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Date:                                October 20, 2022 
Meeting Place:   Microsoft Teams Meeting  
    +1 323-475-1528,,17776261# 
 
Meeting Time:  7:30AM - 9:00 AM 
 
Members Present: Lukejohn Day, MD Chief Medical Officer, Zuckerberg San Francisco Hospital; Irene Conway SFHP Member Advisory 
Committee Member; Idell Wilson  SFHP Member Advisory Committee Member; Edward Evans SFHP Member Advisory Committee Member; 
Kenneth Tai, MD Chief Medical Officer, North East Medical Services; Jaime Ruiz, MD Chief Medical Officer, Mission Neighborhood Health 
Center; Jackie Lam, MD Medical Director and QI Director Northeast Medical Services; Albert Yu, MD, MPH, MBA Chief Health Information 
Officer, San Francisco Department of Health 
  
Staff Present: Eddy Ang, MD Interim Chief Medical Director; Hanan Obeidi, MPH CHES Vice President, Health Services Programs; Se Chung 
Health Services Administrative Specialist; Leslie Mulhern, RN, CPHQ, CHCQM Concurrent Review & Care Transitions Nurse; Jessica Shost, 
PharmD Care Coordination Pharmacist; Grace Cariño, MPH Supervisor, Grievances and Appeals; Vaishali Patankar Manager, HSPM; Anh Huynh 
Program Manager, HSP; José Méndez, Senior HEDIS Program Manager; Matija Cale RN, MS Director, Clinical Operations; Travis Tiani Senior 
Manager, Member Services; Jenna Colin, RN Quality Review Nurse; Michelle Faust, RN Prior Authorization Nurse; Yves Gibbons Senior Program 
Manager, Quality & Access; Kaitlin Hawkins PharmD BCPS Manager, Pharmacy Operations; Jorge Ramirez Specialist, HSPM; Lena Liu Associate 
Program Manager, G&A; Tammie Chau, PharmD, APh Care Coordination Pharmacist; Gevork Tchapanian Pharmacy Intern; Eileen Kim, PharmD 
Clinical Pharmacist; Veronica Garcia Pharmacy Data Analyst; Shelley Fung-Yeung, MD Medical Director; Sue Chan Program Manager, 
Pharmacy Compliance; Ian Hodur Sr. Program Manager, Essette; Sandra Donaldson Sr. Pharmacy Business Analyst 
 

Topic  

Follow-up 
[if Quality Issue 

identified, 
Include Corrective 

Action] 

Resolution, or Closed Date 
[for Quality Issue, add plan for 

Tracking after Resolution] 

Call to Order 
• Meeting called to order at 7:35 AM with a quorum. 
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Consent 
Calendar 

Review reports. 
•August 2022 QIC Minutes  
•Q3 2022 Grievance Report  
•Q3 2022 Appeals Report  
•UM Committee Minutes (July, August) * No September meeting 
•HE P&P Updates Summary (August, September 2022)  
•Q3 2022 PQI Report 
•Q3 2022 QI Scorecard  
•P&T Member New Appointment  

 
Edward Evans: He has heard that some people with Kaiser have been 
charged copay for medications however others do not have to pay. He 
spoke to someone from Kaiser, and they said that everyone has to pay for 
copays.  
Kaitlin Hawkins: Not aware of this, members on Medi-Cal shouldn’t be 
charged. Kaitie will connect with Kaiser and follow up and clarify if they 
are Kaiser SFHP/Medi-Cal vs other coverage. Edward will ask them to 
contact SFHP to provide more context.  
 

 

Approved. 
 

Quality 
Improvement 

• 2023 QI Work Plan Preview Yves Gibbons 
 
QI Plan is designed to give overview of priorities for SFHP to improve 
measures.  
Workplan is in draft form and will be finalized in December 2022.  
Purpose of this presentation is to get feedback from committee.  
 
There are 6 domains: including utilization of services, quality of service 
and access to care, managing multiple chronic conditions, managing 
members with emerging risk, patient safety or outcomes across settings, 
keeping members healthy. 
 
Quality of service and access to care: 
 

- Provider Directory – Language: Member wants to find providers 
that have same language and race. SFHP directory did not have 
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ability to filter. Both are optional for providers to update. So far, 
we have collected 3% of race and 25% language. Still more work 
needed. 

 
- Appointment Availability: we have high availability for primary 

care however there is room for improvement for specialist care. In 
2021, every specialist when down in availability.   

 
New measures: CAHPS Getting Needed Care and Rating of Specialist.  
Key drivers to overall improvement in CAHPS. We are hoping to improve 
this area and ultimately improve member experience 
 
Eddy: For members on the call, HP CAHPS stands for Health Plan 
Consumer Assessment of Healthcare Providers and Systems. 
 
Managing Multiple Chronic Conditions: 
These measures reflect the work of the Care Management department. 
They work with hundreds of members with multiple and complex needs 
who require more support. Three areas: depression follow-up, perception 
of health, client satisfaction with CM program. Duplicated between two 
populations. 
 
Managing Members with Emerging Risk: 
This domain looks at population and look at different conditions and 
screenings and whether their condition might be worsening. Most 
measures in this domain are new: 
 
HEDIS measures are AMR, PPC-Pre/Post, PDSE. 
DHCS had recommended for SFHP to look specifically at Black and 
Native American Members.  
 
Irene Conway: in the past there was gift cards? Is that ongoing.  
 
Yves Gibbons: we did not conduct in 2022, in 2023 the incentive will 
include chronic conditions which include diabetes.  
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Dr. Eddy Ang: Incentive program should be rolled out in next few months.  
We are trying to stratify risk by race/ethnicity, DHCS has recommended 
because they usually have poor outcomes from perinatal services.  
 
Dr. Albert Yu: 5 of the 8 measures only cover 2 conditions. Are there 
other populations that SFHP is interested.  
 
Dr. Eddy Ang: Diabetes is always big area because of the ramification of 
poorly controlled diabetes 
 
Yves Gibbons: We prioritize focus measures by reviewing HEDIS 
measures, (diabetes, asthma, f/u), review population analysis, what are 
priorities and disparities (perinatal, diabetes and asthma), CAHPS, 
continuity and coordination of care. The other domains focus on multiple 
and chronic conditions.  
 
Patient safety or Outcomes Across Settings: 
Measures focuses on members with complex conditions who have patient 
safety needs.  
 
Keeping Members Healthy: 
Focus on preventative measures. BCS is a HEDIS measure. We see large 
disparities between black members vs overall population. We partnered 
with community partners to support these members to navigate care. 
 
W30 – we did not reach 50th percentile, therefore this is a measure we 
need to focus on. 
 
Dr. Eddy Ang: We can look at the measures as three different 
populations: adult (diabetes, hepatitis c, asthma), women (BCS, perinatal 
care) children: well child visits. 
 
We can also look at it from a members care journey: three phases: 
preventative screenings, after medical condition, look at control, when 
they are in the hospital, are they getting the care afterwards including f/u 
and care management and how to prevent avoidable readmissions 
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Dr. Albert Yu: Will the HP stratify by race by all measures, not just the 
highlighted.  
 
Dr. Eddy Ang: Yes, goal of DHCS/NCQA. PHM is also important area 
under CalAIM. We want to become more sophisticated and stratify by 
race and ethnicity for all quality measures going forward.  
 
Dr, Jaime Ruiz: What is the period. We have a lot of ppl in pandemic that 
didn’t attend appointments and now they no longer see the PCP 
 
Yves Gibbons: Measurement year is for 2021. We didn’t get final rates 
until mid-2022. Hoping that we will see change in 2022. Other areas that 
are not HEDIS measures are more current: eg via pop analysis or 
discharge planning, healthplan operations we can get more current data.  
 
Irene Conway: there was also well-child incentives and some providers 
said members would come in with the form. Recommend we keep that 
incentive.  
 
Yves Gibbons: we also have well child that has continued 2022. We do 
stratify on race/ethnicity and language for all HEDIS measures and pop 
analysis.   
 
Irene Conway: shout out to health plan re. updating the provider 
directory. It goes to show that the Health Plan listens, and Member 
Advisory Council is giving proper input.  
 
• NCQA QI3 and QI4 Standards Jessica Shost 
HEDIS measures identified: AMR, AMM, PDC 
 
We look into demographics for all our measures, demo include age group, 
ethnicity spoken language, medical group, ratio of PCP visit and how 
many IP and ED occur 
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QI Committee Chair's Signature & Date: _____________________________         
Minutes are considered final only with approval by the QIC at its next meeting. 

For AMR: Young adults are at 48%, also break down by location in the 
city. You can see trends. See total  members 878.  
 
Using the stratification, we identified members who are more at risk. 
Young adults, black and Hispanic had lower rates of adherence, SAA, low 
ratio of pcp/non also less likely to be non-adherent. 
Members who reported their spoken language as Spanish was less likely 
to have AIC taken or low AIC. Members have said that when they speak 
to the provider, the provider was not fluent in Spanish. 
 
Steps taken: 
Informed providers via Provider newsletter, Pharmacy medtalk to care 
management team, rescue medication should not be used alone. 
 
Future population:  
Ensure all non-compliant members are enrolled in CM team and members 
not eligible for above, pharmacist will engage for MTM program.  
 

• Meeting Adjourned at 8:59 AM. 
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Emergency Room Visit / Prescription Access Report 
2nd Quarter 2022 

San Francisco Health Plan Medi-Cal LOB 
 
Goal: 
Evaluate access to medications prescribed pursuant to an emergency room visit and determine 
whether any barriers to care exist.  
 
Methodology:  
All claim and encounter records for an emergency room visit (without an admission) during a 
calendar quarter are evaluated and consolidated into a unique record of each emergency room 
(ER) visit date by member. These unique ER visits are analyzed by ER facility site and member 
count (see Tables 1A & 1B). Top diagnoses were evaluated for reason of ER visit (see Table 2). 
Selected key diagnoses with a high likelihood for ER discharge prescription are analyzed (see 
Table 3). A review of the pharmacy locations where members filled their prescriptions within 72 
hours of discharge was assessed to reflect any medication barriers (see Table 4).  
 
Findings:  
 

Section 1 - ER Visits 

In 2Q2022, 10,315 members had 15,489 ER visits, averaging 1.50 ER visits per member, which 
is slightly lower as the previous quarter (1.52). This reflects an ER visit by approximately 7.7% 
of the SFHP Medi-Cal membership within the quarter, which is the same as the previous 
quarter. Visits by ER facility and the number of Member ER visits increased compared to the 
previous quarter (15,261 and 10,035 respectively).  

Table 1A: Visits by ER Facility 
ER Facility ER 

Visits 
ZSFG AND TRAUMA CENTER 3,527 

UCSF MEDICAL CENTER 2,567 
ZSFG- ACUTE CARE 2 2,148 

ST FRANCIS MEMORIAL  1,638 
CPMC MISSION BERNAL CAMPUS-

ACUTE CARE 
1,463 

CPMC VAN NESS CAMPUS-ACUTE 
CARE 

889 

CPMC PACIFIC CAMPUS-
OUTPATIENT AND ER 

856 

ST MARYS MEDICAL CENTER 509 
CHINESE HOSPITAL  488 

CPMC DAVIES CAMPUS-ACUTE 369 
KAISER HOSPITAL SF  349 

Other ED Facilities 609 
TOTAL 15,489 

 Table 1B: Member ER Visits 

 

 

# ER Visits Member 

1 6,956 
2 1,954 
3 683 
4 304 
5 133 
6 88 
7 58 
8 37 
9 21 

10 14 
11+ 67 

TOTAL 10,315 
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Section 2 - Top Diagnoses  

Of the 15,489 ER visits in 2Q2022 6,856 visits (44%) resulted in a medication (from ER or 
pharmacy) within 72 hours of the ER Visit and 7,756(50%) did not. Not all ER visits warranted 
medication treatment (i.e. chest pain, abdominal pain or altered mental status). Overall, the 
distribution of top ER visits by diagnoses category is shown in Table 2. COVID-19 related ER 
visits have decreased by 37% (405 visits) compared to last quarter’s 640 visits. Suicidal ideation 
diagnosis continues to be a top diagnosis during pandemic 2Q2022(105 visits) compared to pre-
pandemic 4Q2019 (60 visits).  

Table 2: Percent ER Visits by Diagnoses (2Q2022) 
Top Diagnoses Categories ICD10 ER Visits % of Visits 

Chest pain R07.xx 1,050 6.8% 
Abdominal pain  R10.xx 725 4.7% 

COVID-19 U07.1 405 2.6% 
Shortness of breath  R06.02  232 1.5% 

Head Injury Unspecified S09.90 197 1.3% 
Headache  R51.9 196 1.3% 

Fever Unspecified R50.9 193 1.2% 
Cough R05 191 1.2% 

Acute Upper Respiratory 
Infection Unspecified J06.9 155 1.0% 

Dizziness and Giddiness R42 140 0.9% 

Nausea with Vomiting R11.2 133 0.9% 

Altered mental status R41.82 120 0.8% 

Urinary Tract Infection N39 109 0.7% 

Suicidal Ideations R45.851 105 0.7% 

All Other Diagnoses   11,538 74.5% 
TOTAL   15,489 100.00% 

 
Section 3 - Key Diagnoses Category  

Selected key diagnoses with a high likelihood for ER discharge prescription are reported in 
Table 3. In 2Q2022, greater than 90% of ER visits for all key diagnoses received medication 
treatment within 72 hours of the visit.  

Table 3: ER Visit – Key Diagnoses Category 
Diagnoses Category ICD10 RX 

Filled 
ER 

Treated 
No 
Rxs 

ER Visit 
Total 

% 
Treatment 

COPD J44, J44.1, J44.9 22 33 2 57 96% 
Pneumonia J18.9 30 11 2 43 95% 

Asthma Exacerbation J45.901, J45.909, 
J45.902 40 26 4 70 94% 

UTI N39.0 46 25 6 77 92% 
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Section 4 - Pharmacy Location 
For the members filling a prescription from a Pharmacy within 72 hours of their ER visit date, a 
further analysis evaluated the location of the pharmacy relative to where the member received 
emergency care and the hours of operation for these pharmacies. Of the 6,328 member visits to 
a pharmacy after an ER discharge, the top 15 most utilized pharmacies are reported in Table 4. 
The only 24-hour pharmacy in San Francisco was also the most utilized. Access to a pharmacy 
after an ER visit can occur throughout the day and would not be limited to only after-hours. In 
this analysis, member visits are defined as unique days that prescriptions are filled for a 
member per unique pharmacy.  

Table 4. Pharmacies where Members obtained Rx within 72 hours of an ER Visit 
Pharmacy Hours of Operation Mbr Visits % of Visits 

SF General (1001 Potrero Ave)  9AM – 8PM M-F, 9AM-1PM 
Sat 

694 10.97% 

Walgreens 3711 (1189 Potrero Ave) 8AM – 10PM M-F,8AM – 
9PM Sat-Sun 

535 8.45% 

Walgreens 5487 (5300 3rd St) 8AM – 9PM 323 5.10% 
Walgreens 1327 (498 Castro St) 24 Hours 285 4.50% 

Walgreens 4609 (1301 Market St) 8AM – 9PM 264 4.17% 

Chinese Hospital (845 Jackson St) 8AM – 7PM M-F, 9AM-5PM 
Sat-Sun 

223 3.52% 

Walgreens 4231 (2690 Mission St) 9AM-9PM M-F, Sat 9AM-
5PM, Sun 10AM-6PM 

220 3.48% 

Walgreens 7150 (965 Geneva Ave) 9AM – 9PM 209 3.30% 
Daniels Pharmacy(943 Geneva Ave) 9AM-6:30PM 178 2.81% 

Walgreens 1626(2494 San Bruno 
Ave) 

9AM-9PM M-F, Sat 9AM-
5PM, Sun 10AM-6PM  

177 2.80% 

Walgreens 3185 (825 Market St) 8AM – 9PM M-F, 9AM – 
5PM Sat,10AM – 6PM Sun 

136 2.15% 

Walgreens 1054(3398 Mission St) 

9AM-9PM M-F, 9AM-
1:30PM, 2PM-5PM SAT, 
10AM-1:30PM, 2PM-6PM 

SUN 

134 2.12% 

NEMS-Stockton (1520 Stockton St) 
8AM-6PM M-F, 8AM-12PM, 
1PM-5PM SAT, CLOSED 

SUN 

129 2.04% 

Walgreens #3558 (1301 Franklin St) 

9AM-9PM M-F, 9AM-
1:30PM, 2PM-5PM SAT, 
10AM-1:30PM, 2PM-6PM 

SUN 

128 2.02% 

Scriptsite Pharmacy (870 Market St 
#1028) 

9:30AM-5:30PM M-F, 
Closed SAT/SUN 

107 1.69% 

NEMS-San Bruno (2574 San Bruno 
Ave)  

8AM-6PM M-F, 8AM-12PM, 
1PM-5PM SAT, CLOSED 

SUN 

106 1.68% 

All Other Pharmacy Locations   2,480 39.19% 

TOTAL   6,328 100.00% 
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Summary:  
No barrier to pharmacy access during after-hours was identified in this quarter. ER utilization 
was slightly lower in 2Q2022 compared to 1Q2022 (15,489 visits versus 15,261) with each 
member utilizing the ER at 1.50 visits. About 44% of ER visits received a medication (from ER 
or pharmacy) within 72 hours of the ER visit, slightly lower than last quarter (47%). Appropriate 
prescription fills were seen in all four key diagnoses category. Monitoring of member access to 
medication treatment after an ER visit will continue.  
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Utilization Management Committee (UMC) 
5 October 2022 
2:00PM – 3:30PM 
 
Meeting Invite / Conference connection through Microsoft Teams 

Meeting called by: Matija Cale (OOO) / SeDessie Harris chaired the 
meeting   

Type of meeting: Mandatory – Monthly Recurring Recorder: K. M. McDonald 

Present: 

Clinical Operations 
SeDessie Harris; April Tarpey; Morgan Kerr; 
Tony Tai; Eddy Ang; Kirk McDonald; Tamsen 
Staniford; Monica Baldzikowski; Chris Ball 
 
Pharmacy 
Kaitlin Hawkins, Eileen Kim; Jessica Shost; 
Gevork Tchapanian 

Compliance 
Monica Fong 
 
Quality Review Team 
Michelle Faust 
Leslie Mulhern 
Jenna Colin 
 
Guests 
Rudy Wu, Hanan Obeidi 

Not Present: Tammy Chau (LOA); Matija Cale (OOO); Betty Clark (OOO); Crystal Garcia (OOO); Amyn Nathoo (OOO) 

Quorum (details after the 
Action Items section 
below) 

• Chief Medical Officer, MD (Interim – Eddy Ang) 
• Senior Medical Director (vacant) 
• Director, Clinical Operations, RN (Matija Cale) 
• Senior Manager, Prior Authorization, RN (Monica Baldzikowski) 
• Manager, Concurrent Review and Care Transitions, RN (SeDessie Harris) 
• UM Nurse Manager, Prior Authorizations, RN (Tamsen Staniford) 
• Program Manager, Clinical Operations, PhD (Kirk McDonald) 

Not Present:  

Documents Presented: 
DRAFT_Agenda_UMC_October_v10.03.22 
DRAFT_Minutes_UMC_August_v9.12.22 
Clinical Operations Dashboard_August-2022_v10.3.22 
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UM Director Dashboard_Aug 2022_09 15 22 
ClinOps_Productivity_Dashboard_v9.14.22 
Phone Productivity Dashboard_v9.12.22 
UtilizationTrendingDashboard 2022_v10.5.22 
8.1.22-9.23.22_0937ES Essette Grievance Report_v9.26.22 
SFH.IMR.CC_UMC Report_2022.10.04 
DRAFT_MtgFrequencyChange_Master_Consent_Calendar_v9.26.22 
Eddy_OverUnderUtilizationPlan_v9.14.22 
Draft_Q2-2022_UM-12_ElemB_UMSystemsControlOversight_v9.27.22 
Final_UMAdverseDecisionAuditReport_Q2-2022_v9.26.22 

 
Consent Calendar – January to December 2022 

ITEM # Document Review 
Schedule Outcome Comments 

1   

UM Criteria for Non-Genital Gender Confirmation Services 
 
UM Criteria for Genital Gender Confirmation Services 
 
UM Criteria for EPSDT Private Duty Nursing 
 
MCG 25th edition  
 
PP CO-57 

• Special 
Review for 
NCQA 2023 
Renewal 
Survey 

• Feb 24, 2022 
• April 2022 

(UMC) 
• June 2022 

(UMC) 
• December 

2022 (UMC) 
Annual 
review of all 
criteria 

• QIC approved the criteria (Q1-2022 
meeting) 

• April 2022, UMC meeting; revised Gender 
Confirmation criteria; UMC approved by 
quorum vote. 

o Document - SFHP Gender Affirming 
Services Medical Necessity 
Criteria_DRAFT_for UMC Vote 3-
31-22 

• June 2022, UMC meeting; UMC approved, 
by quorum vote, to accept the MCG 
updates. 

