on June 1, followed by an admission to another inpatient 
setting on June 3, is not a direct transfer; these are two distinct inpatient stays. 



 



Use the following method to identify acute-to-acute direct transfers: 
 



• Identify all acute and nonacute inpatient stays (Inpatient Stay Value Set). 
 



• Exclude nonacute inpatient stays (Nonacute Inpatient Stay Value Set). 
 



• Identify the admission and discharge dates for the stay.  



Step 3 



Exclude acute inpatient hospital admissions for female individuals with a principal 
diagnosis of pregnancy (Pregnancy Value Set) or for any individual (any gender) with a 
principal diagnosis for a condition originating in the perinatal period (Perinatal 
Conditions Value Set). 



 



Note: For hospital stays where there was an acute-to-acute direct transfer (identified in 
step 2), use both the original stay and the direct transfer stay to identify exclusions in this 
step.  
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Step 4 



For each IHS, determine if any of the acute inpatient stays have an admission date within 
30 days after the Index Discharge Date. 



 
Reporting: Count of Index Hospital Stays (IHS) 



 



Count the number of IHS and enter this value into the reporting table (Table PCR-A, 
column 1). 



 



Reporting: Count of 30-Day Readmissions 
 



Count the number of observed IHS with a readmission within 30 days and enter this 
value into the reporting table (Table PCR-A, column 2). 



 



 
E. ADDITIONAL NOTES 



 
The following data elements will be calculated based on the two reported data 
elements: 



 



• Observed Readmission Rate: Count of observed 30-day readmissions divided by 
the count of index hospital stays (Table PCR-A, column 3). 
 



Table PCR-A. Plan All-Cause Readmissions Rate 



 
 
 
 
 



Rate 



 



 
 



Count of 
Index Stays 



(1) 



 



 
Count of 
30-Day 



Readmissions 



(2) 



 



 
Observed 



Readmission 
Rate 



(3) 



Total    
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California Association of Public Hospitals and Health Systems (CAPH) 
 
The California Association of Public Hospitals and Health Systems is a non-profit trade 


organization that represents 21 public health care systems and works to strengthen the 


capacity of its members to advance population health, ensure access to comprehensive, high-


quality, culturally sensitive health care services for all Californians, and educate the next 


generation of health care professionals. CAPH believes that everyone deserves an equal 


opportunity to enjoy good health – regardless of their insurance status or ability to pay.  


 
California’s public health care systems serve more than 2.85 million patients annually, forming 


the core of the state’s health care safety net. They deliver extraordinary levels of service to low-


income, uninsured, and other individuals in need of care in both inpatient and outpatient 


settings, and provide essential community services that benefit all Californians such as 


emergency, trauma, and burn care. CAPH members include county-owned and operated 


facilities and University of California medical centers. 


California Health Care Safety Net Institute (SNI) 
 
The California Health Care Safety Net Institute (SNI) is the 501c3 performance improvement 


affiliate of the California Association of Public Hospitals and Health Systems, and supports 


California’s public health care systems in their efforts to improve the way they deliver care. 


Since 1999, SNI has provided California’s public health care systems with expert-led program 


offerings, hands-on technical assistance, and peer-learning opportunities, while working hand-


in-hand with CAPH.  Today, SNI supports California’s public health care systems by informing 


and shaping statewide and national health care policy, by providing performance measurement 


and reporting expertise, and by accelerating and supporting decision-making and learning, 


within and across member systems. Because of our work, more people – especially the under-


served – receive high quality, appropriate, and respectful health care regardless of their ability 


to pay. 


Quality Leaders Awards (QLA) 
 
For more than 20 years, CAPH/SNI has honored people doing outstanding work across 


California’s public health care systems with the Quality Leaders Awards (QLAs). The QLAs 


recognize initiatives underway to achieve members’ collective 2020 vision: 


 
By 2020, public health care systems will become models of integrated care that are high value, 


high quality, patient-centered, efficient and equitable, with great patient experience and a 


demonstrated ability to improve health care and the health status of populations. 
 
 







                         
 


 


3 
 


The goals of the QLAs are to: 


 Showcase forward-thinking and innovative approaches in California’s public health care 


systems to address the health care needs of the communities they serve; 


 Encourage the spread of effective strategies that improve the quality of care and 


advance population health; and 


 Recognize the dedicated and talented professionals working in public health care 
systems.    


 


This year’s CAPH/SNI QLAs will be presented on Thursday, December 5, 2019 at the 
CAPH/SNI Annual Conference, the theme of which is Designing the Future, December 
4-6, 2019 at Paradise Point Resort in San Diego, CA.    
 


Eligibility Requirements  
 
To be eligible for a QLA: 


 The improvement initiative must be driven by the public health care system that is a 


member of CAPH. County and community partners may be involved (e.g., criminal 


justice, health plans, community-based organizations). 