2   Annual (CY2022) benchmark updates for the utilization 
trending tableau report 

• Annual 
(Q2/Q3)   

3   

Internal Audit of Authorization Requests Report 
Q3-2021 Report 
Q4-2021 Report 
Q1-2022 Report 

•  
• No vote required. 
• Documenting review and discussion by the 

UMC. 

• Q3-2021 (Jan 2022 UMC) reviewed 
• Q4-2021 (May 2022 UMC) reviewed 
• Q2-2022 (Oct 2022 UMC) reviewed. 
• Q3-2022  
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Q2-2022 Report • Q4-2022; This includes the inaugural audits 
of – (1) NCQA UM-12 (Denial TAT Systems 
Control); (2) NEMT, (3) Major Organ 
Transplants, and (4) MD Denial NOA 
reviews. 

4   2021 Utilization Program Evaluation 
Annual Review and Approval 

• Feb 2022 
UMC Meeting • UMC approved by quorum vote. •  

5   Updated UMC Charter and Reports/Documents Review 
Calendar 

• Feb 2022 
UMC Meeting 

• October 2022 
UMC Meeting 

• UMC approved by quorum vote. 
• 2.2022 – approve new charter 
• 10.2022 – updated charter (moved from 

monthly to meeting every other month) 

6   2021 Specialty Referral Annual Report • May 2022 
UMC Meeting 

• No vote required. 
• Documenting review and discussion by the 

UMC. 

• Q1-2022 Report – July UMC 
• Q2-2022 Report – August UMC 
• Q3-2022 

7   2022 UM Program Description 
• Annual (Q4) 
• UMC 
• QIC 

•  
• Oct 2022 UMC meeting. Reviewed the 

Interim UM Program Description with the 
PAD/LTC/Pharmacy updates. 

8   2022 UM Program Evaluation • Annual (Q1-
2023) •  •  

 
May UMC Agenda 

 Topic Brought 
By Time Agenda Notes 

1.  

Standing Items: 
• Approval of minutes 
• Action Items review 
• Parking lot review 
• Medical/Pharmacy 

Directors’ 
Dashboards 

SeDessie 2:00 – 
2:30 

• Agenda reviewed 
• Action Items 
• Approval of July draft minutes 
• CO Director Dashboard 
• Clinical Operations – KPI Dashboard 
• Clinical Operations – UM Trending Report Review 

(inpatient Admissions) 
• Pharmacy Dashboard (Quarterly) 

o Q2-2022 (presented 8.3.22) 
o Q3-2022 (UMC in November) 
o Q4-2022 (UMC in January) 

• August minutes were approved. 
• Action items reviewed and updated. 
• Reviewed the CO KPI Dashboard/September 

o No outliers. 
o PA TAT Compliance Rate 

 1.5% lower because of an 
issue of the tracking 
configuration of turn-around-
time (TAT) data in Essette. 
This is being addressed. 

 The issue is if an auth is on the 
threshold of final status and a 
decision is rendered within the 
timeframe, the current TAT 
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 Topic Brought 
By Time Agenda Notes 

configuration in Essette will 
show the auth as out of TAT 
compliance. 

 PA and CCR auths are 
meeting the benchmark for 
TAT compliance. 

o Total Pre-Auths 
 The metric of 1,381 auths is 

100% higher than the actual 
count. This is being addressed. 

 A more accurate number is the 
number of faxes. 

 Modifications of an auths also 
affects the accuracy of this 
number. 

o UM Trending Dashboard 
 Reviewed the top 10 DRGs. 
 IP admissions 

• Sepsis is top DRG 
• Question is top DRGs 

a part of the CM 
population health 
processes? 

• Sepsis is a concern for 
members in a SNF, 
being a leading cause 
of death. 

• Is a medical cost a 
driver of analysis in 
population health? 

• Only the top primary 
diagnosis is what 
determines the top 
DRGs, the 
secondary/tertiary is 
currently being worked 
on by the business 
intelligence team (BI) 
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 Topic Brought 
By Time Agenda Notes 

to provide a more 
discrete level of data. 

• Need to partner with BI 
to determine what is 
driving the Septicemia 
issue, and then work 
with the DMGs. 

• Need to talk to Sister 
health plans for their 
metrics on this issue to 
identify which Sister 
Plan(s) is a high 
performer and adopt 
their best practices. 

• LA Care / Hanan has 
dealt w/ this issue and 
can provide insight. 

o CO Director Dashboard 
 Inpatient census was high for 

August 
 IP PDRs has decreased. 
 The other metrics do not show 

any outliers. 

2. t 

• Medical/Pharmacy 
Appeals: Upheld and 
Overturned 

• Independent Medical 
Review (IMR) 

• State Fair Hearings 
(SFH) 

• Consumer Complaints 

• April – DMG 
appeal cases 

• Leslie Mulhern; 
Michelle Faust – 
CHN/UCSF cases 

• Jessica – 
Pharmacy 
Appeals 

• Betty 

2:30 – 
2:40 

• Appeals (See appendix for brief summary of 
overturned appeals.) 

o UM – Appeals - 2 
 Upheld appeals – 2 
 Overturned appeals – 0 

o Pharmacy – Appeals - 2 
 Upheld appeals – 1 
 Overturned appeals – 1 

• Compliance 
o IMR – 1 
o IMR/SFH – 0 
o SFH – 1 
o Consumer Complaints – 1 

• Reviewed the UM upheld appeals. 
o No change in policy or processes. 

• Reviewed the Pharmacy appeals 
o No change in policy or processes. 

• Compliance 
o Discussion regarding the consumer 

complaint about laser hair removal. 
 Will need to confirm if the 

UCSF Laser clinic is closed. 
Currently, there is only 1 
provider doing surgical site and 
face hair removal. The network 
access issue is being 
addressed to identify/locate 
additional hair removal 
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 Topic Brought 
By Time Agenda Notes 

providers. PNO is aware of 
this.  

 North Bay Aesthetics is a 
provider we are now using - a 
recent provider. And Serenity 
MedSpa - PNO is handling the 
contract as of 9/22. 

 Compliance is aware of the 
potential network access issue. 

3.  Custodial Care Criteria 
(Tentative as of 10.3.22) SeDessie 2:40 – 

2:45  

• This is not considered a medically necessary 
item in the MCG criteria. 

• The criteria will be home grown. 
• CCR Title 22 is the foundation for the criteria – 

this is the main source for the criteria for the 
Sister Plans. 

4.  Over Underutilization Plan Eddy 2:45 – 
3:00  

• Will be a triennial plan. 
• Walked through the PPT deck. 
• 1.1.23 – LTC onboarding requires monitoring 

over/underutilization. 
o DHCS requirement 

• Pointed out the 3 measures. 
o 2 – over utilization 

 Admits/1000 
 Ed admits/1000 

• A factor to consider 
when evaluating ED 
admits is UCSF has 
closed their urgent 
care clinic and this 
might be creating an 
increase in ER usage. 

o 1 – underutilization 
 CBAS utilization  
 Note: anyone can provide a 

referral to CBAS – 
self/PCP/nurse/customer 
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 Topic Brought 
By Time Agenda Notes 

service. Does not have to be a 
PCP. 

5.  UMC Charter Change 
Meeting Frequency Proposal SeDessie 3:00 – 

3:05  

• Options 
o No change w/ ability to miss 2 

meeting/year 
o Every other month 

(Feb/April/June/Aug/Oct/Dec) 
o Meeting every month, as current 

practice, but w/ the ability to meet a 
minimum of 6 meeting/yr., if a certain 
month has no agenda items pressing. 

• Feedback 
o Keep at 12 and have the option to meet 

a minimum of 6x/yr. 
 The criteria for holding a 

meeting should be based on 
the agenda items and the 
importance of reviewing and 
discussing the action item 
follow-ups. 

 A number of UMC members 
like this option. 

o Move the repeating standing items to 
every other month 

 Appeals review 
 Dashboards 

6.  UM Program Description – 
2022 Interim Draft 

 

 

 
• Walked through the various reports, high-level 

metric reporting and measurement background. 
• No corrections from the UMC membership. 

7.  Final_UMAdverseDecisionAu
ditReport_Q2-2022_v9.26.22 

8.  
NCQA 

UM Systems Control Annual 
Audit (Q2-2022) 

9.  Recap / Action Item Review Kirk Review the new action items 

• Reminder end of year run: criteria approval, 
IRR, Draft UM Program Eval, Final Draft UM 
Program Description – all need to be approved. 

• Dec QIC for Criteria 
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Action Items – October 2022 UMC 

ITEM # OWNER ACTION ITEMS STATUS 

1.  Monica/Tamsen 

• PA TAT Compliance Rate in the CO KPI Dashboard needs 
to be adjusted to provide a more accurate rate. 

• Total Pre-Auth metrics in the CO KPI Dashboard needs to 
be adjusted to provide a more accurate rate. 

 

2.  SeDessie / Hanan 

• Work with the PHM Team to determine what is driving the 
Septicemia rate; related to the data in the Top 10 DRG 
table in the Utilization Trending Dashboard 2022. 

o Need to breakout the metrics by member 
population, risk stratification/segmentation. 

 

3.  Tamsen 
• Final decision if UCSF Laser Clinic should be removed from 

the community referral list as a hair removal provider, given 
USCF closed its clinic. 

 

4.  Kirk 

• Per Eddy need to monitor the laser hair removal provider 
network as a standing item for the new few UMC meetings 
to address the potential audit risk. 

10.6.22 Completed – added to 
the Dec-22, Jan/Feb 2023 UMC 

agendas 

5.  SeDessie 
• Will send to the UMC members a copy of the draft 

Custodial Care Criteria prior to the November 10 UMC 
meeting. 

 

6.  Matija • Will present at the November 10 UMC meeting details 
about the triennial over/underutilization plan.  
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Legend 

1 = Need Update 
2 = In progress 
3 = Completed 
4 = On Hold 

 
UMC Meeting 

Date Owner(s) Action Item(s) Comments Status 

5.4.22 Rudy For ALOS metric, assess whether an indicator can be added to identify if 
high ALOS is/isn’t attributed to a one-off case. 8.2.22 – Will be added in the next release. 2 

6.1.22 

Eddy / Matija 
/ Rudy 

 
Leslie 

Need to investigate the sepsis rate deeper.  
 
The next steps suggested are: 
• For the 5 members dive deeper into their cases. 
• We need to slice/dice to obtain granularity of the sepsis data. 
• Drivers can be other comorbidities so need to look at secondary 
diagnosis. 
• Currently there is a filter to disallow the download of individual, member 
data so is why the secondary diagnosis might not be immediately available. 
• Other specified sepsis category should be included in the general Sepsis 
category. 

 
9.27.22 - - Rudi and Tony were able to develop a way to obtain 
current homeless status from Essette assessments, so no coding 
needed for the dashboard report.  
 
Completed the various tasks associated with this item. 

2 

7.6.22 SeDessie • To begin keeping an informal, anecdotal log of members who potentially 
were prematurely discharged. 9.29.22 - capturing these instances via the PQI process 2 

7.6.22 Eddy • To follow-up with Finance regarding the APRDRG audit results report. 8.1.22 - In progress. Matija is working w/ Rand/Skip. 2 

8.3.22 Kaitlin • Regarding the member who accessed 14 separate pharmacies, reach out 
to Amyn with the Data. 

9.22 - We have investigated this member and found they are not 
engaged with CM. Based on their medication list and diagnoses; 
we plan to work with CM to refer them. 

2 

8.3.22 Betty 

• Has DHCS ever approved fertility preservation? SFHP is offering parity 
for benefits currently. 
• The judge’s judgment will set a precedent. If parity is required, and is 
approved for the transgender member, SFHP will have to offer the benefit 
to all Medicaid members, in California, as well as SFHP and has a 
significant financial impact. 
• 8.17 is the next hearing. 

10.5.22 - Member is requesting coverage of fertility preservation, 
which is excluded from Medi-Cal coverage. Judge agreed with 
SFHP that fertility preservation was excluded from coverage. Key 
points from the judge's position statement include:                                                                                
•Fertility preservation are not medical treatment to protect life, 
prevent significant illness or significant disability, or to alleviate 
severe pain. Instead, they are services to preserve fertility following 
other procedures that are medically necessary. 
•Fertility preservation services are not gender affirming treatment 
for gender dysphoria or a reconstructive procedure. 

2 
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•The Medicaid State Plan does not require coverage of fertility
preservation and the State has not opted to include them as an
optional benefit.
•The Legislature hasn’t required DHCS to include fertility
preservation as a covered Medi-Cal benefit in any statute in the
Welfare & Institutions Code.
•The Legislature did not require Medi-Cal plans to cover fertility
preservation when H&S Code section 1374.551 (SB 600) was
enacted in 2019.
•The Plan’s DHCS contract does not require the Plan to offer
fertility preservation to any Medi-Cal member.
•APL 20-018 does not require plans to offer or cover fertility
preservation transgender members who will lose fertility if they
obtain other gender affirming treatment.
•Even though the Provider Manual states that a non-benefit could
be covered with an approved TAR if medical necessity is
established, there is no requirement in the law that DHCS or plans
conduct a medical necessity determination for fertility preservation
services because the procedures are not medical treatment to
protect life, prevent significant illness or disability, or to alleviate
severe pain.

8.3.22 Kirk 
• Provide a table showing, (1) the date of the Specialty Referral report, the
date of the specialty referrals used in the report and the date of the claims
lag (90/120 days) to document integrity of the Specialty Referral follow-up.

9.29.22 – In 2021, did follow the 120 day delay, but at the DHCS 
audit, the DHCS audit team suggested this length of delay was not 
appropriate and we should inform the members’ home clinics 
sooner. So, in 2022: 

o Q1: 1.22-3.22 (range of auths); sent out the packets on
5.25.22.

o Q2: 4.22 – 6.22 (range of auths); sent out the packets
on 7.21.22.

2 

Parking Lot 
ITEM # OWNER ACTION ITEMS STATUS 

1. 2.16.21 Monica / Jim 
• Add to the JOC agenda the issue of members who have

never contacted their assigned PCP, leading in some cases
to accessing OOMG/OOA providers.

• 6.2.22 – Should we remove
this? This would need to be
a CMO driven request, as it
is a resource request from
SFN, and it not required by
regulators. I don’t know how
this request should be
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prioritized against current 
regulatory requests from 
SFHP for SFN (Compliance 
reporting, auditing, etc.) 

2.  2.24.22 Al UMC Members 
• Remain cognizant about identifying what agenda items 

brought to UMC are out-of-scope and whether an item 
should be included in the UMC Charter as an out-of-scope 
item. 

• 2.24.22 - This is ongoing for 
2022 

3.  4.06.22 SeDessie / Eddy Ang • • Work w/ Eddy Ang on OBS metrics. 
• Need to be consistent in how OBS rules are applied. 

• 5.4.22: SeDessie, Matija, 
Eddy working on priorities--
medium category 
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Appendix 
Appeals / Overturned – October 2022 

APPEALS AND GRIEVANCES 

Grievance ID Case 
Type 

Medical 
Group Decision Case 

Category Description Resolution Name of Service or 
Medication 

MA220901001 Member 
Appeal 

SFN Overturned SFHP-
Pharmacy 

Provider submitted a fax appeal to 
appeal a PA denial for Vyvance 20 mg 
capsule. The provider submitted 
member’s chart notes and wrote: “We 
were hoping to appeal a PA for our 
patient ----. Please let us know if you 
may need additional details from our 
team.” Called member to notify of the 
submission of this appeal. Member gave 
verbal consent for the provider to submit 
this appeal on the member's behalf. 

Remedy Psychiatry, on your behalf, 
appealed the denial of Vyvanse 20mg. 
San Francisco Health Plan (SFHP) has 
reviewed your appeal and decided to 
overturn the original denial decision. This 
request is now approved. This is because 
your provider sent information to SFHP 
showing that you meet the guideline for 
Vyvanse 20mg. 
• The guideline used was CNS
STIMULANTS FOR ADHD. The guideline
states that you must try and fail one of
the medications listed below (in addition
to trying generic Concerta):
o Amphetamine salts (Adderall XR®)
ER capsule
o Dexmethylphenidate (Focalin XR®)
24h ER capsule
o Dextroamphetamine (Dexedrine®)
24h SR capsule
o Methylphenidate (Metadate CD®) ER
capsule
o Methylphenidate (Ritalin LA®) 24h
ER capsule
• Your provider sent information to
SFHP showing that you have tried
Dexedrine. It did not work for you.

Vyvanse 20mg 
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Policy & Compliance Committee 
 

1 | P a g e  
 

 Policies and Procedures (P&Ps) Updates and Monitoring 
October & November  

 
Below are all of the new and recently revised Policies and Procedures that have been approved and 
uploaded to Square1. The summary of changes describes the latest version of the P&P. Current versions 
of P&Ps, desktop procedures, process maps, and supporting documents are all on Square1. 

P&P Updates: 
 

October: 

Policy Summary of New Policy and Updates 
CO-03: Major Organ 
Transplants 

Policy Updates (DHCS approval): 
• DHCS approved to meet requirements of APL 22-008 NMT & 

NEMT 
• Pg. 5 Transportation/Travel Expenses added sentence to include 

that SFHP will allow accompanying attendant for MOT donors.  
• References: added APL 22-008 NEMT &NMT  

 
CS-12: Non-Medical 
Transportation 
 

Policy Updates (DHCS approval):  
• Already reviewed back in August before DHCS approval 
• Minor additions page 2 and changes to wording 
• Deleted #11 on page 3 under procedure  

 
HE-07: Health-Education-
Standards 

Policy Updates (DHCS approval) Covid Therapeutics: 
• Name change from CLS-05 
• Under policy statement: added disease prophylaxis to 

educational interventions  
• Added additional bullet point: Relevant, declared public health 

emergencies 
• Added Qualified before Health Educator throughout 

 
Pharm-02: Pharmacy Prior 
Authorization 

Policy Updates 
• Updated electronic PA submission route from web portal to 

CoverMyMeds to reflect current PBM’s process. 
• Pharmacies no longer get approval notifications per current PBM.   
• SFHP’s Clinical Pharmacists and Medical Directors no longer take 

part in the review as PAs are fully delegated to the current PBM. 
Pharm-14: Pharmacy DUR 
Program 

Policy Updates (Contract Readiness): 
• Minor changes under B. Retrospective Dur Program page 5 
• Page 6 under Clinical Monitoring Reports added: Appropriate use 

of antipsychotic, mood stabilizers, and anti-depressant 
medications by all children 18 years of age and under.  
 

QI-03: Validation of HEDIS Policy Updates (Biennial Review): 

24

https://teams.sfhp.org/square1/_layouts/15/start.aspx#/SitePages/Square1%20Homepage.aspx
https://teams.sfhp.org/square1/_layouts/15/start.aspx#/SitePages/Square1%20Homepage.aspx


Policy & Compliance Committee 
 

2 | P a g e  
 

Policy Summary of New Policy and Updates 
Medical Record Review  • Name changed 

• Dept name updated 
• Wording changes throughout  
• Definitions updated  

 
Policy (For Discussion) Summary of New Policy and Updates 
CO-28: Authorization 
Requests 

 Policy Updates (DHCS approval): 
• DHCS approved to meet requirements of APL 22-008 NMT & 

NEMT 
• Policy statement updated, moved paragraph from page 5 to now 

under policy statement on timely access standards.  
• Included that SFHP does not contract with Transportation brokers 

under policy statement  
• Under NEMT Page 3 included additional lines to state: a. NEMT 

following acute or emergency hospital services must be provided 
within 3 hours etc.  

• Bottom page 3 added clarifying lines on the PCS form.  
• Bottom page 3 added lines to state that medically covered 

services, SFHP will provide telephone authorization.  
• Clarifying lines added top of page 4 on downgrading service  
• Bottom page 5, (NEMT) included, 9. time frame of SFHP liaison, 

and new paragraph 10. drop off of members scheduled 
appointments  

• Page 6, (NMT) 4. drop off within 15 mins line added.  
• Page 7. D. Transportation expenses added to satisfy DHCS review 

form. 
• Page 7. E.  Enrollment of NEMT/NMT Providers language added 

to satisfy DHCS review form. 
• Added CR-02 as related Policy  

 
CRA-22: Physical and 
Security Assessment 

Policy Updates (Biennial Review): 
• Minor language changes under procedure 
• Changed officer, compliance to now state Chief Compliance and 

Regulatory affairs officer.  
• Monitoring updated to now include: Results of the assessments 

are reviewed by the Information Risk Management Program 
Leadership Team (IRM PLT).  The IRM PLT monitors the 
implementation of the remediation plan at each meeting. 

 
IS-36: HIPAA and Working 
Remotely 

Policy Updates (Biennial Review): 
• Added Accountable Lead 
• Minor updates with wording throughout policy for added 

clarification 
• Page 2. Under Secure Equipment added lines on SFHP devices, 

use of external media should not be used while accessing SFHP 
network on personal devices  
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Policy & Compliance Committee 
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Policy Summary of New Policy and Updates 
• Monitoring section updated to reference security tools and 

services 
• Added related NIST CSF mapping references 
• Added revision date 

 
Pharm-03: Pharmacy 
Network Credentialing 

Policy Updates (Annual Review): 
• Procedure section updated to include LexisNexis info.  
• Sentence b. replaced with new lines under credentialing and 

monitoring pg. 2 
• Added new paragraph as 5. On required information is 

incomplete.  
• Page 2. B. Ongoing Monitoring beginning sentence added  
• Page 3. Network Terminations added new language  
• Page 3. Notification of Network Terminations revised, previous 

paragraph deleted.  
 

 

 

November:  

Policy (For Consent) Summary of New Policy and Updates 
ADM-01: Execution of 
Administrative Contract 

Policy Updates 
• Accountable Lead added 
• Section XV added on department lead reviews ADM-03 as 

applicable  
• ADM-03 added to related P&Ps section  
• Attachment A updated to include and delete certain department 

leads  
CO-55: Exception Handling 
of Non-Covered Benefits 
and Services: One-Time and 
Ongoing 

Policy Updates (Biennial Review) 
HEADER 

• Added Accountable Lead 
POLICY  

• Policy evergreened with no changes. Updates will be made after 
Benefits Project kicks off. 

CO-59: Experimental or 
Investigational Services 

Policy Updates (Biennial Review) 
HEADER 

• Added Accountable Lead 
PROCEDURE 

• Corrected typos 
MONITORING 

• Removed “monthly frequency” from UMC 
• Updated responsible Depts 

 
CRA – 28: Policy and 
Compliance Committee 

Policy Updates (Biennial Review) 
• Accountable Lead added  
• Policy Analysts replaced with Reg. Affairs Analyst  

26



Policy & Compliance Committee 
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• Policy owner changed to Accountable Leads 
 

PR-25: Contact Information 
for Hospitals  

New Policy (R.0084) deliverable 

Policy (For Discussion) Summary of New Policy and Updates 
ADM-03 Vendor Contract 
Maintenance Policy 
 

Policy Updates 
• Accountable Lead added 
• Section 2, replaced vendor relations with Contract Management  
• Added section 3 Vendor Management on page 3  

CO-47: Clinical Trials  Policy Updates (Biennial Review) 
HEADER 

• Added Accountable Lead 
PROCEDURE 

• Updated – Medical group reference to “medical group / network” 
in preparation for SDN  

• Added service code review process per DHCS AIR request 
(approved by DHCS October 2022) 

MONITORING 
• Removed “monthly frequency” from UMC 
• Updated responsible Depts 

REFERENCES  
• Added APL 22-010 Cancer Biomarker Testing 

 
CO-61: Gender Affirmation 
Services (GAFS) 

Policy Updates 
POLICY STATEMENT 

• Updated terminology to align with WPATH 8  
PROCEDURE 

• Reorganized medical group language. Removed repetitive 
statements. Streamlined medical group referral consideration 
section 

• Added SDN   
• Updated terminology to align with WPATH 8  

MONITORING 
• Removed “monthly frequency” from UMC 
• Updated responsible Depts 

RELATED DOC’s 
• Updated criteria title (2 doc’s were merged into one) 

REFERENCES  
• Replaced WPATH 7 with WPATH 8  

 
CRA – 11: Developing New 
and Revising Existing SFHP 
PnPs 

Policy Updates (Biennial Review) 
• Process changed for requesting P&Ps 
• Deleted all areas that mention square 1 draft stages  
• Added designee after CEO throughout  
• Changed PA to Reg affairs analyst  
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Date: 11/08/2022 
To Quality Improvement Committee 
From  Jenna Colin, MSN, RN 

 Michelle Faust, RN, BSN 
 Leslie Mulhern, RN, CPHQ, CHCQM 
 Quality Review   

Regarding  Q4 2022 
 Potential Quality Issue Report 

Case Reviews 

Outcomes Count 
Opened for PQI investigation 21 
Formal PQI investigation (PQI letter) 16 
Cases requiring external physician review or peer review 2 
Confirmed Quality Issue 2 
PQI cases resulting in Corrective Action Plan (CAP) 0 
Confirmed Provider Preventable Condition (PPC) 0 
PQI cases closed within 60-day turnaround time 5 
PQI cases closed outside 60-day turnaround time 1 

*Data retrieved from Ramp 937 and 0390ES PQI Case Reports

Q3 2022 - Case types reviewed  Count 
Total cases reviewed for PQI 21 

Appeals 0 
Decline to File Grievances (Clinical) 0 
Grievances (Clinical) 9 
Internal referrals (not including grievances) 12 
External referrals 0 
Provider Preventable Condition (PPC) 0 
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Prepared by L Mulhern 12/2/2022 
 
 

PQI Final Determination 
PRACTIONER PERFORMANCE AND SYSTEM RANKING 

 
Severity 

Level 
(P= 

Provider 
Issue 

S= 
System 
Issue) 

Definition Action/Follow-up Final case status 
note in Essette 

P0/S0 Care appropriate. 

No action required. 
 
Resolution notification sent to provider 
as applicable.  
 

P0/S0 - No confirmed 
quality issue 

P1/S1 

Minor opportunity for 
improvement.  No actual 
adverse outcome to member. 
 

Notification to provider confirming 
quality issue. 
 
Notification may include Improvement 
Opportunity recommendation. 

P1/S1- Confirmed 
Minor Quality Issue 
(CQI)  

P2/S2 

Moderate improvement 
opportunity and/or care deemed 
inappropriate.   
 
Potential/actual minor or 
moderate adverse outcome to 
member. 
 

Notification to provider confirming 
quality issue. 
 
Medical Director/designee may 
request peer review, offer 
Improvement Opportunity 
recommendation, and/or corrective 
action.  
 
Peer review outcome documented in 
case notes. 

P2/S2–Confirmed 
Moderate Quality 
Issue (CQI)  

P3/S3 

Significant opportunity for 
improvement and/or care 
deemed inappropriate. 
 
Potential/actual significant 
adverse outcome to member. 

Notification to provider confirming 
quality issue. 
 
Medical Director/designee may 
request peer review, offer 
Improvement Opportunity 
recommendation, and/or corrective 
action. 
 
Peer review outcome documented in 
case notes. Referral to Physician 
Advisory Committee (PAC) for review 
and/or recommendations. 
 

P3/S3– Confirmed 
Significant Quality 
Issue (CQI) 

 
Analysis: No trends identified during Q3 2022 
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Prepared by L Mulhern 12/2/2022 
 
 

Confirmed Quality Issues 
 
Case #1 
 
Initial Complaint/Findings: 59 yo male w/history of R posterior petrous face meningioma who 
presented with sudden Sensorineural hearing loss (SNHL) in left ear. He ultimately received a 
cochlear implant to treat the hearing loss. He has filed a quality-of-care complaint alleging that a 
failure to provide timely treatment resulted in permanent hearing loss because oral steroids, 
which may have resolved the hearing loss, were not offered in a timely manner. He also alleges 
that when discussing treatment options with the OHNS surgeon, he specifically expressed that he 
would not want the implant if it interfered with the ability to monitor the status of his 
meningioma. He states he was never told that the implant would obscure almost half of his brain 
on MRI imaging and is concerned this will make it more difficult to determine when or if he 
should undergo surgery for the meningioma. 
Findings: Review by an independent otolaryngologist found that the standard of care was not 
met in providing otolaryngology evaluation as soon as logistically possible. The standard of care 
was also not met in terms of informing the member of the potential for a cochlear implant to 
interfere with brain imaging on MRI.  
 
Follow-up/Recommendations: Rated P3/S2. Referred to PAC for follow-up determination. 
 
Case #2 
Initial Complaint/Findings: 41 yo female with leptomeningeal cancer was referred to Palliative 
Care Clinic and had an appointment scheduled for 12/20/2021. This appointment was changed to 
1/13/2022 without informing the member due to clinic scheduling issues.  The member and her 
family were seeking guidance in making a decision regarding whether to pursue hospice care. 
Member expired on 12/28/2021 without receiving palliative care services. 
Findings: The family and the patient experienced significant concern and frustration with the 
process and ultimately did not receive care in a timely fashion, though it did not cause or hasten 
her death.  
Follow-up/Recommendations: Rating P3/S2. Recommend tracking average length of time 
from referral to first appointment for this palliative care provider. Referred to PAC for follow-up 
determination.  
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Date:  May 17, 2022 
 

To Quality Improvement Committee 

From Grace Cariño, MPH 
Program Manager, Grievances and Appeals  
 

Regarding Q1 2022 Grievance Report 
 

 

• SFHP received a total of 127 grievances in Q1 2022. Overall grievance volume 
increased by 5.8% from 120 total grievances in Q4 2021.   

• In Q1 2022, 12 out of 127 grievances were not closed within the required timeframe 
of 30 calendar days, as mandated by the Department of Managed Health Care 
(DMHC) and Department of Health Care Services (DHCS).  

• One hundred percent of acknowledgement letters were sent out within five calendar 
days, as mandated by the Department of Managed Health Care (DMHC) and 
Department of Health Care Services (DHCS).  

 
SFHP’s performance threshold for closing grievances within the required timeframe of 
30 days is 99%. In Q1 2022, the percentage of grievances resolved within 30 calendar 
days was 90%. SFHP was unable to close 12 cases within the 30-calendar day 
timeframe due to the following reasons:  
 

• SFHP needed to obtain additional information to adequately address the 
member’s concerns.  

• SFHP did not receive timely grievance investigation responses from providers. 

• Staff changes at SFHP.  
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Q2 2021 – Q1 2022 Grievances Resolved in 30 Days 
 

 
   

 

SFHP Grievance Rate  
 
SFHP’s grievance rate decreased in Q4 2020 and Q1 2021. The rate then increased in 
Q2 2021 and Q3 2021. In Q3 2021, the rate increased due to the high number of newly 
enrolled Medi-Cal members. The rate then began to decrease in Q4 2021 and Q1 2022.  
 

 
Q3 2020 – Q1 2022 SFHP Grievance Rate 

per 1,000 Member Months 
 
 

 

 
 
 
 
 
 
 

Performance 
Target 
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SFHP’s grievance rate continues to be lower than the DHCS grievance rate. Please see 
the graph below titled “DHCS Grievance Rates per 1,000 Member Months” for DHCS’ 
grievance rates. Please note DHCS data is one quarter behind.  

 
DHCS Grievance Rates per 1,000 Member Months 

 
 
 
 

  
 
 
 
 
 
 
 
 
 
 
*MO-ACA: Medi-Cal Only Affordable Care Act 
*MO-OTLIC: Medi-Cal Only Optional Targeted Low-Income Children 
*MO-SPD: Medi-Cal Only Seniors and Persons with Disabilities  
 

Grievances Filed by Seniors and Persons with Disabilities (SPD): 
SFHP monitors grievances filed by members who are part of the SPD population.   

• In Q1 2022, 48 grievances were filed by SPD members. The number of 
grievances filed by SPDs decreased by 25% compared to Q4 2021 when a 
total of 64 grievances were filed by SPD members. 

• Grievances involving quality of service and quality of care continue to be the 
most common grievance categories for SPD members. This is similar for 
grievances filed by non-SPD members. 
 

In comparison, SFHP’s SPD grievance rate remains lower than DHCS’ SPD grievance 
rate. Please see the graph above for DHCS’ SPD grievance rate.  
 

Q2 2021 – Q1 2022 SFHP SPD Grievance Rate 
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Grievance Rate by Medical Group: 
 

 
 

*Includes clinical and non-clinical grievances only. 

 
In Q1 2022, three of the medical group grievance rates increased whereas the 
remaining seven decreased compared to Q4 2021. SFHP will monitor BTP regarding 
the increase in grievances in Q4 2021 and Q1 2022.   
 
Source of the grievances: 
 
The graph below shows who was involved in the grievance e.g. member’s Primary Care 
Provider (PCP), clinic staff, or specialist. The source of most grievances received in Q1 
2022 were those involving services provided by the member’s PCP followed by SFHP 
and the member’s hospital.  
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Q2 2021 – Q1 2022 Grievance Source 
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Access to Care Grievances: 
 
From Q1 2020 to Q2 2020, the access grievance rate decreased and then increased in 
Q3 2020. The rate then decreased in Q4 2020 and Q1 2021, then increased in Q2 
2021. The rate then significantly increased in Q3 2021, then decreased in Q4 2021 and 
Q1 2022. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Access Grievances per 1,000 Member Months 
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Beacon: 
 
Beacon Health Options is SFHP's non-specialty mental health provider. Beacon is 
partially delegated to process grievances. Most grievances received in Q1 2022 
involved Access to Care followed by Attitude and Service and Quality of Care.  
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Kaiser: 
 
Kaiser is fully delegated to investigate and resolve grievances. Most grievances 
received in Q1 2022 were grievances involving Quality of Service and Benefits. This is 
consistent with previous quarters.  
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Date:  August 1, 2022 
 

To Quality Improvement Committee 

From Grace Cariño, MPH 
Interim Supervisor, Grievances and Appeals  
 

Regarding Q2 2022 Grievance Report 
 

 
• SFHP received a total of 120 grievances in Q2 2022. Overall grievance volume 

decreased by 5.5% from 127 total grievances in Q1 2022.  
• In Q2 2022, one out of 120 grievances were not closed within the required timeframe 

of 30 calendar days, as mandated by the Department of Managed Health Care 
(DMHC) and Department of Health Care Services (DHCS).  