 The improvement effort must go above and beyond requirements in PRIME, Global 


Payment Program, or Whole Person Care programs. 


 The improvement effort must fit into one of the categories listed below. 


 


Categories 
The improvement initiative must fit into one or more of the following categories: 


o Ambulatory Care Redesign - Recognizes an outstanding effort to implement 


team-based care that increases efficiencies, advances clinical quality, and/or 


enhances patient experience with “right place, right time care.” 


o Data-Driven Organizations - Recognizes an outstanding effort to build data 


infrastructure, develop data analytics capacity, and/or leverage data to improve 


clinical care. 


o Performance Excellence: Recognizes an outstanding effort to redesign processes 


to increase efficiency, decrease waste, and ultimately improve patient 


experience 


 


The winner of each category above receives $3,000 cash prize and one free conference 
registration.  
 



https://caph.org/memberdirectory/
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In addition, all applicants will be considered for The Top Honor Clinical Systems Development 
Award that recognizes an outstanding effort to improve system integration or to leverage an 
integrated structure to provide seamless care to patients across care settings. The winner of 
this category will receive $6,000 cash prize and one free conference registration.  
 


Scoring 


Scoring will be based on the following criteria, each with equal weight, by a panel of external 


judges and CAPH/SNI staff: 


 Scope: What is the significance of the problem being addressed by the improvement 


initiative? What is the impact of the problem on patients and/or the PHS (e.g., 


morbidity/mortality, cost, etc.)? 


 Design: How comprehensive was the overall design and interventions? How were 


patients and other stakeholders involved in designing the initiative? 


 Effectiveness: What are the demonstrated improvements in care processes and 


outcomes? 


 Spread: Has the program been adopted or spread to other parts of the PHS or to other 


member systems? 


 


Application Instructions 
 
Completed entries must include: 


 Cover sheet with CEO or CEO-designee signature (page 7) 


 Narrative description (page 8) 


 10+ digital photos of the initiative in action WITH CAPTIONS (BY EMAIL ONLY to 


glenhart@caph.org). Send photos individually, in an image format (.jpg, .tif, .png, etc.) 


and not embedded in a Word, PDF, or PowerPoint document.   


 Supporting materials such as research, early successes, and external recognition 


(optional) 


 
Entries are due on or before end of business Friday, August 30, 2019 via email, attention: Gina 


Lenhart at glenhart@caph.org. 


 
For questions regarding the QLAs, please contact Giovanna Giuliani, at (510) 874-3409 or 


ggiuliani@caph.org. 


 
 
 


 



mailto:glenhart@caph.org

mailto:glenhart@caph.org

mailto:ggiuliani@caph.org
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CHECKLIST OF MATERIALS: 


1. ____  This cover sheet with CEO (or designee) signature 


2. ____  Narrative Description 


3. ____  10+ digital photos depicting improvement in action (see page 4 for requirements) 


4. ____  Charts and graphs (optional) 


 


 


 


2019 CAPH/SNI 
Quality Leaders Awards Application Form 


 


 


 


 


 


 


 


 


 
Title of Improvement 
Initiative/Entry:    


 


CAPH Member 
Institution:    


 


Name of contact person 
for this entry:     


 


Contact person’s title/ job 
description:   


 


Phone number for 
contact person:   


 


Email for contact person:      


Category (check at least 
one) 
 


___ Ambulatory Care Redesign 


___ Data-Driven Organization 


___ Performance Excellence 


  
  


If your project is chosen for a QLA award, we will need to contact someone from your communications 
team for video and media coordination. Please identify someone from your system to fill this roll. 
 


Name of contact person:  


Email for contact person:      


 
CEO or Designated Hospital Administrator: 


 


I certify that this entry has been reviewed and approved. 


Name/Title:  


Signature: Date:  
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Narrative Description 
Responses to the following questions should not exceed three pages. 
 


 


Abstract 


1. Please summarize the improvement effort in 200 words or less. Describe the problem being 


addressed and how the initiative was designed and implemented, and provide quantitative 


data showing the impact of the initiative within a specified time period. 
 


Scope 


2. What was the opportunity that the improvement initiative was designed to address? What 


was the impact of the problem on patients and on the PHS? 


 
3. What were the organizational goals and policies, and/or the business case, driving the 


decision to address this problem? 
 


Design 
4. What activities or changes took place as part of the improvement effort? (E.g., staffing, 


workflow changes, training/education, implementation, communications, etc.) 


 


5. How did the initiative gain buy-in from stakeholders, including patients? 


 
6. Did you encounter challenges (anticipated or unanticipated) and how were they addressed? 


How did the design change over time, if applicable?   
 