• Ninety-eight percent of acknowledgement letters were sent out within five calendar 
days, as mandated by the Department of Managed Health Care (DMHC) and 
Department of Health Care Services (DHCS).  

 
SFHP’s performance threshold for closing grievances within the required timeframe of 
30 days is 99%. In Q2 2022, the percentage of grievances resolved within 30 calendar 
days was 99%. SFHP was unable to close one case within the 30-calendar day 
timeframe because SFHP did not receive a timely grievance investigation response 
from the provider. 
 

Q3 2021 – Q2 2022 Grievances Resolved in 30 Days 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Performance 
Target 
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SFHP Grievance Rate  
 
SFHP’s grievance rate decreased in Q1 2021 and then increased in Q2 2021 and Q3 
2021. In Q3 2021, the rate increased due to the high number of newly enrolled Medi-Cal 
members. The rate then began to decrease in Q1 2022 and Q2 2022.  
 

 
Q4 2020 – Q2 2022 SFHP Grievance Rate 

per 1,000 Member Months 

 
 

 
SFHP’s grievance rate continues to be lower than the DHCS grievance rate. Please see 
the graph below titled “DHCS Grievance Rates per 1,000 Member Months” for DHCS’ 
grievance rates. Please note DHCS data is one quarter behind.  

 
DHCS Grievance Rates per 1,000 Member Months 

 
 
 
 

  
 
 
 
 
 
 
 
*MO-ACA: Medi-Cal Only Affordable Care Act 
*MO-OTLIC: Medi-Cal Only Optional Targeted Low-Income Children 
*MO-SPD: Medi-Cal Only Seniors and Persons with Disabilities  
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Grievances Filed by Seniors and Persons with Disabilities (SPD): 
SFHP monitors grievances filed by members who are part of the SPD population.   

• In Q2 2022, 48 grievances were filed by SPD members. The number of 
grievances filed by SPDs stayed the same compared to Q1 2022 when a total 
of 48 grievances were filed by SPD members. 

• Grievances involving quality of service and quality of care continue to be the 
most common grievance categories for SPD members.  
 

In comparison, SFHP’s SPD grievance rate remains lower than DHCS’ SPD grievance 
rate. Please see the graph above for DHCS’ SPD grievance rate.  
 

Q3 2021 – Q2 2022 SFHP SPD Grievance Rate 

 
 

 
 
 
Grievance Rate by Medical Group: 
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In Q2 2022, five of the medical group grievance rates increased whereas the remaining 
five decreased compared to Q1 2022. Although BTP’s grievance rate increased in Q4 
2021 and Q1 2022, their grievance rate decreased to zero in Q2 2022.  
 
Source of the Grievances: 
 
The graph below shows who was involved in the grievance e.g. member’s Primary Care 
Provider (PCP), clinic staff, or specialist. The source of most grievances received in Q2 
2022 were those involving services provided by the member’s PCP followed by the 
member’s clinic and the member’s specialist.  
 
 

Q3 2021 – Q2 2022 Grievance Source 
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Access to Care Grievances: 
 
From Q2 2020 to Q3 2020, the access grievance rate increased and then decreased in 
Q4 2020 and Q1 2021. The rate then significantly increased in Q3 2021, then 
decreased in Q4 2021 and Q1 2022. The rate then increased again in Q2 2022.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Access Grievances per 1,000 Member Months 
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Beacon: 

Beacon Health Options is SFHP's non-specialty mental health provider. Beacon is 
partially delegated to process grievances. Most grievances received in Q2 2022 
involved Access to Care followed by Quality of Care and Attitude and Service.  

Kaiser: 

Kaiser is fully delegated to investigate and resolve grievances. Most grievances 
received in Q2 2022 were grievances involving Quality of Service and Benefits. This is 
consistent with previous quarters.  
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P.O. Box 194247 
San Francisco, CA 94119 
1(415) 547-7800 
1(415) 547-7821 FAX 
www.sfhp.org 

 

6279X    0515 

 
 
Date:  October 13, 2022 
 

To Quality Improvement Committee 

From Lena Liu 
Associate Program Manager, Grievances and Appeals  
 

Regarding Q3 2022 Grievance Report 
 

 
• SFHP received a total of 96 grievances in Q3 2022. Overall grievance volume 

decreased by 20% from 120 total grievances in Q2 2022.   
• There are 12 grievances that are still open from Q3 2022. All the grievances from Q3 

2022 that were resolved were closed within the required timeframe of 30 calendar 
days, as mandated by the Department of Managed Health Care (DMHC) and 
Department of Health Care Services (DHCS).  

• In Q3 2022, three acknowledgement letters were not sent out within five calendar 
days, as mandated by the Department of Managed Health Care (DMHC) and 
Department of Health Care Services (DHCS).  

 
SFHP’s performance threshold for closing grievances within the required timeframe of 
30 days is 99%. In Q3 2022, the percentage of grievances resolved within 30 calendar 
days is showing as 88% as there are grievances that are still open and under 
investigation.  
 
In Q3 2022, the percentage of acknowledgement letters sent out within five calendar 
days was 97%. SFHP did not send out three acknowledgement letters within five 
calendar days due the member’s request to open different grievances for his concerns 
instead of combining it into one grievance.  
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Q4 2021 – Q3 2022 Grievances Resolved in 30 Days 
 
  
   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
SFHP Grievance Rate  
 
SFHP’s grievance rate increased from Q1 2021 through Q3 2021. The rate then 
decreased from Q4 2021 through Q3 2022.  
 

 
Q1 2021 – Q3 2022 SFHP Grievance Rate 

per 1,000 Member Months 

 

Performance 
Target 
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SFHP’s grievance rate continues to be lower than the DHCS grievance rate. Please see 
the graph below titled “DHCS Grievance Rates per 1,000 Member Months” for DHCS’ 
grievance rates. Please note DHCS data is typically one quarter behind.  

 
DHCS Grievance Rates per 1,000 Member Months 

 
 
*MO-ACA: Medi-Cal Only Affordable Care Act 
*MO-OTLIC: Medi-Cal Only Optional Targeted Low-Income Children 
*MO-SPD: Medi-Cal Only Seniors and Persons with Disabilities  
 
Grievances Filed by Seniors and Persons with Disabilities (SPD): 
SFHP monitors grievances filed by members who are part of the SPD population.   

• In Q3 2022, 32 grievances were filed by SPD members. The number of 
grievances filed by SPDs decreased by 33% compared to Q2 2022 when a 
total of 48 grievances were filed by SPD members. 

• Grievances involving quality of service and quality of care continue to be the 
most common grievance categories for SPD members.  
 

In comparison, SFHP’s SPD grievance rate remains lower than DHCS’ SPD grievance 
rate. Please see the graph above for DHCS’ SPD grievance rate.  
 

Q4 2021 – Q3 2022 SFHP SPD Grievance Rate 
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Grievance Rate by Medical Group: 
 

 
 
*Includes clinical and non-clinical grievances only. 
 
In Q3 2022, three of the medical group grievance rates increased whereas the 
remaining seven decreased compared to Q2 2022. Although BTP’s and CHI’s grievance 
rates decreased to zero in Q2 2022, they both increased again in Q3 2022.  
 
Source of the grievances: 
 
The graph below shows who was involved in the grievance e.g. member’s Primary Care 
Provider (PCP), clinic staff, or specialist. The source of most grievances received in Q3 
2022 were those involving services provided by the member’s PCP followed by SFHP 
and the member’s hospital. 
 
 
 
 
 
 
 
 
 
 
 

UCS BTP CLN NMS NEM CHI KSR JAD HIL SFN
Q4 2021 2.20 4.86 0.54 0.52 0.77 0.17 0.46 1.51 1.11 0.86
Q1 2022 1.82 4.88 0.77 0.25 0.65 0.52 0.13 0.21 1.09 0.69
Q2 2022 2.09 0.00 1.00 0.23 0.30 0.00 0.55 0.80 1.98 0.55
Q3 2022 1.18 2.64 0.68 0.00 0.14 1.00 0.42 0.96 0.94 0.48

0.00

1.00

2.00

3.00

4.00

5.00

6.00

G
rie

va
nc

e 
Ra

te
 p

er
 1

,0
00

 m
em

be
r m

on
th

s

Q4 2021 - Q3 2022 Grievance Rate by Medical 
Group

Q4 2021

Q1 2022

Q2 2022

Q3 2022

47



 
 

Q4 2021 – Q3 2022 Grievance Source 
 

 
 
 

 
 
 
Access to Care Grievances: 
 
From Q3 2020 to Q1 2021, the access grievance rate decreased and then increased 
significantly in Q2 2021 and Q3 2021. The rate decreased in Q4 2021 and Q1 2022. 
The rate increased significantly again in Q2 2022 and then decreased again in Q3 2022. 
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Access Grievances per 1,000 Member Months 
 

 
 
Beacon: 
 
Beacon Health Options is SFHP's non-specialty mental health provider. Beacon is 
partially delegated to process grievances. Beacon’s data for Q3 2022 is not available 
yet. The data for Q3 2022 will be shared in the next quarter. Below is data from Q3 
2021 – Q2 2022. 
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Kaiser: 
 
Kaiser is fully delegated to investigate and resolve grievances. Kaiser’s data for Q3 
2022 is not available yet. The data for Q3 2022 will be shared in the next quarter. Below 
is the data from Q3 2021 – Q2 2022. 
 
 
  

 
 
 

Access to Care Attitude and
Service Quality of Care Billing/Finance

Q3 2021 7 6 1 0
Q4 2021 1 2 1 0
Q1 2022 8 3 3 0
Q2 2022 8 5 6 0
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P.O. Box 194247 
San Francisco, CA 94119 
1(415) 547-7800 
1(415) 547-7821 FAX 
www.sfhp.org 

 

 
 
Date:  June 1, 2022 

 
Q1-2022 Appeals Activity – Overview 
During Q1-2022, there were a total of 21 appeals filed (medical – 18/pharmacy – 3)i. In Q1-2022, there 
were a total of 5,256 authorizationii requests (medical – 5,136/pharmacy – 120) and a total of 59 denials 
(medical – 24/ pharmacy – 35). 
 
On a per 1,000 total authorization basis: 

• 4.0 total appeals per 1,000 total authorizations 

• 3.42 medical appeals per 1,000 total authorizations 

• 0.57 pharmacy appeals per 1,000 total authorizations 
 
Comparing appeal activity in Q1-2022 to Q4-2021: 

• 21 appeals in Q1-2022 vs. 38 appeals in Q4-2021 

• 4.0 appeals/1000 in Q1-2022 vs. 6.77 appeals/1000 in Q4-2021 
 
Of the 21 appeals in Q1-2022, 10 appeals were overturned (medical – 8/ pharmacy – 2), which is a 48% 
overturn rate. This compares to a 53% overturn rate in Q4-2021 (20 overturned out of 38 appeals). 
 
 
 
 
 

  
 

 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 

To 
Quality Improvement Committee 

From Grace Cariño, MPH 
Program Manager, Grievances and Appeals 

Regarding 
Q1 2022 UM Medical and Pharmacy Appeals Activity 
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Analysis 

 
Q1-2021 – Q1-2022 Medical Denial Rates 

Between Q1-2021 and Q1-2022, the medical denial rates ranged from 0.32% (Q1-2021) to 0.69% (Q4-
2021): 
 

 

  Medical 
Authorizations 

Medical Denials Medical Denial Rate 

Q1-2021 3,762 12 0.32% 

Q2-2021 3,801 13 0.34% 

Q3-2021 3,989 22 0.55% 

Q4-2021 3,759 26 0.69% 

Q1-2022 5,136 24 0.47% 

 
Q1-2021 – Q1-2022 Pharmacy Denial Rates 

Between Q1-2021 and Q1-2022, the denial rates ranged from 18.19% (Q3-2021) to 29.12% (Q1-2022): 
 
 

  
Pharmacy 

Authorizations 
Pharmacy Denials Pharmacy Denial Rate 

Q1-2021 1,798 498 27.70% 

Q2-2021 2,151 543 25.24% 

Q3-2021 1,979 360 18.19% 

Q4-2021 1,856 453 24.41% 

Q1-2022 120 35 29.12% 
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Q1-2021- Q1-2022 Collective Medical & Pharmacy Appeal Rates per 1000 Denials 
Between Q1-2021 and Q1-2022, the collective medical and pharmacy appeal rates per 1000 denials 
ranged from 37.8 (Q3-2021) to 57.4 (Q1-2022): 

 
 

  
Medical + Pharmacy 

Denials 
Medical + 

Pharmacy Appeals 
Medical + Pharmacy 

Appeals / 1000 Denials 

Q1-2021 510 20 39.2 

Q2-2021 556 22 39.6 

Q3-2021 556 21 37.8 

Q4-2021 453 26 57.4 

Q1-2022 59 21 35.6 

 
 

Q1-2022 Collective Medical & Pharmacy Appeal Adjudication Turn-Around-Time 
 

Seventy-six percent of the medical and pharmacy appeals were adjudicated within 30-days in Q1-2022 
compared to 79% in Q4 2021 and 100% in Q3 2021.  

• Grievance and Appeal staffing continued to be an issue in Q1 2022. In Q1 2022, SFHP continued 
to hold daily cross department huddles to address grievance and appeal cases and hired 
additional staff.  

• SFHP continues to monitor Grievance and Appeals TAT and adjust processes and staffing as 
needed. 

 
 

  Q1-2022 

  Total (Med + Pharm) Medical Pharmacy 

Number (#) of Appeals 21 18 3 

Percentage (%) of 
Appeals Adjudicated 
within 30-days 76% 72% 100% 

 
 

Q1-2022 Member and Provider Appeal Activity 
Of all appeals filed in Q1-2022, 62% were member initiated and 38% were provider initiated. 
 
Of all appeals filed in Q1-2022, four appeals were expedited. 

 
 

    Q1-2022 

    Total (Med + Pharm) Medical Pharmacy 

Member 
# of Initiated Appeals 13 13 0 

% of Total Appeals 62% 62% 0% 

Provider 
# of Initiated Appeals 8 5 3 

% of Total Appeals 38% 24% 14% 

Member 
# of Expedited Appeals 1 1 0 

% of Initiated Appeals 8% 8% 0% 

Provider 
# of Expedited Appeals 3 2 1 

% of Initiated Appeals 38% 25% 13% 
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Q1-2022 Basis for Overturned Appeals 
One hundred percent of overturned appeals in Q1 2022 were based on additional clinical information 
submitted. 
 

  Q1-2022 

  Total (Med + Pharm) Medical Pharmacy 

# of Overturned 
Appeals 

10 8 2 

% of Total Appeals 48% 38% 10% 

# of Appeals 
overturned due to 
additional clinical 
information offered 

10 8 2 

% of Appeals 
overturned due to 
additional clinical 
information offered 

100% 80% 20% 

# Appeals overturned 
due to decision based 
on the same 
submitted clinical 
information 

0 0 0 

% Appeals overturned 
due to decision based 
on the same 
submitted clinical 
information 

0% 0% 0% 

 
Actions 
 
The Utilization Management Committee’s (UMC) standing agenda item is to review and discuss upheld 
and overturned medical and pharmacy utilization management appeals. The discussion and decision 
highlights are reflected in the UMC minutes. 
 

 
i 0937ES Essette Grievance Report, Case Receipt Date 1/1/2022 - 3/31/2022 as of 6/1/22 12:19PM. 
ii Source for Medical data: Original_Q1-2022_AllAuthorizationsData. As of 5.2020, the following data classes are no longer counted 
in the authorization (auth) total: 

• D Class auths - created in error; 

• I Class auths - closed cases; 

• O Class auths: Authorization Not Required; Duplicate Authorization; Medi-Medi Members; Other Payer; QNXT Failure; 
Created in Error. 

• Additionally, any A Class auths (medical) and pharmacy auths associated with the following statuses were not counted: 
voids, retrospective, approved by PDRs, closed, pending, received, and early closed. 
 

Source for Pharmacy Data: E-mail from 6/1/22  
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Date:  August 4, 2022 

 
Q2-2022 Appeals Activity – Overview 
During Q2-2022, there were a total of 16 appeals filed (medical – 13/pharmacy – 3)i. In Q2-2022, there 
were a total of 4,730 authorizationii requests (medical – 4,595/pharmacy – 135) and a total of 99 denials 
(medical – 68/pharmacy – 31). 
 
On a per 1,000 total authorization basis: 

• 3.38 total appeals per 1,000 total authorizations 
• 2.75 medical appeals per 1,000 total authorizations 
• 0.63 pharmacy appeals per 1,000 total authorizations 

 
Comparing appeal activity in Q2-2022 to Q1-2022: 

• 16 appeals in Q2-2022 vs. 21 appeals in Q1-2022 
• 3.38 appeals/1000 in Q2-2022 vs. 4.0 appeals/1000 in Q1-2022 

 
Of the 16 appeals in Q2-2022, 9 appeals were overturned (medical – 6/pharmacy – 3), which is a 56% 
overturn rate. This compares to a 48% overturn rate in Q1-2022 (10 overturned out of 21 appeals).  
Please note one medical appeal is still open during the creation of this report. 
 
 
 
 
 

  
 

 
 
 

 
 
 
 
 
 
 
 
 
 
 
 

To Quality Improvement Committee 

From Grace Cariño, MPH 
Interim Supervisor, Grievances and Appeals 

Regarding Q2 2022 UM Medical and Pharmacy Appeals Activity 
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Analysis 

 
Q2-2021 – Q2-2022 Medical Denial Rates 

Between Q2-2021 and Q2-2022, the medical denial rates ranged from 0.34% (Q2-2021) to 1.48% (Q2-
2022): 
 

 
  Medical 

Authorizations 
Medical Denials Medical Denial Rate 

Q2-2021 3,801 13 0.34% 
Q3-2021 3,989 22 0.55% 
Q4-2021 3,759 26 0.69% 
Q1-2022 5,136 24 0.47% 
Q2-2022 4,595 68 1.48% 
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Q2-2021 – Q2-2022 Pharmacy Denial Rates 
Between Q2-2021 and Q2-2022, the denial rates ranged from 18.19% (Q3-2021) to 29.12% (Q1-2022): 

 
 

  
Pharmacy 

Authorizations Pharmacy Denials Pharmacy Denial Rate 

Q2-2021 2,151 543 25.24% 
Q3-2021 1,979 360 18.19% 
Q4-2021 1,856 453 24.41% 
Q1-2022 120 35 29.12% 
Q2-2022 135 31 22.96% 

 
 

Q2-2021- Q2-2022 Collective Medical & Pharmacy Appeal Rates per 1000 Denials 
Between Q2-2021 and Q2-2022, the collective medical and pharmacy appeal rates per 1000 denials 
ranged from 16.16 (Q2-2022) to 57.4 (Q4-2021): 

 
 

  
Medical + Pharmacy 

Denials 
Medical + 

Pharmacy Appeals 
Medical + Pharmacy 

Appeals / 1000 Denials 
Q2-2021 556 22 39.6 
Q3-2021 556 21 37.8 
Q4-2021 453 26 57.4 
Q1-2022 59 21 35.6 
Q2-2022 99 16 16.16 

 
 

Q2-2022 Collective Medical & Pharmacy Appeal Adjudication Turn-Around-Time 
Ninety-four percent of the medical and pharmacy appeals were adjudicated within 30-days in Q2-2022 
compared to 76% in Q1-2022 and 79% in Q4-2021.   

 
  Q2-2022 
  Total (Med + Pharm) Medical Pharmacy 
Number (#) of Appeals 16 13 3 
Percentage (%) of 
Appeals Adjudicated 
within 30-days 94% 92% 100% 
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Q2-2022 Member and Provider Appeal Activity 
Of all appeals filed in Q2-2022, 56% were member initiated and 44% were provider initiated. 
 
Of all appeals filed in Q2-2022, one appeal was expedited. 

 
 

    Q2-2022 
    Total (Med + Pharm) Medical Pharmacy 

Member # of Initiated Appeals 9 9 0 
% of Total Appeals 56% 56% 0% 

Provider # of Initiated Appeals 7 4 3 
% of Total Appeals 44% 25% 19% 

Member # of Expedited Appeals 0 0 0 
% of Initiated Appeals 0% 0% 0% 

Provider # of Expedited Appeals 1 0 1 
% of Initiated Appeals 6% 0% 6% 

 
 

Q2-2022 Basis for Overturned Appeals 
One hundred percent of overturned appeals in Q2-2022 were based on additional clinical information 
submitted. 
 

  Q2-2022 
  Total (Med + Pharm) Medical Pharmacy 

# of Overturned 
Appeals 9 6 3 

% of Total Appeals 56% 38% 19% 
# of Appeals 
overturned due to 
additional clinical 
information offered 

9 6 3 

% of Appeals 
overturned due to 
additional clinical 
information offered 

100% 67% 33% 

# Appeals overturned 
due to decision based 
on the same 
submitted clinical 
information 

0 0 0 

% Appeals overturned 
due to decision based 
on the same 
submitted clinical 
information 

0% 0% 0% 

 
Actions 
 
The Utilization Management Committee’s (UMC) standing agenda item is to review and discuss upheld 
and overturned medical and pharmacy utilization management appeals. The discussion and decision 
highlights are reflected in the UMC minutes. 
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i 0937ES Essette Grievance Report, Case Receipt Date 4/1/2022 - 6/30/2022 as of 8/2/22 11:34AM. 
ii Source for Medical data: Original_Q2-2022_AllAuthorizationsData. As of 5.2020, the following data classes are no longer counted 
in the authorization (auth) total: 

• D Class auths - created in error; 
• I Class auths - closed cases; 
• O Class auths: Authorization Not Required; Duplicate Authorization; Medi-Medi Members; Other Payer; QNXT Failure; 

Created in Error. 
• Additionally, any A Class auths (medical) and pharmacy auths associated with the following statuses were not counted: 

voids, retrospective, approved by PDRs, closed, pending, received, and early closed. 
 

Source for Pharmacy Data: E-mail from 8/2/22  
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Date:  October 11, 2022 

 
Q3-2022 Appeals Activity – Overview 
During Q3-2022, there were a total of 9 appeals filed (medical – 7/pharmacy – 2)i. In Q3-2022, there were 
a total of 5,529 authorizationii requests (medical – 5,383/pharmacy – 146) and a total of 69 denials 
(medical – 19/pharmacy – 50). 
 
On a per 1,000 total authorization basis: 

• 1.63 total appeals per 1,000 total authorizations 

• 1.27 medical appeals per 1,000 total authorizations 

• 0.36 pharmacy appeals per 1,000 total authorizations 
 
Comparing appeal activity in Q3-2022 to Q2-2022: 

• 9 appeals in Q3-2022 vs. 16 appeals in Q2-2022 

• 1.63 appeals/1000 in Q3-2022 vs. 3.38 appeals/1000 in Q2-2022 
 
Of the 9 appeals in Q3-2022, 4 appeals were overturned (medical – 3/pharmacy – 1), which is a 44% 
overturn rate. This compares to a 56% overturn rate in Q1-2022 (9 overturned out of 16 appeals).  Please 
note one pharmacy appeal is still open during the creation of this report. 
 
 
 
 
 

  
 

 
 
 

 
 
 
 
 
 
 
 
 
 
 
 

To 
Quality Improvement Committee 

From Grace Cariño, MPH 
Supervisor, Grievances and Appeals 

Regarding 
Q3 2022 UM Medical and Pharmacy Appeals Activity 
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Analysis 

 
Q3-2021 – Q3-2022 Medical Denial Rates 

Between Q3-2021 and Q3-2022, the medical denial rates ranged from 0.35% (Q3-2022) to 1.48% (Q2-
2022): 
 

 

  Medical 
Authorizations 

Medical Denials Medical Denial Rate 

Q3-2021 3,989 22 0.55% 

Q4-2021 3,759 26 0.69% 

Q1-2022 5,136 24 0.47% 

Q2-2022 4,595 68 1.48% 

Q3-2022 5,383 19 0.35% 
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Q3-2021 – Q3-2022 Pharmacy Denial Rates 
Between Q3-2021 and Q3-2022, the denial rates ranged from 18.19% (Q3-2021) to 34.24% (Q3-2022): 

 
 

  
Pharmacy 

Authorizations 
Pharmacy Denials Pharmacy Denial Rate 

Q3-2021 1,979 360 18.19% 

Q4-2021 1,856 453 24.41% 

Q1-2022 120 35 29.12% 

Q2-2022 135 31 22.96% 

Q3-2022 146 50 34.24% 

 
 

Q3-2021- Q3-2022 Collective Medical & Pharmacy Appeal Rates per 1000 Denials 
Between Q3-2021 and Q3-2022, the collective medical and pharmacy appeal rates per 1000 denials 
ranged from 16.16 (Q2-2022) to 57.4 (Q4-2021): 

 
 

  
Medical + Pharmacy 

Denials 
Medical + 

Pharmacy Appeals 
Medical + Pharmacy 

Appeals / 1000 Denials 

Q3-2021 556 21 37.8 

Q4-2021 453 26 57.4 

Q1-2022 59 21 35.6 

Q2-2022 99 16 16.16 

Q3-2022 69 9 13.04 

 
 

Q3-2022 Collective Medical & Pharmacy Appeal Adjudication Turn-Around-Time 
One hundred percent of the medical and pharmacy appeals were adjudicated within 30-days in Q3-2022 
compared to 94% in Q2-2022. Please note one pharmacy appeal was still open during the creation of this 
report. 

 

  Q2-2022 

  Total (Med + Pharm) Medical Pharmacy 

Number (#) of Appeals 8 7 1 

Percentage (%) of 
Appeals Adjudicated 
within 30-days 100% 100% 100% 
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Q3-2022 Member and Provider Appeal Activity 
Of all appeals filed in Q3-2022, 78% were member initiated and 22% were provider initiated. 
 
Of all appeals filed in Q3-2022, one appeal was expedited. 

 
 

    Q3-2022 

    Total (Med + Pharm) Medical Pharmacy 

Member 
# of Initiated Appeals 7 7 0 

% of Total Appeals 78% 78% 0% 

Provider 
# of Initiated Appeals 2 0 2 

% of Total Appeals 22% 0% 22% 

Member 
# of Expedited Appeals 1 1 0 

% of Initiated Appeals 14% 14% 0% 

Provider 
# of Expedited Appeals 0 0 0 

% of Initiated Appeals 0% 0% 0% 

 
 

Q3-2022 Basis for Overturned Appeals 
One hundred percent of overturned appeals in Q3-2022 were based on additional clinical information 
submitted. 
 

  Q3-2022 

  Total (Med + Pharm) Medical Pharmacy 

# of Overturned 
Appeals 

4 3 1 

% of Total Appeals 44% 33% 11% 

# of Appeals 
overturned due to 
additional clinical 
information offered 

4 3 1 

% of Appeals 
overturned due to 
additional clinical 
information offered 

100% 75% 25% 

# Appeals overturned 
due to decision based 
on the same 
submitted clinical 
information 

0 0 0 

% Appeals overturned 
due to decision based 
on the same 
submitted clinical 
information 

0% 0% 0% 
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Actions 
 
The Utilization Management Committee’s (UMC) standing agenda item is to review and discuss upheld 
and overturned medical and pharmacy utilization management appeals. The discussion and decision 
highlights are reflected in the UMC minutes. 
 

 
i 0937ES Essette Grievance Report, Case Receipt Date 7/1/2022 - 9/30/2022 as of 10/11/22 10:41AM. 
ii Source for Medical data: Original_Q3-2022_AllAuthorizationsData. As of 5.2020, the following data classes are no longer counted 
in the authorization (auth) total: 

• D Class auths - created in error; 

• I Class auths - closed cases; 

• O Class auths: Authorization Not Required; Duplicate Authorization; Medi-Medi Members; Other Payer; QNXT Failure; 
Created in Error. 

• Additionally, any A Class auths (medical) and pharmacy auths associated with the following statuses were not counted: 
voids, retrospective, approved by PDRs, closed, pending, received, and early closed. 
 

Source for Pharmacy Data: E-mail from 10/10/22  
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1. Introduction 

The goal of the San Francisco Health Plan (SFHP) Quality Improvement (QI) Program is to ensure high 

quality care and services for its members by proactively seeking opportunities to improve the 

performance of its internal operations and health care delivery system.  

SFHP’s QI Program is detailed in the SFHP QI Program Description. The QI Program Description contains 

an annual Work Plan, outlined in Appendix A, representing the current year improvement activities and 

measure targets. The QI Work Plan is evaluated twice a year as well as consolidated annually. The QI 

Evaluation provides a detailed review of progress towards the measures and goals set forth in the QI 

Work Plan. In this evaluation, the results are presented for seven activity domains:  

 Quality of Service & Access to Care 

 Keeping Members Healthy 

 Patient Safety or Outcomes Across Settings 

 Managing Members with Emerging Risk 

 Managing Multiple Chronic Illnesses 

 Utilization of Services 

 Quality Oversight 

1.1 Executive Summary 

Oversight 

Under the leadership of SFHP’s Governing Board, the Quality Improvement Committee (QIC) oversees 

the development and implementation of the QI Program and annual QI Work Plan. The QIC and the QI 

Program is supported by multiple committees including Utilization Management, Physician 

Advisory/Peer Review/Credentialing, Pharmacy and Therapeutics. The QI Program is also supported by 

multiple other committees including Access Compliance, Grievance Program Leadership, Grievance 

Review, Policy and Compliance, Practice Improvement Program and Provider Network Oversight. SFHP’s 

Quality Committees, under the leadership of the Interim Chief Medical Officer, ensure ongoing and 

systematic involvement of SFHP’s staff, members, medical groups, practitioners, and other key 

stakeholders where appropriate. 

Participation in the QI Program: Leadership, Practitioners, and Staff 

Senior leadership, including the Interim Chief Medical Officer (CMO) and Vice President of Health 

Services Programs, provided key leadership for the QI program. SFHP’s Chief Executive Officer (CEO) 

participates in the QI program by championing SFHP’s NCQA accreditation journey as well as an 

organization‐wide effort to improve member care and quality of service, namely by establishing 

organizational strategic priorities and ensuring resources to support key initiatives. In addition, the CEO 

ensures that Governing Board members received regular reports and involvement on components of the 

QI program.  
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The Interim CMO provides ongoing support for all quality improvement studies and activities and was 

responsible for leading the Quality Improvement Committee; Physician Advisory/Peer 

Review/Credentialing Committee; Pharmacy and Therapeutics Committee; and Grievance Program 

Leadership. The Interim CMO leads key clinical improvement efforts, particularly prioritizing and 

recommending interventions for clinical quality performance measures as represented in the QI Work 

Plan. 

Beyond SFHP senior leadership, SFHP achieved stakeholder participation in the QI program through 

provider and member involvement in several key committees. Stakeholders participate in the Quality 

Improvement Committee and the Practice Improvement Program (PIP) Advisory Committee that advises 

on the pay‐for‐performance program (PIP). Overall, leadership and practitioner participation in the QI 

program in 2022 was sufficient to support the execution of the QI Plan. In 2023, SFHP seeks to engage 

more provider network leadership to collaborate on quality activities and align QI priorities. 

The staff accountable for implementing the annual QI Work Plan work cross‐functionally to oversee and 

carry out quality improvement activities at SFHP. Staff monitor quality indicators and programs and 

implement and evaluate SFHP’s QI work plan. In 2022, SFHP experienced challenges in staffing shortages 

which impacted the completion of quality activities and the data monitoring for several measures. In 

2023, SFHP seeks to improve staff collaboration to maintain and improve quality measures and 

activities. For a detailed summary of all staff supporting the QI Program, please refer to the Quality 

Improvement Program Description. 

1.2 Highlights from the 2022 QI Program Measures 

SFHP had positive outcomes during the 2022 QI Program period. Of the 21 measures included in the 

2022 QI Evaluation, six met the target. SFHP utilizes lessons learned from 2022 QI Evaluation to inform 

the 2023 QI Program and Work Plan and to drive continuous improvement in operations and outcomes. 

In summary, SFHP identified the following areas from the QI Work Plan as either demonstrating 

effectiveness or as opportunities for improvement. 

Quality of Service and Access to Care:  

SFHP met one of three measure targets in this domain.  

Notable improvement: 

 Cultural & Linguistic Services: Provider Data – Collected data from contracted providers on non‐

English spoken languages in order to meet the needs of SFHP members who seek language 

concordance with their provider. Out of 6,397 SFHP contracted providers, 1,529, or 23.9%, 

reported speaking a language other than English. 

Recommendation for continued improvement: 

 HP‐CAHPS – SFHP will prioritize improvement in HP‐CAHPS through cross‐functional 

workgroups, member and provider intervention, and supplemental surveys to identify key 

improvement areas. 
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Keeping Members Healthy: 

SFHP did not meet either of the two measure targets in this domain.  

Notable activity: 

 SFHP continued partnership with the community‐based organization Rafiki Coalition to offer 

member navigation services for Black/African American members due for a breast cancer 

screening. While this measure launched before 2022, staff launched navigation services for 

members in 2022 and provided navigation for 77 members. 

Recommendation for continued improvement: 

 Building off of the success of breast cancer screening navigation, expand collaboration with 

community‐based organizations and providers and clinics that are engaged with members. 

Patient Safety or Outcomes Across Settings: 

SFHP met three of the five measure targets in this domain.  

Notable improvement: 

 Exceeded target of 7.0% for reducing the percent of members prescribed both opioids and 

benzodiazepine with a final result of 4.5%. 

Recommendation for continued improvement: 

 Expand members eligible for Medication Therapy Management beyond Care Management to 

members not engaged in care management who have complex medication needs. And shift 

focus of the MTM program from members who have completed an MTM assessment to those 

who have completed an assessment and received a prescription fill and a provider visit after the 

MTM intervention. This shift in evaluation will provide more clarity on the success of the 

intervention.  

Managing Members with Emerging Risk: 

SFHP met three out of six measure targets in this domain.  

Notable improvement: 

 Members who participated in the Diabetes Prevention Program showed success in losing weight 

and being satisfied with the program upon completion. 

Recommendation for continued improvement: 

 Members with diabetes and prediabetes engaged in SFHP’s collaboration with Project Open 

Hand to receive medically tailored meals or groceries demonstrated satisfaction and found the 

program helpful. SFHP will expand the eligible population for this program beyond members 

with diabetes or pre‐diabetes to include members with chronic kidney disease, end stage renal 

disease, long Covid, acute hospital discharge requiring nutritional support, and members with 

other complex chronic conditions needing nutritional support. 
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Managing Multiple Chronic Illnesses: 

SFHP met none of the three measure targets in this domain. 

Notable activity: 

 SFHP Care Management staff received extensive training in the past year to aid in their care 

coordination skills, including training in Chronic Kidney Disease, cholesterol, transgender and 

gender affirming care, medication coverage for Medicare beneficiaries, COVID‐19 vaccination 

and treatment, conservatorship, Enhanced Care Management Provider Core Tenets, palliative 

and hospice care, supporting clients during end of life, intensive case management, domestic 

violence 101, Cognitive Behavioral Therapy, safety precaution and client de‐escalation. 

Recommendation for continued improvement: 

 Provide more thorough life skills, health education and training to members as it pertains to 

their health maintenance. 

Utilization of Services: 

SFHP met neither of the two measure targets in this domain. 

Recommendation for continued improvement: 

 Collaborate with SFHP non‐specialty mental health benefit partner Beacon Health Options on 

member and provider outreach and education. 

2. Quality of Service & Access to Care 
Quality of Service and Access to Care are measures that improve service to members.  They may include 

service metrics (wait times), accessibility (ease of access), or member perception of care (Consumer 

Assessment of Healthcare Providers and Systems). 

2.1 Routine Appointment Availability in Specialty Care 

Measure: Routine Appointment Availability in Specialty Care 

Numerator  755  Baseline  80.9%  Final Performance   57.9% 

Denominator  1,304  Target  82.9%  Evaluation Year   2022 

The Routine Appointment Availability in Specialty Care measure is in the Quality of Service & Access to 

Care domain.  Increasing timely appointment availability improves access to care for members.  This 

measure demonstrates SFHP’s continued emphasis on connecting members to preventive care and 

chronic disease management in order to better manage their health. Increasing appointment availability 

may also support other QI program measures such as HEDIS and CAHPS, as members with timely 

specialty care visits are more likely to receive recommended care and members with a physician visit 

tend to score SFHP higher in CAHPS. 