Effectiveness 


7. What are the demonstrated improvements in care processes and outcomes? Please include 


quantitative data demonstrating the improvements over a specified period of time.  Please 


also indicate whether this effort has helped your system achieve success in one or more of 


the Medi-Cal 2020 waiver’s programs. 


 


8. Please share qualitative results.  Include a patient story if you are able.   
 


Spread 


9. Has the program or aspects of the program (e.g., workflows, staffing models) spread to 


other parts of the PHS or to other member systems? 


 


□   Please check here if you DO NOT want this application shared on the SNI website. 







sharing by health plans; materials are cross posted on SNI Link:
o   QIP PY2 value sets by measure for MCPs for DPH reporting
o   QIP data sharing template (based on Inland Empire Health Plan’s (IEHP) PRIME Data Sharing File Template to

provide IEHP’s County partners with PRIME data).
 
II. Member Support
PRIME

PRIME/QIP June 13 Office Hour.  Recording posted on PRIME and QIP pages.
DY14 Mid-Year Performance Trends. On May 16, SNI hosted a special PRIME Manager webinar on DY14 MY Data,
presenting quantitative and qualitative takeaways with members sharing on performance highlights. Materials are
posted on SNI Link/PRIME/Webinars.

§  DY14 Mid-Year Report Data & Narratives – Thank you for sharing your data to SNI. Qualitative highlights and raw
data in Excel are posted on SNI Link/PRIME/Reporting.  Note: DY13 & DY14 data may not yet approved by DHCS.
Please do not circulate outside your system.

NCQA Audit. Reminder: Information, NCQA presentation and member experience, can be found here.
QIP

PRIME/QIP June 13 Office Hour.  Recording posted on PRIME and QIP pages.
§  Webinar: QIP Leads. On Monday, June 24(12-1) SNI will host our monthly peer group meeting, with program

updates. If you missed May’s QIP webinar, access it here.  Topics included DHCS Value Based Program, PY3 Updates
and Q-PC7 Spotlight.
 

III. Implementation Tools & Opportunities
More tools posted on PRIME/Project Implementation Resources and QIP/Implementation Tools.

§  Epic Usergroup. This summer SNI is piloting an EHR Usergroup for CAPH members using, implementing or considering
Epic. During these sessions, attendees will hear from established Epic systems on how they are tackling technical
and operational practices, their lessons learned, and then open up to all systems to discuss their own approaches
and challenges. Members will be able to share their specific questions on these topics through the WebEx
registration process.

o   Session 1: Using Epic to Close the Loop with Patient Referrals. Date & time Monday, 7/29 12-1. WebEx link
o   Session 2: Avoiding and Addressing Provider Experience in Epic. Date & time Thurs. 8/22, 11-12. WebEx link

§  AEH Webinar - Medicaid Managed Care Directed Payments: California’s Experience. On July 31 from 11AM-12PM,
Sarah Hesketh, CAPH’s Senior Vice President of External Affairs, will join America’s Essentials Hospitals’ webinar for
a deep dive into California’s Medicaid managed care directed payments. Kern Medical Center will also share their
experiences with the program. Register here. 

 
IV. Upcoming Events / Key Dates

Reminder: PRIME/QIP Office Hours and QIP Leads webinar are cancelled for July.
June 24 (12-1): QIP Leads Webinar. Materials to be saved here.
July 24 (12-1): PRIME DY15 Manual: NCQA Walkthrough Webinar. Register here. Materials to be cross posted on SNI
Link PRIME and PRIMEone pages.
July 29 (12-1). Using Epic to Close the Loop with Patient Referrals. WebEx link
August 22 (11-12): Avoiding and Addressing Provider Experience in Epic.  WebEx link
August 30 – QLA Applications due!
DHCS PRIME Events:

Topic-Specific Learning Collaborative (TLCs).  May 31 PRIMEd Semi annual Meeting Materials,  TLC meeting
dates, and materials on PRIMEone*. Questions can be directed to Megan Thomas.
October 29 & 30 (Sacramento, CA): PRIMEd Annual Conference (entity attendance required by DHCS)

Key Deadlines & Dates:  
June 23 – PRIME: resubmit DY14 MY SBIRT
June 30 – QIP: List of PY3 measures & PY3 benchmarks released
June 30 – PRIME: DY15 benchmarks & DY15 PRIME Reporting Manual released
Fall – QIP: PY3 Reporting Manual released
Sept 30 – PRIME: DY14 Year-End Reports due to DHCS