Routine Appointment Availability in Specialty Care is the total number of providers with appointments 

offered within 15 business days out of the total number providers surveyed in the Provider Appointment 
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Availability Survey, set by the Department of Managed Health Care. SFHP set a target of 82.9% based on 

2.0% absolute improvement from baseline.  

Data is based on returned surveys of the Provider Appointment Availability Survey created by DMHC.  

Performance decreased by 23.0% from the previous measurement year, thus not meeting the target. 

The following chart demonstrates the three year trend in routine specialty appointment availability. The 

table below that shows the appointment availability broken down by specialty type. 

Specialty Appointment Availability 2019 – 2021  

 

Specialty Appointment Availability Survey Denominator & Results by Provider Type 

  2020 
Denominator 

2020 Routine 
Appointment 
Availability 

2021 
Denominator 

2021 Routine 
Appointment 
Availability 

Cardiology  120  86.7%  111  73.0% 

Dermatology  50  60.0%  67  25.4% 

Endocrinology  45  77.8%  68  57.4% 

Gastroenterology  53  92.4%  78  62.8% 

General Surgery  51  76.4%  82  68.3% 

Gynecology & 
Obstetrics 

162  71.6%  175  70.3% 

Hematology  25  96.0%  39  38.5% 

HIV/Infectious 
Diseases 

21  90.4%  17  29.4% 

Nephrology  56  75.0%  33  69.7% 

Neurology  70  74.2%  92  51.1% 

Oncology  77  88.3%  47  66.0% 

Ophthalmology  72  81.9%  114  50.9% 

58.5%

80.9%

57.9%

0.0%

10.0%

20.0%

30.0%

40.0%

50.0%

60.0%

70.0%

80.0%

90.0%

2019 2020 2021

71



Page 8 of 32 
 

  2020 
Denominator 

2020 Routine 
Appointment 
Availability 

2021 
Denominator 

2021 Routine 
Appointment 
Availability 

Orthopedics  72  88.9%  94  57.4% 

Otolaryngology  31  93.5%  35  45.7% 

Physical Medicine & 
Rehabilitation 

8  100.0%  14  50.0% 

Pulmonology  18  83.3%  24  41.7% 

Total  931  80.9%  1,304  57.9% 

 

SFHP faced a number of barriers providing timely access to care.  Some barriers are more prevalent in 

safety net settings while others are specific to smaller practices with fewer resources to leverage.   

Barriers include:  

 Supply of providers – some provider groups’ supply of appointments with providers is fixed due 

to resident and attending schedules or the number of part time providers working in a specific 

system or clinic.  

 Variation in use of emerging appointment reminders, self‐scheduling technology, and 

alternative visits – provider groups demonstrate uneven uptake or implementation of 

technologies such as telemedicine, electronic appointment reminders, and member self‐

scheduling. Provider groups also show uneven uptake of alternative visits such as nurse visits or 

group visits. Electronic tools are less optimized for low literacy or non‐English speaking member 

and may require customizations or additional investments to fully leverage.   

 Team based care – some clinics and health systems effectively utilize care team members to 

ensure good access while other settings may not be able to employ or as effectively utilize other 

licensed providers (e.g. health educator, pharmacist, behavioral health clinician).  

 Electronic consult for specialty care – with the right technology in place, many consults can be 

managed without the need for a face‐to‐face visit. Different specialty care arrangements and 

coordination efforts as well as very recent changes in reimbursement options impact access to 

and timeliness of specialty care.   

 Private behavioral health practitioners – SFHP’s behavioral health network include both public 

and private providers. While private providers are contracted, they may not have availability to 

accept new clients.  Depending on their caseload they may close their practice or limit the 

number of new clients they accept based on their ability to provide timely initial and ongoing 

appointments.    

 High‐impact and high‐volume providers – oncology, obstetrics & gynecology. Overall compliance 

rates for all SFHP’s high volume obstetrics & gynecology providers decreased for routine 

appoints from 71.6% in 2020 to 70.3% in 2021. SFHP’s high impact oncology providers 

decreased in appointment availability more significantly from 88.3% in 2020 to 66.0% in 2021.  A 

potential barrier for oncology appointment availability is in the low response rate from 2020 to 

2021.   
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 Social determinants of health – transportation, housing and employment related barriers can 

impact members’ ability to make and keep appointments. Missed appointments that go unused 

can contribute poorer access.   

To improve performance, SFHP completed the activities listed below.  

 Communicated timeline, elements, and requirements of survey to network providers and 

provider network leadership. 

 Issued requests for Corrective Action Plans of provider groups performing under 80% 

compliance with appointment access and under 50% survey response rate. 

 Groups who received a request for a Corrective Action Plan from SFHP's access monitoring 

surveys implemented activities to improve access to care. SFHP provided technical assistance to 

providers for their access Corrective Action Plans. 

SFHP did not complete the planned activity: train network providers on proving successful telehealth 

visits. The main barrier to completing this activity was due to SFHP staff capacity; SFHP did not have the 

necessary resources to conduct this activity. 

For the next evaluation period SFHP will retain this measure. The target for this revised measure will be 

set at 59.9% or 2.0% absolute improvement over 2021 performance.  Activities will include:  

 Request Corrective Action Plans of provider groups performing below 80% compliance rate and 

below 50% response rate. 

 Provide technical assistance with Corrective Action Plans. 

2.2 Cultural & Linguistic Services – Provider Data  

The Cultural & Linguistic Services – Provider Data measure is in the Quality of Service & Access to Care 

domain.  The goal of this measure is to ensure the organization’s use provider data to determine the 

race/ethnicity of providers and languages spoken by 10.0% of individual providers in network.  SFHP 

chose the target of 10.0% to help establish a baseline as this initiative has not been done before.  

Data is based on provider information collected during the credentialling process.  SFHP exceeded the 

10.0% target for provider non‐English languages with a final rate of 23.9%. SFHP did not meet the10.0% 

target for collecting provider race/ethnicity data with a final rate of 2.5%. The barrier to meeting the 

race/ethnicity data target is due to this information not being routinely collected through the 

credentialling process. SFHP collected 158 providers’ race/ethnicity information via the providers’ 

voluntary reporting. 

 

Measure: Cultural & Linguistic Services: Provider Data 

Numerator Non‐
English Language 

1,529  Baseline  N/A  Final Performance 
Non‐English Language 

23.9% 

Numerator Race or 
Ethnicity 

158  Final Performance 
Race or Ethnicity 

2.5% 

Denominator  6,397  Target  10.0%  Evaluation Year  2022 
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SFHP completed the activities listed below: 

 Collected information about providers’ race/ethnicity identity and languages in which a provider 

is fluent when communicating about medical care via the credentialing process.  

 Explored ways to collect practitioner race/ethnicity and practitioner language data. 

 Published individual practitioner languages in the provider directory. 

 Provided practitioner race/ethnicity on request and/or explored publishing practitioner 

race/ethnicity in the provider directory. Provider race/ethnicity not yet viewable to members in 

the provider directory but is being planned as an activity for the 2023 update to this measure. 

To address the racial, ethnic, and linguistic needs and preferences of our members, SFHP will revise this 

measure and create two separate measures – one related to recording the race/ethnicity of individual 

practitioners with a target of 5.0% and one related to the languages spoken by providers with a target of 

25.0%.  

Activities for collecting language data include: 

 Explore ways to collect information about languages in which a practitioner is fluent when 

communicating about medical care. 

 Collect information about language services available through the practice. 

 Publish individual practitioner languages in the provider directory. 

 Publish language services available through the practice in the provider directory. 

Activities for collecting race/ethnicity data include: 

 Explore ways to collect practitioner race/ethnicity data. 

 Provide practitioner race/ethnicity on request and/or explore publishing practitioner 

race/ethnicity in the provider directory. 

2.3 HP‐CAHPS – Rating of Health Plan  

Measure:  HP‐CAHPS – Rating of Health Plan 

Numerator  151  Baseline  59.30%  Final Performance   58.53% 

Denominator  258  Target  61.30%  Evaluation Year   2022 

Rating of Health Plan is a question within the Health Plan Consumer Assessment of Healthcare Providers 

and Systems (HP‐CAHPS) survey, which assesses member experience of care and is in the Quality of 

Service and Access to Care domain.  HP‐CAHPS performance is important to SFHP because HP‐CAHPS is 

the primary means by which members provide feedback about their satisfaction with SFHP and their 

overall health care. SFHP strives for high member satisfaction, in addition to high quality and 

affordability.    

HP‐CAHPS – Rating of Health Plan is the total number of members included in the HP‐CAHPS sample 

who respond to the question, “Using any number from 0 to 10, where 0 is the worst health plan possible 

and 10 is the best health plan possible, what number would you use to rate your health plan?” The 

performance for this measure reflects members responding with a nine or 10 rating. SFHP set a target of 

61.3% based on 2.0% absolute improvement from baseline. Performance decreased by 0.77% from the 
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previous measurement year, thus not meeting the target. The following chart demonstrates the three 

year trend in HP‐CAHPS – Rating of Health Plan with comparison Medicaid percentile benchmarks.  

HP‐CAHPS Rating of Health Plan 2020 – 2022  

 

Three out of the four planned activities to support this measure were completed, including:    

 Implemented and communicated member experience YouTube videos.  

 Identified access‐related issues via the Access Compliance Committee and developed plans to 

address found issues. 

 Conducted a mini‐CAHPS survey at a time period off‐cycle from the annual HP‐CAHPS survey. 

SFHP did not complete the planned activity: promote SFHP’s telehealth services to increase access to 

care. The use of telehealth modalities across SFHP’s network have increased since the onset of the 

COVID‐19 pandemic. However, in 2022, SFHP did not have the resources to devote additional 

promotions of SFHP’s telehealth service Teladoc. 

The main barriers to improve HP‐CAHPS – Rating of Health Plan were low response rate compared to 

previous years, the COVID‐19 pandemic, and organizational capacity. Before the COVID‐19 pandemic, 

SFHP received a high response rate to the HP‐CAHPS survey, with a rate of 31.8% response in 2019, the 

last survey fielded before the COVID‐19 pandemic. A higher response rate coincided with a greater 

proportion of members of various demographics that more closely matched SFHP’s membership 

including younger members who tend to rate the health plan higher. In recent years SFHP’s HP‐CAHPS 

response rate has declined, to the rate of 21.1% in 2022. In addition to impacting response rate, the 

COVID‐19 pandemic impacted members’ experience and perception of care. Throughout 2021 and 

through early 2022 when this survey was fielded, restrictions and limitations on accessing health care 

put in place due to prioritizing COVID‐19 were lifting, resulting in members attempting to re‐engage in 

care. As a result of this re‐engagement, members experienced lower access to care, in particular access 

to specialty care. Finally, SFHP experienced organizational changes and staff shortages throughout 2021 

and 2022 which limited the amount of organizational effort devoted to HP‐CAHPS improvement. 
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Addressing these barriers of response rate, effects of the COVID‐19 pandemic, and organizational 

capacity will be crucial in order to have an impact in future years of HP‐CAHPS improvement.  

For 2022, SFHP will retire this measure and create three new measures to focus on improvement in the 

HP‐CAHPS composite Getting Needed Care and the questions Rating of Personal Doctor and Rating of 

Specialist. Activities to improve these measures will include:  

 Increase response rate to survey overall, but particularly for Black members and Spanish 

speaking members through member mailer. 

 Promote translation services and a process for Spanish‐speaking members to connect with 

physicians and clinical leaders that speak Spanish. 

 Implement member focus groups and a supplemental member experience survey to identify 

specific actions to drive improvement. 

 Promote SFHP’s telehealth services to increase access to care. 

 Develop marketing, education and communication approaches to increase members 

understanding of what additional care options are available. 

 Identify provider network member experience champions and launch a CAHPS provider 

workgroup to develop shared goals, outline strategies and shared lessons learned on ways to 

improve SFHP member experience. 

3. Keeping Members Healthy 
These are measures that improve clinical outcomes involving preventative care. 

3.1 COVID‐19 Vaccination 

Measure: COVID‐19 Vaccination 

Numerator  140,089  Baseline  N/A  Final Performance   77.9% 

Denominator  179,892  Target  83.0%  Evaluation Year   2022 

The COVID‐19 Vaccination measure is in the Keeping Members Healthy domain.  This rate is calculated 

based on the total number of SFHP Medi‐Cal and Healthy Worker members eligible for COVID‐19 

vaccination and have had at least one dose of the vaccine.  COVID‐19 vaccination is important because it 

aids in lessening the health outcomes of members impacted COVID‐19 pandemic.  This effort also 

aligned with city and state efforts and goals in vaccination. SFHP chose the target of no greater than 10% 

less than percentage of SF residents who have received first dose. As of November 2022, 813,631 out of 

847,747 eligible SF residents received one dose, or 93.0%. Therefore, SFHP’s target is 83.0%. SFHP did 

not meet the target, with a final result of 77.9%, 5.1% percentage points below target.   

The following activities were completed: 

 Incentivized members 12 years and up to receive vaccination through the COVID‐19 Vaccine 

Incentive.  

 Conducted letter outreach and live phone outreach to unvaccinated members 12 years and up 

to provide vaccine information and coordination of vaccination appointments and 

transportation to vaccination appointments.  
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 Provided grants to provider groups and community‐based organizations for outreach to 

underserved populations.  

 Coordinated with the SF Department of Public Health and community organizations via weekly 

meetings.  

 Letter outreach to members age five to 11 to communicate need for members to be vaccinated.  

 Outreached to SFHP providers via provider newsletters and SFHP website updates. 

The main barrier to meet the target were in challenges reaching members who may not engage with 

SFHP via mail materials or web outreach, which were the primary channels SFHP utilize to reach 

members. 

SFHP will retire this measure as there is no expressed prioritization for this measure and SFHP will focus 

on other priorities related to Keeping Members Healthy.  

3.2 Breast Cancer Screening 

Measure: Breast Cancer Screening 

Numerator  536  Baseline  36.0%  Final Performance   42.0% 

Denominator  1,276  Target  50.0%  Evaluation Year   2022 

Breast Cancer Screening (BCS) is in the Keeping Members Healthy domain. The goal of the BCS measure 

is to improve the breast cancer screening rate for African American SFHP members. Breast Cancer 

Screening is the percentage of African American members with a female gender marker who are ages 52 

– 74 during the measurement year who had a mammogram to screen for breast cancer. The 

mammogram breast cancer screening visit must occur with a PCP, but the PCP does not have to be the 

practitioner assigned to the member. BCS is a preventative HEDIS measure and is important as is aids in 

reducing negative health outcomes for members whose cancer screening identifies positive results. The 

chart below shows SFHP’s overall BCS rates for measurement years (MY) 2020 and 2021, SFHP’s BCS 

rates broken down by race and ethnicity, and the denominators, or eligible members, in each 

race/ethnicity category. Overall SFHP reached 56.00% in breast cancer screening in MY 2020 and 56.72% 

in MY 2021. SFHP chose the target of 50.0% for Black or African American members to receive BCS to 

demonstrate incremental improvement toward SFHP’s overall BCS rate. 
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HEDIS Breast Cancer Screening by Race & Ethnicity MY 2020 – 2021  

 

Of women of race/ethnicities that are lower performing breast cancer screening rates, Black or African 

American and white women have the largest denominators with 619 and 530, respectively. 

The gaps represented in the BCS HEDIS indicator impact a large number of members; SFHP prioritized 

screening Black or African American members for BCS, as Black members represent the largest 

population experiencing disparities in MY 2020 and MY2021 and according to the CDC, Black women 

have a higher rate of death from breast cancer than white women. This measure is also aligned with 

SFHP’s DHCS Health Equity Performance Improvement Project (DHCS‐PIP) 

The following activities to support this measure were completed, including:   

 Provided health education materials to Black/African American SFHP members.   

 Incentivize providers through inclusion of breast cancer screening improvement indicator in 

SFHP’s pay‐for‐performance program. 

 Provided member navigation services through Rafiki Coalition for Black/African American 

members due for a breast cancer screening. Since the beginning of navigation services in early 

2022, the Rafiki Coalition outreached to 147 eligible members, coordination mammograms for 

32 eligible members and coordinated PCP care for 45 members. 

The final rate is 42.0% of Black or African American members in the eligible population completed a 

mammogram to screen for breast cancer during the measurement year. This result is 8.0% below the 

target of 50.0%. The primary barrier to reaching the target in 2022 is due to the member navigation 

services starting in 2022. SFHP and the Rafiki Coalition intended to initiate community outreach and 
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navigation earlier but delayed the start due to the COVID‐19 pandemic and due to not having adequate 

staffing resources at the community organization to provide member navigation. 

SFHP will continue this measure in the 2023 QI workplan as the DHCS‐PIP project and corresponding 

collaboration with the Rafiki Coalition to administer member navigation is planned to continue until 

June 2023.  

Planned activities: 

 Provide Health Education materials to Black/African American SFHP members. 

 Provide member navigation services through Rafiki Coalition for Black/African American 

members due for a breast cancer screening. 

 Incentivize providers through inclusion of breast cancer screening improvement indicator in 

SFHP’s pay‐for‐performance program. 

4. Patient Safety or Outcomes Across Settings 
These are measures that improve clinical outcomes related to safety. Patient safety prevents adverse 

health outcomes, such as death or poor quality of life. 

4.1 Opioid Safety – Buprenorphine Prescription 

Measure: Opioid Safety – Buprenorphine Prescription 

Numerator  847  Baseline  22.0%  Final Performance  28.6% 

Denominator  2,961  Target  30.0%  Evaluation Year  2022 

The Opioid Safety – Buprenorphine Prescription measure is in the Patient Safety or Outcomes Across 

Settings domain.  This measure calculates the percentage of SFHP members with Opioid Use Disorder 

(OUD) with at least one buprenorphine prescription in the last year, out of the total number of SFHP 

members with OUD. SFHP works to reduce the risk of overdose and address the psychological and 

physical impact of Opioid Use Disorder. Promoting the use of Buprenorphine in this population helps 

reduce the risk of overdose and death.  

OUD is a pattern of opioid use which includes behaviors such as: craving, withdrawal, tolerance, 

continued use despite medical or social consequences, using opioids in hazardous situations, and taking 

opioids at higher doses or for a longer period than intended.  Members are considered for the 

denominator of this measure if they have ever had a diagnosis of OUD or an encounter for an opioid 

overdose. This broad definition has been implemented to ensure that all members who might be 

candidates for buprenorphine therapy are considered. The target of 30.0% was chosen based on 

incremental improvement from 2021 performance.  