 
About: The PRIME/QIP Express is sent monthly to CAPH members with information, tools and news about PRIME

https://safetynetinstitute.org/member-portal/programs/medicaid-managed-care/quality-incentive-program/reporting/#plan
https://safetynetinstitute.org/member-portal/programs/prime/webinars-2/
https://safetynetinstitute.org/member-portal/programs/medicaid-managed-care/quality-incentive-program/webinars/
https://safetynetinstitute.org/member-portal/programs/prime/webinars-2/
https://safetynetinstitute.org/member-portal/programs/prime/reporting#reports
https://safetynetinstitute.org/member-portal/programs/prime/reporting/#audit
https://safetynetinstitute.org/member-portal/programs/prime/webinars-2/
https://safetynetinstitute.org/member-portal/programs/medicaid-managed-care/quality-incentive-program/webinars/
https://safetynetinstitute.org/member-portal/programs/medicaid-managed-care/quality-incentive-program/webinars/
https://safetynetinstitute.org/member-portal/programs/prime/project-implementation-tools2/
https://safetynetinstitute.org/member-portal/programs/medicaid-managed-care/quality-incentive-program/implementation-tools/
https://safetynetinstitute.webex.com/safetynetinstitute/onstage/g.php?MTID=ed5a3b0b1d5b3cb2226451505eff5539e
https://safetynetinstitute.webex.com/safetynetinstitute/onstage/g.php?MTID=e633bcf30e19b5108d2a6efb325ffb86c
https://nam05.safelinks.protection.outlook.com/?url=http%3A%2F%2Fr20.rs6.net%2Ftn.jsp%3Ff%3D001lv0nrLPDjBgacIvjLs324gp-RfG9QeeaerDUng9PMaanlyWjAwaE7TWwQxf4pgBRF9PVQjZfd5h28UuuzxHBPqhYN3Op7H5lDAUrQpSfRo_pLqdVanascwyZhRg3mJtH3Fa5eyX0GPy-ZutqGxhvW61SDL-HBkKMx7fb7HBmXhimNri9QI1I6yV1Cl62qrFtaq429JIdUG-QTr35sQO8BeUNKKz3nw2qQwJv3_gfppgbmU3ytvsXyMDTC1W6qb8_IXl7KLfWvArwtToQNWRhCda1JH_MHx25VwWp9_TR-ObV5Ue3qHP1MgeLMQeyDM_S9Pztb4koUPpUlZpPsdIlRA%3D%3D%26c%3D-rDwSttP4atVSfS2CqDKlCxsZjYtB9pkRFVkNL6dpFtSODkmmVXZ-Q%3D%3D%26ch%3D2sDAz9RZwGPg_AgVm550gI1wiN4EPg-ZiSybZSxWgqWKXs0JA790FA%3D%3D&data=02%7C01%7C%7C080335f2bfd34cffacb908d6f10f2a3d%7C9fbc74aee1b649bb859660f4976881c1%7C0%7C0%7C636961445635857600&sdata=%2BaLEUV5GRaO7eEjnscf8caLbFr6XHpiwXS4MW45XT7k%3D&reserved=0
https://safetynetinstitute.org/member-portal/programs/medicaid-managed-care/quality-incentive-program/webinars/
https://nam05.safelinks.protection.outlook.com/?url=https%3A%2F%2Fsafetynetinstitute.webex.com%2Fsafetynetinstitute%2Fonstage%2Fg.php%3FMTID%3Defd58bf43be18b7588c034ae7d2e59a7c&data=02%7C01%7C%7C080335f2bfd34cffacb908d6f10f2a3d%7C9fbc74aee1b649bb859660f4976881c1%7C0%7C0%7C636961445635867604&sdata=044XzALSs8U53mN89c2QlSh7P%2BkYGcgN8cerzl3YV6k%3D&reserved=0
https://safetynetinstitute.org/member-portal/programs/prime/reporting/
https://nam05.safelinks.protection.outlook.com/?url=https%3A%2F%2Feportal.dhcs.ca.gov%2Fdhcs%2FPrimeProgram%2FLearning%2520Collaboratives%2520Material%2FForms%2FAllItems.aspx&data=02%7C01%7C%7C080335f2bfd34cffacb908d6f10f2a3d%7C9fbc74aee1b649bb859660f4976881c1%7C0%7C0%7C636961445635867604&sdata=K80FA0F%2B7P5T7IVTyXIPtYV8tJqOAGEOkrG0kACx%2BzA%3D&reserved=0
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and QIP. If you have any topics suggested for a webinar or this Express, please contact Dana Pong.
 
PRIME and QIP materials, including this newsletter, are posted on SNI Link/PRIME and SNI Link/QIP. SNI Link is
open to all CAPH members with registration.
*Document sharing and discussion board for all PRIME participants can be found on  DHCS’ PRIMEOne portal.
Email PRIME@dhcs.ca.gov to obtain access.
 
To add or remove people from this Express please email Abby Gonzalez.
Please note that this list combines the “PRIME Webinar” and “QIP Webinar” distribution list.

 
Dana Pong
 

Sr. Data Analyst   Ph: 510-874-7118 
California Health Care Safety Net Institute
Save the Date! CAPH/SNI 2019 Annual Conference (Dec 4-6)
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