Medication‐Assisted Treatment (MAT) is the treatment of substance use disorder with medications in 

combination with counseling. MAT options to treat OUD include buprenorphine, methadone, and 

naltrexone. These medications can be taken for a short time or continued indefinitely. The goal of 

treatment is to reduce the risk of overdose, eliminate the use of illicit opioids, and to provide the 
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member with strategies to address their mental and physical health needs.  The following chart 

demonstrates the four year trend in SFHP’s buprenorphine prescriptions. 

Rate of Buprenorphine Prescriptions 2019 – 2022  

 

The following activities were completed:  

 Monitor buprenorphine adherence using the repository.  

 Communicate to the provider community on adherence and measure performance during the 

Pharmacy & Therapeutics Committee. 

The following activities were not completed:  

 Outreach to methadone clinic providers in order to better support the use of MAT.  

 Consider targeted outreach to members with buprenorphine single fills or their providers. 

 Disseminate educational material to members on MAT options. 

The activities were that were not completed were postponed due to competing priorities within SFHP 

and staffing resources including not having SFHP’s qualified health educator to aid in creating materials. 

Pharmacy staff’s priorities shifted during this period included creating and disseminating information on 

monkey pox and on COVID‐19 vaccinations.  

The final result is 28.6%, which did not meet SFHP’s target of 30.0% by 1.4%. SFHP will continue this 

measure in 2023 to continue monitoring and improving the percentage of members with OUD with at 

least one buprenorphine prescription in the last year. We will also consider tracking buprenorphine 

adherence for the following year. Next year's target will remain at 30.0% and activities to support this 

measure include:  

 Collaboration with methadone clinic providers in order to better support the use of Medication 

Assisted Therapy. 

 Monitor buprenorphine adherence using the repository. 

 Outreach to providers and members with buprenorphine single fills.  

 Disseminate educational material to members on Medication Assisted Therapy options. 

10.9%
12.3%

22.0%

28.6%

30.0%

0.0%

5.0%

10.0%

15.0%

20.0%

25.0%

30.0%

35.0%

2019 2020 2021 2022

Buprenorphine Prescription for members with Opioid Use Disorder 2022 Target

80



Page 17 of 32 
 

4.2 Opioid Safety – Benzodiazepine Co‐prescribing 

Measure: Opioid Safety – Benzodiazepine Co‐prescribing 

Numerator  140  Baseline  8.5%  Final Performance  4.5% 

Denominator  3,112  Target  7.0%  Evaluation Year  2022 

The Opioid Safety – Benzodiazepine Co‐prescribing measure is in the Patient Safety or Outcomes Across 

Settings domain. This measure calculates the percentage of SFHP members prescribed both opioids and 

benzodiazepine, out of the total number of SFHP members prescribed opioids. This measure allows 

SFHP to evaluate members at high risk for negative outcomes related to central nervous system 

depression such as overdose, coma, and death. SFHP chose a target of 7.0% or lower in order to reduce 

the percentage of members who have been prescribed both opioids and benzodiazepines to. This target 

was chosen as a 1.5% absolute improvement from SFHP’s baseline rate. The following chart 

demonstrates the four year trend in benzodiazepine co‐prescriptions. 

Rate of Benzodiazepine Co‐prescriptions 2019 – 2022  

 

The following activity was completed:  

 Outreached to mental health and substance use specialist providers.  

The following activity was not completed:  

 Distribute provider information how to taper members off benzodiazepines and alternate 

treatments for anxiety and insomnia. 

The activity that was not completed was postponed due to competing priorities within SFHP and staffing 

resources including not having SFHP’s qualified health educator to aid in creating materials. Pharmacy 

staff’s priorities shifted during this period included creating and disseminating information on monkey 

pox and on COVID‐19 vaccinations.  

SFHP exceeded the target of reducing benzodiazepine co‐prescribing by 2.5% with a final performance 

of 4.5%. SFHP will retire this measure due to exceeding the target and focus work on the other opioid 

related measures of buprenorphine prescriptions and high‐dose opioids. 
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4.3 Opioid Safety – High Dose Opioids 

Measure: Opioid Safety – High Dose Opioids 

Numerator  144  Baseline  8.0%  Final Performance  4.7% 

Denominator  3,052  Target  6.0%  Evaluation Year  2022 

The Opioid Safety – High Dose Opioids measure is in the Patient Safety or Outcomes Across Settings  

domain. This measure calculates the percentage of SFHP members with an opioid prescription 

prescribed between 120‐500 morphine milligram equivalents for at least one quarter in the last year 

who do not have a buprenorphine prescription in that quarter, out of the total number of SFHP 

members prescribed opioids. This measure allows SFHP to evaluate members at high risk for negative 

outcomes related to central nervous system depression such as overdose, coma, and death. SFHP chose 

a target of 6.0% or lower in order to reduce the percentage of members who have been high dose 

opioids. This target was chosen as a 2.0% absolute improvement from SFHP’s baseline rate of 8.0%.  

The following activity was not completed:  

 Work with mental health and substance use specialist providers to create and distribute 

provider information on buprenorphine prescribing. 

The activity that was not completed was postponed due to competing priorities within SFHP and staffing 

resources including not having SFHP’s qualified health educator to aid in creating materials. Pharmacy 

staff’s priorities shifted during this period included creating and disseminating information on monkey 

pox and on COVID‐19 vaccinations.  

The final result is 4.7%, which exceeded SFHP’s reduction target of 6.0% by 1.3%. SFHP will continue this 

measure in 2023 to continue monitoring and improving the percentage of members on high dose 

opioids without a buprenorphine prescription and the target will be reduced to 4.0%. Activities will 

include:  

 Collaboration with mental health and substance use specialist providers to create and distribute 

provider information on buprenorphine prescribing 

 Partner with Medi‐Cal Rx to facilitate member reduction of opioid prescriptions. 

4.4 Medication Therapy Management 

Measure:  Medication Therapy Management 

Numerator  62  Baseline  89.3%  Final Performance  77.5% 

Denominator  80  Target  90.0%  Evaluation Year  2022   

The Medication Therapy Management (MTM) measure is in the Patient Safety or Outcomes Across 

Settings domain.  MTM is a process of medication reconciliation, that consists of a clinical assessment by 

a pharmacist of all the medications a member is taking, identification of potential harmful medication 

issues, recommendations to optimize the medication regimen, and providing medication‐related 

education and advice to the member and provider. This intervention improves medication safety among 

members with chronic diseases.   
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The 2022 MTM rate is calculated by the number of initial medication reconciliation completed by a 

pharmacist out of the number of members engaged in SFHP's Care Management and Care Transitions 

programs with a pharmacist recommendation for medication reconciliation. The MTM target of 90.0% is 

based on results using the 2021 MTM measure’s final performance of 89.3%. The following chart 

demonstrates the four year trend in MTM. 

Rate of Medication Therapy Management 2019 – 2022  

 

All activities conducted to support this measure were completed, including:   

 Trained two pharmacy technicians and once pharmacist to help pharmacists with the increasing 

case load of members in Enhanced Care Management program who would benefit from having 

medications optimized.  

 Updated Pharmacist and Pharmacy Technician workflows on all program types for efficiencies.  

 Piloted program of assessing members medications with the Medi‐Cal Rx Contract Drug List and 

created workflow to provide clinical recommendations if medications were not covered for the 

Care Management team to inform the client and/or provider.   

 Expanded member eligibility to Medi‐Cal‐Medicare clients to align with Enhanced Care 

Management program.  

 Trained 20 Care Coordinators and three Care Management Nurses on the updated pharmacy 

workflow and tasking the pharmacist with an MTM assessment. 

 Implemented improvements to SFHP’s case management software to make medication 

reconciliation assessments reportable. 

 Improved medication adherence by providing fanny packs and medi‐sets to members engaged 

in Care Management programs.  

The final result of 77.5% did not meet the target of 90.0%. The significant barrier to reaching the target 

was SFHP’s pharmacy benefit transitioning to Medi‐Cal Rx on January 1, 2022. This limited SFHP’s 

autonomy in coordination of medications for members. SFHP’s pharmacy staff could not perform the 

functions of medication synchronization, early refill overrides, covering over‐the‐counter products, and 

authorizing non‐formulary medications based on medical necessity. Without control of the pharmacy 
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benefit, SFHP leveraged third party access to Medi‐Cal Rx to complete these tasks, which meant each 

intervention required increased time and effort. In many cases, members and providers cannot leverage 

SFHP and must connect with Medi‐Cal Rx directly. 

SFHP recommends revising this measure to focus on members who have received MTM and who have 

received at least one filled prescription within 90 days and a visit with their provider within 30 days of 

receiving medication therapy management service. The target will be set to 70.0% and activities to 

support this measure will include:   

 Monitor the pharmacist resource requirements needed to support the population of members 

engaged in Care Management. 

 Assess for additional efficiencies in workflow and member assessment configurations.  

 Continue reviewing members in the initial assessment process which recommends a Medication 

Therapy Management assessment and establish the denominator population for this measure.  

 Expand Medication Therapy Management to include members not engaged in Care 

Management. These members may include those with multiple providers, with ten or more 

prescriptions, and/or members utilizing multiple pharmacies.  

4.5 Pharmacy Transition 

Measure: Pharmacy Transition 

Numerator  5,835  Baseline  N/A  Final Performance  100.0% 

Denominator  5,835  Target  80.0%  Evaluation Year  2021 

The Pharmacy Transition measure is in the Patient Safety or Outcomes Across Settings domain. This 

measure calculates the percentage of medication‐related medium and high‐risk SFHP members as 

identified by the high‐risk member dataset who received targeted member outreach to inform them of 

the transition of their pharmacy benefit from SFHP to Medi‐Cal Rx. This measure was important to 

ensure the effective and safe continuity of medications member received through this transition. This 

target was chosen as an 80.0% as no baseline was established.  

The following activities were completed:  

 SFHP Sent pre‐transition outreach letter to all medium‐ and high‐risk members offering plan 

support. All 5,835 members identified in the final analysis were sent the SFHP‐specific high‐risk 

member outreach letter. 

 Conducted analysis of Medi‐Cal Rx utilization to measure accessibility post‐transition for 

medium and high‐risk members. Of the 5,835 original members, 5,637 unique members 

remained Medi‐Cal eligible through June 2022 and 5,362 – 95.1% – of those successfully 

obtained paid claims through Medi‐Cal Rx. 

 Provided member‐specific support to staff working with high‐risk members engaged in Care 

Management. 

 Provided education and resources to internal member‐facing staff to support continuity of care 

related to pharmacy transition.  

 

84



Page 21 of 32 
 

The following activities were not completed:  

 Provided high‐risk member profiles to delegated medical groups to facilitate provider‐member 

communication. Member lists were not needed or requested by the medical group staff due to 

DHCS adjustments to the Medi‐Cal Rx benefit, including suspension of multiple prior 

authorization requirements and extension of transition logic. 

SFHP exceeded the target of outreach to medium and high‐risk members by 20% with a final 

performance of 100%. SFHP will retire this measure due to exceeding the target and focus work on the 

other pharmacy related quality activities. 

5. Managing Members with Emerging Risk 
These are measures that that improve clinical outcomes related to members with chronic conditions or 

emerging conditions. 

5.1 – 5.3 Diabetes Prevention Program  

Measures:  Diabetes Prevention Program – Do 150 Mins of Physical Activity Per Week  
Numerator  6  Baseline  N/A  Final Performance  27.2% 

Denominator  22  Target  95.0%  Evaluation Year  2021 

Measures:  Diabetes Prevention Program – Weight Loss 

Numerator  7  Baseline  18.8%  Final Performance  31.8% 

Denominator  22  Target  25.0%  Evaluation Year  2021 

Measures:  Diabetes Prevention Program – Satisfaction 

Numerator  1,463  Baseline  N/A  Final Performance  91.7% 

Denominator  3,956  Target  90.0%  Evaluation Year  2021 

The Diabetes Prevention Program (DPP) measures are in the Managing Members with Emerging Risk 

domain and include indicators of weight loss, member satisfaction, and members doing 150 minutes of 

physical activity per week. The DPP is an evidence‐based lifestyle change program intended to prevent 

or delay the onset of type 2 diabetes for members with prediabetes, those who have been identified as 

at risk for developing it. The YMCA of San Francisco offers a CDC‐recognized DPP and has an established 

relationship with providers and the public; therefore, SFHP contracted with the YMCA to offer the DPP 

to members. The YMCA offers 25 classes led by lifestyle coaches over the course of 12 months.  

This benefit was offered over the calendar year of 2021; outcome data of the DPP became available in 

early 2022. This rate is calculated based on the total number of SFHP members who completed the DPP 

and have achieved at least a 5% weight loss, were completely satisfied or mostly satisfied with the DPP, 

and completed 150 minutes of activity during the course of the program.  

All activities to support this measure were completed, including: 

 Offered virtual and in‐person classes. 

 Provided DPP enrollees with home exercise equipment, such as jump ropes or stretch bands. 

 Developed targeted training for providers to improve program referrals. 

85



Page 22 of 32 
 

SFHP exceeded the weight loss target by 6.8% with a final result of 31.8% of members achieving at least 

5% weight loss. SFHP met the satisfaction target of 90.0% with a final result of 91.7% of members being 

satisfied or highly satisfied. SFHP did not meet the 95.0% target of DPP participants achieving 150 

minutes of exercise. The primary barrier to reaching this target was due to challenges in implementing 

the DPP benefit during the COVID‐19 pandemic in which participants had lower access to exercise 

resources.  

SFHP will not include measures related to DPP in the 2023 QI work plan. SFHP will continue to work to 

provide the DPP to members in the future and will consider adding measures in the QI work plan in 

order to evaluate the effectiveness of the program. 

5.4 Hepatitis C Treatment  

Measure: Hepatitis C Treatment 

Baseline  37.0%  Final Performance  Not Available 

Target  40.0%  Evaluation Year  2022 

The Hepatitis C Treatment measure is in the Managing Members with Emerging Risk domain. This rate is 

based on the total number of SFHP members with any past history of Hepatitis C diagnosis who have 

completed the Hepatitis C treatment regimen.  The measure benefits members because treatment can 

prevent the spread of Hepatitis C disease and lowers the risk of liver disease. The target of 40.0% was 

selected based on incremental improvement from 2021 final performance.  

The planned activities were not completed:  

 Use reporting to develop a profile (age, ethnicity, gender, location) for members not yet treated 

for Hepatitis C.  

 Outreach to SFHP primary care providers and gather any information on treatment hesitancy or 

failure that they can provide for their patients.  

 Continue to provide treatment support through SFHP’s Care Transitions and Care Management 

programs. Care Transitions and Care Management programs provided treatment support for 

members with Hep C. 

The activities were that were not completed were postponed due to competing priorities within SFHP 

and staffing resources. Pharmacy staff’s priorities shifted during this period included creating and 

disseminating information on monkey pox and on COVID‐19 vaccinations. This shifting in priorities also 

resulted in SFHP not being able to measure the rate of Hepatitis C treatment completion in 2022. 

SFHP will continue this measure in 2023. The target will remain 40.0% and activities to support this 

measure will include:  

 Use reporting to develop a profile (age, ethnicity, gender, location) for members not yet treated 

for Hepatitis C. 

 Outreach to SFHP primary care providers and gather any information on treatment hesitancy or 

failure that they can provide for their patients. 

 Continue to provide treatment support through SFHP’s Care Management programs.  
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 Work with local community group EndHepC to receive feedback from SFHP clinicians providing 

Hepatitis C care and treatment. 

5.5 Diabetes Care – HbA1c in Poor Control  

Measure: Diabetes Care – HbA1c in Poor Control 

Numerator  143  Baseline  41.05%  Final Performance  34.79% 

Denominator  411  Target  34.05%  Evaluation Year  2022 

The Diabetes Care – HbA1c in Poor Control measure is in the Managing Members with Emerging Risk 

domain. This rate is based on the total number of SFHP members with who are age 18 – 75 who have 

their most recent HbA1c level greater than 9.0% or is missing a result, or if an HbA1c test was not done 

during the measurement year. Members with diabetes who have 9.0% or greater can indicate 

chronically blood glucose and can result in negative health outcomes such as vascular damage. SFHP 

chose the target of 34.05% based on national HEDIS benchmarks. Reducing SFHP’s rate of HbA1c in poor 

control to 34.05% would place SFHP in the 90th percentile of plans for this measure. The following chart 

demonstrates the three year trend in the rate of members with HbA1c in poor control. 

Rate of Diabetes Care – HbA1c in Poor Control 2020 – 2022 

 

The following activities were completed:  

 Conducted Drug Utilization Review with members with diabetes prescribed multiple diabetes 

medications.   

 Enrolled 75 members with diabetes into the Medically Tailored Meals program to provide 

medically tailored meals and medically tailored groceries administered by Project Open Hand.  

 Incentivized providers through inclusion of controlling diabetes improvement indicator in SFHP’s 

pay‐for‐performance program. 

The following activity was not completed:  

 Promote screening for members diabetes through member incentives.  
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SFHP delayed providing incentives for members with chronic conditions until 2023 due to staffing 

changes and shortages. SFHP did not reach the target, falling short by 0.74%. A barrier to reaching the 

target included not incentivizing members with diabetes to visit their provider for screening. 

SFHP will continue this measure in 2023 with a new target of 30.90% based on achieving the national 

HEDIS benchmark of 90th percentile. Activities to support this measure will include:  

 Promote screening and care visits for members with diabetes through a member incentive gift 

card. 

 Enroll members with diabetes into the Medically Tailored Meals program administered by 

Project Open Hand. 

 Conduct Drug Utilization Review with members with diabetes prescribed multiple diabetes 

medications. 

 Incentivize providers through inclusion of controlling diabetes improvement indicator in SFHP’s 

pay‐for‐performance program. 

5.6 Project Open Hand Member Satisfaction 

Measure: Project Open Hand Member Satisfaction 

Numerator  44  Baseline  N/A  Final Performance  95.7% 

Denominator  46  Target  85.0%  Evaluation Year  2022 

The Project Open Hand (POH) Member Satisfaction measure is in the Managing Members with Emerging 

Risk domain. SFHP partners with POH to provide medically tailored meals and medically tailored 

groceries to members with chronic conditions, including members with diabetes and pre‐diabetes. 

Those who are eligible and enrolled into the program will receive 12‐26 weeks of medically tailored 

meals or medically tailored groceries in addition to four medical nutrition therapy sessions with a 

registered dietician. Members who complete their 12‐26 week program have the option to continue in 

the program.  

The rate for this measure is determined by the number of members with diabetes and pre‐diabetes 

enrolled in the POH program who complete the Project Open Hand client survey and rate the program 

helpful.  Members who receive healthy food through medically tailored meals and groceries can aid in 

the management of diabetes. This is the first year SFHP has collaborated on this program benefit and 

does not have baseline satisfaction data. SFHP chose a target of 85.0% to achieve high satisfaction and 

helpfulness with the program. 

The following activities were completed:  

 The POH program enrolled 75 total participants who received medically tailored meals or 

groceries depending on their preference and received medical nutrition therapy sessions with a 

dietician. 

 SFHP received 46 satisfaction surveys for members who completed their 12‐26 week program. 

SFHP exceeded the target by 10.7% with a final performance of 95.7%. SFHP will continue this measure 

and collaboration with Project Open Hand to provide medically tailored meals and groceries and 
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nutrition counseling. SFHP will expand the eligible population to receive this benefit beyond members 

with diabetes and pre‐diabetes to include members with chronic kidney disease, end stage renal 

disease, long Covid, acute hospital discharge requiring nutritional support, and members with other 

complex chronic conditions needing nutritional support. Activities to support this measure will include:  

 Partner with Project Open Hand, a community organization which will deliver medically tailored 

meals and/or groceries to SFHP members with chronic conditions and evaluate members’ food 

needs through appointments with dieticians.  

6. Managing Multiple Chronic Illnesses  
These are measures that improve care and facilitate coordination of care across multiple providers and 

facilities.  They may also be defined as serving a specific population with complex medical needs. 

6.1 Care Management Client Perception of Health 

Measure:  Care Management Client Perception of Health 

Numerator  43  Baseline   61.5%  Final Performance  54.4% 

Denominator  79  Target   63.0%  Evaluation Year  2022 

The Care Management Client Perception of Health measure is in the Managing Multiple Chronic Illnesses 

domain. This measure reflects activities to improve adult Care Management (CM) clients’ perception of 

their health. A member’s stronger relationship with their PCP and a greater understanding of their 

conditions can positively impact the member’s perception of their health since they have more 

resources to manage their conditions. This outcome is based on changes in their self‐reported health 

status between initial and closing assessments. Clients self‐report via a question on the SF‐12; a health 

questionnaire used to capture self‐reported health status for clients with chronic conditions. The target 

for this measure was 63.0%. The target was selected based on incremental improvement from 2021. 

This target represents SFHP’s commitment to ensuring that Care Management programs are member‐

centered, support self‐management of health conditions, and promote members feeling in control of 

their health. The following chart demonstrates the four year trend in the rate of members with Care 

Management Client Perception of Health. 

Care Management Perception of Health 2019 – 2022 
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The following activities were completed: 

• The Associate Medical Director met bi‐weekly with the Care Management Nurses and joined the 

Care Management Nurses and Clinical Supervisors meetings to provide individual feedback on 

health coaching and education efforts as needed.                                                    

• SFHP’s Pharmacy team provided the Care Management team with training on: Chronic Kidney 

Disease, cholesterol, transgender and gender affirming care, medication coverage for Medicare 

beneficiaries, COVID‐19 vaccination and treatment.  

• Reviewed client self‐management goal report with CM Nurses to ensure that members have 

chronic condition self‐management goals as part of their care plans as indicated. 

• Utilized of Milliman Care Guidelines condition specific assessments and health education 

materials by CM Nurses. 

SFHP did not meet the target of 63.0%, falling short by 8.6% with a final result of 54.4%. The main 

barrier to reaching the target was due to the COVID‐19 pandemic, which limited CM staff’s activities for 

most of the measurement period. CM staff provided solely telephonic case management services with 

no in‐person outreach or coordination with CM clients. 

SFHP will continue this measure in 2023 with a target of 60.0%.  Activities to support this measure will 

include: 

 Clinical Supervisors and Medical Director coaching the CM Nurses and Community Coordinators 

to assess for client barriers and gaps in health education and connection to PCP. 

 Develop a two year training syllabus for CM staff, to include trainings on subjects the team have 

identified gaps in and areas management feel would benefit the team in their ongoing work 

with members. 

 Utilization of Milliman Care Guidelines condition specific assessments and health education 

materials by CM Nurses. 

6.2 Care Management Follow‐Up on Clinical Depression 

Measure:  Care Management Follow‐Up on Clinical Depression 

Numerator  24  Baseline  88.6%  Final Performance  85.7% 

Denominator  28  Target  90.0%  Evaluation Year  2022  

The Care Management Follow‐Up on Clinical Depression measure is in the Managing Multiple Chronic 

Illnesses domain. This measure reflects activities to increase the percentage of adult clients in SFHP's 

Care Management (CM) programs who screen positive for depression symptoms and are connected to 

services for care. This measure represents SFHP’s commitment to ensuring that Care Management 

programs are member‐centered, and address follow up care for members with behavioral health needs. 

The target for this measure was 90.0% based on incremental improvement from the previous 

measurement year. The following chart demonstrates the four year trend in the rate of members with 

Care Management Follow‐Up on Clinical Depression. 

90



Page 27 of 32 
 

Care Management Follow‐Up on Clinical Depression 2019 – 2022 

 

The following activities were completed: 

• Trained staff in mental health, particularly on severe mental illness (SMI) and community 

resources, in order to ensure that staff is equipped to identify signs and symptoms of clinical 

depression, address client safety including connection to behavioral health services. Trainings 

included: conservatorship, Enhanced Care Management Provider Core Tenets, palliative and 

hospice care, supporting clients during end of life, intensive case management, domestic 

violence 101, Cognitive Behavioral Therapy, safety precaution and client de‐escalation. 

• Clinical Supervisors reviewed monthly reports and a CM dashboard with staff and coached staff 

to ensure members were screened and received appropriate follow up.  

• Completed bi‐monthly staff self‐audits which enabled Coordinators to identify and remedy any 

gaps in the member’s care plan including completing the PHQ‐9 screening when indicated.  

• Clinical Supervisors conducted quarterly audits to ensure best practices and regulatory 

requirements are met. 

SFHP did not meet the target of 90.0%, falling short by 4.3% with a final result of 85.7%. The main 

barrier to reaching the target was due to the COVID‐19 pandemic, which limited CM staff’s activities for 

most of the measurement period. CM staff provided solely telephonic case management services with 

no in‐person outreach or coordination with CM clients. 

SFHP will continue this measure in 2023 and retain the target of 90.0%.  Activities to support this 

measure will include: 

 Train staff in mental health, particularly on severe mental illness (SMI) and community 

resources, in order to ensure that staff is equipped to identify signs and symptoms of clinical 

depression, address client safety including connection to behavioral health services. 

 Clinical Supervisors to review CM dashboard monthly with staff and to coach staff to ensure 

members are screened and receive appropriate follow up. 

 Coach and conduct role‐playing activities to reduce the rate of members declining PHQ‐9 

screening. 

 Complete quarterly staff self‐audits which will enable Coordinators to identify and remedy any 

gaps in the member’s care plan including completing the PHQ‐9 screening when indicated. 
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 Clinical Supervisors to conduct quarterly audits ever four months to ensure best practices and 

regulatory requirements are met. 

6.3 Care Management Client Satisfaction 

Measure:  Care Management Client Satisfaction  

Numerator  34  Baseline  97.0%  Final Performance  70.8% 

Denominator  48  Target  90.0%  Evaluation Year  2022 

The Care Management Client Satisfaction measure is in the Managing Multiple Chronic Illnesses domain. 

This measure reflects activities to increase the percentage of clients enrolled in SFHP's Care 

Management (CM) programs who respond “Yes” to Question 2: ‘Has the Care Management program 

helped you reach your health goals?’ and  who respond “Always” or “Often" to Question 6: ‘After 

receiving information from the Care Management staff, I feel confident I can take the actions needed to 

maintain or improve my health.’ The client satisfaction survey is conducted twice a year and is used to 

assess client experience with CM services and staff. This measure represents SFHP’s commitment to 

ensuring that Care Management programs are member centered. The target for this measure was 90% 

and was chosen based on incremental improvement from the previous measurement year.  

The following activities were completed: 

 Trained staff in order to address needs. Trainings included: Chronic Kidney Disease, cholesterol, 

transgender and gender affirming care, medication coverage for Medicare beneficiaries, COVID‐

19 vaccination and treatment, conservatorship, Enhanced Care Management Provider Core 

Tenets, palliative and hospice care, supporting clients during end of life, intensive case 

management, domestic violence 101, Cognitive Behavioral Therapy, safety precaution and client 

de‐escalation. 

 CM Supervisors tracked completion of six month reassessments of member satisfaction. 

 Updated SFHP’s health education library. 

SFHP did not meet the target of 90.0%, falling short by 19.2% with a final result of 70.8%. The main 

barrier to reaching the target was due to the COVID‐19 pandemic, which limited CM staff’s activities for 

most of the measurement period. CM staff provided solely telephonic case management services with 

no in‐person outreach or coordination with CM clients. Additionally, SFHP received a lower than normal 

number of responses, as typically this survey is conducted in person twice.  Due to the COVID‐19 

pandemic, surveys were only able to be mailed resulting in a low response rate. 

SFHP will continue this measure in 2023 and retain the target of 90.0%.  Activities to support this 

measure will include: 

 Maintain a process to triage members into longer‐term case management programs when 

requested by member or indicated by member’s self‐efficacy skills. 

 Provide more thorough life skills, health education and training to members as it pertained to 

their health maintenance. 

 Improve communication of care plan goal progress between Care Management staff and 

members. 
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 CM staff completes a six‐month reassessment and review of care plan including goals with 

member. 

7. Utilization of Services 
These are measures that address appropriate utilization, i.e., decrease over‐utilization or increase 

under‐utilization. 

7.1 Antidepressant Medication Management — Effective Continuation 

Measure: Antidepressant Medication Management — Effective Continuation 

Numerator   605  Baseline   48.86%   Final Performance    51.98%  

Denominator   1,164  Target   52.49%   Evaluation Year    2022 

The Antidepressant Medication Management (AMM) — Effective Continuation is in the Utilization of 

Services domain. This rate is based on the total number of SFHP members with who are age 18 and 

older with a diagnosis of major depression treatment who were treated with antidepressant medication 

and who remained on an antidepressant medication treatment for at least 180 days. Increasing AMM 

reflects improved management for members with behavioral health conditions. SFHP chose the target 

of 52.49% based on national HEDIS benchmarks. Increasing SFHP’s AMM rate would place SFHP in the 

90th percentile of plans for this measure. The following chart demonstrates the three year trend in 

AMM. 

Rate of Antidepressant Medication Management — Effective Continuation 2020 – 2022 

 

The planned activities were not completed:  

 Members enrolled in a Care Management program will be engaged to assist members adhering 

to medication. Care Management staff will be given access to AMM dashboards to identify 

members falling in this denominator. 

 Conduct annual training on HEDIS related measures to Provider Advisory Council.   Disseminate 

HEDIS Toolkit which includes billing recommendation, best practices, and resources available to 

providers for their members that meet the HEDIS definitions. 

 Share PCP Toolkit with Health Plans to post on their website and promote to their providers. 

Educate physical health providers on assessment and treatment of depression. 
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SFHP did not meet the target of 52.49%, falling short by 17.70% with a final result of 34.79%. The 

activities were that were not completed were postponed due to competing priorities within SFHP and 

staffing resources. This shifting in priorities and challenges in staffing resources also represented a 

barrier in SFHP reaching the target. 

SFHP will continue this measure in 2023 with a target of 56.24% in order to achieve HEDIS 90th 

percentile. Activities to support this measure will include:  

 Collaborate with Beacon Health Options on member and provider outreach and education. 

 Create member‐level health education materials about antidepressant adherence. 

 Conduct member level outreach for members not achieving adherence goals. 

7.2 Inpatient Admissions 

Measure:  Inpatient Admissions 

Numerator   13,987  Baseline   96.2   Final Performance    90.2  

Denominator   1,862,376  Target   82.9   Evaluation Year    2022 

The Inpatient Admissions measure is in the Utilization of Services domain. This rate is based on the sum 

of acute inpatient admissions out of the annualized sum of member months. Decreasing Inpatient 

Admissions reflects improvement of an over‐utilized service. SFHP chose the target of 90.2 based on 

national HEDIS benchmarks.  

One planned activity was completed:  

 Reviewed diagnostic related groups that are driving utilization in Utilization Management 

Committee 

One planned activity was not completed:  

 Recommend care management programs to look address driver population. 

SFHP did not meet the target of 82.9, falling short by 7.9 with a final result of 90.2. SFHP experienced 

competing priorities and challenges with staffing resources. This shifting in priorities and challenges in 

staffing resources represented a barrier in completing the planned activity and reaching the target. SFHP 

will retire this measure to focus on other priorities involving over and under‐utilization and continue to 

monitor the rate of inpatient admissions in the Utilization Management Committee.  
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8. Quality Oversight Activities 
These are quality oversight activities monitored and completed this year. 

  Oversight  Summary  Responsible Staff  Activities  Due Date 

A 
Quality Improvement 
Committee 

Ensure Quality Improvement Committee (QIC) 
oversight of QI activities outlined in the QI Plan 

Interim CMO   Five meetings held in 2022  12/30/2022 

B 
Pharmacy and Therapeutics 
Committee 

Ensure oversight and management of the SFHP 
formulary and DUR initiatives 

Interim CMO 
 Quarterly and ad hoc P&T 

Committee meetings 
12/30/2022 

C 
Physician Advisory/Peer 
Review/Credentialing 
Committee 

Ensure oversight of credentialing and peer 
review by the Provider Advisory Committee 

Interim CMO   Five meetings held in 2022  12/30/2022 

D 
Utilization Management 
Committee 

Ensure oversight of SFHP Utilization 
Management program 

Director, Clinical 
Operations 

 Ten meetings held in 2022  12/30/2022 

E 
Annual Evaluation of the QI 
Program 

Review Quality Improvement plan and 
determine efficacy of implemented plan based 
on outcomes 

Interim CMO 

 Evaluated each measure in the QI 
work plan 

 QIC reviewed QI evaluation  

 Governing Board reviewed QI 
Evaluation 

3/1/2022 

F 
QI Plan Approval for 
Calendar Year 

Review and approve proposed Quality 
Improvement work plan 

Interim CMO 
 QIC reviewed QI work plan 

 Governing Board reviewed QI Work 
Plan 

3/1/2022 

G  Delegation Oversight for QI  Ensure oversight of QI for all delegated entities  Interim CMO 

 Followed delegation oversight 
procedures 

 QIC review of Delegated Oversight 
Audits for QI 

 All groups delegated for QI passed 
audit 

12/30/2022 

H 
DHCS Performance 
Improvement Projects 

Ensure oversight and follow through on 
required DHCS Performance Improvement 
Projects (PIPs) 

Interim CMO 
 Attended DHCS‐led PIP calls 

 Adhered to process delineated by 
DHCS 

12/30/2022 
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Reviewed and Approved by: 

Interim Chief Medical Officer:  Eddy Ang, MD, MPH    Date: 12/2/2022 

Quality Improvement Committee Review Date:  12/8/2022 

Board of Directors Review Date: 1/4/2023 
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1. Introduction 
 

San Francisco Health Plan (SFHP) is a community health plan that provides affordable health care 
coverage.  As of October 2022, membership included 179,154 low and moderate‐income individuals and 
families.  Members have access to a range of medical benefits including preventive care, specialty care, 
hospitalization, prescription medications, behavioral health and family planning services.  SFHP was 
designed by and for the residents it serves and takes great pride in its ability to serve a diverse 
population that includes children, young adults, and seniors and persons with disabilities (SPDs). 
  
SFHP is a unique public‐private partnership established by the San Francisco Health Authority as a public 
agency distinct from the county and city governments.  A nineteen‐member Governing Board directs 
SFHP. The Governing Board includes physicians and other health care providers, members, health and 
government officials, and labor representatives.  The Board is responsible for the overall direction of 
SFHP, including its Quality Improvement (QI) Program.  The Governing Board meetings are open for 
public participation. 
 
To ensure high quality care and service, SFHP embarked on a journey to be accredited with the National 
Center for Quality Assurance (NCQA) in 2015.  SFHP received interim accreditation status in 2016 and 
first survey accreditation in 2017, earning 48.3 of 50 possible points.  SFHP renewed its accreditation in 
2020. 
 
SFHP’s products include Medi‐Cal and Healthy Workers:  
 

 Medi‐Cal  
Medi‐Cal is California’s Medicaid program, which is a federal and state‐funded public health 
insurance program for low‐income individuals.  As a managed care plan, SFHP manages the 
funding and delivery of health services for Medi‐Cal members.  As of October, SFHP retained 
88% (167,607 members) of the managed care market share in San Francisco County. 1 
 

 Healthy Workers  
Healthy Workers is a health insurance program offered to providers of In‐Home Supportive 
Services or temporary exempt employees of the City and County of San Francisco.  As of October 
2022, 11,732 members are enrolled in this program.  

 

2. QI Program Purpose, Scope and Goals 
 

SFHP is committed to continuous quality improvement for both the health plan and its health care 
delivery system.  The purpose of the SFHP QI Program is to establish comprehensive methods for 
systematically monitoring, evaluating, and improving the quality of the care and services provided to 
San Francisco Health Plan members.  The QI Program is designed to ensure that members have access to 
quality medical and behavioral health care services that are safe, effective, accessible, equitable, and 
meet their unique needs and expectations.  Delivery of these services must be in a culturally competent 

 
1 Medi‐Cal Managed Care Enrollment Report – September 2021, https://data.chhs.ca.gov/dataset/c6ccef54‐e7a9‐
4ebd‐b79a‐850b72c4dd8c/resource/95358a7a‐2c9d‐41c6‐a0e0‐405a7e5c5f18/  
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manner to all beneficiaries, including those with limited English proficiency, diverse cultural and ethnic 
backgrounds, disabilities, and regardless of gender, sexual orientation, or gender identity. 
 
SFHP contracts with medical and behavioral health care providers, including medical groups, clinics, 
independent physicians and their associated hospitals, ancillary providers, behavioral health clinicians, 
and pharmacies to provide care.  SFHP maintains responsibility for communicating regulatory and 
contractual requirements as well as policies and procedures to participating network providers.  SFHP 
retains full responsibility for its QI Program and does not delegate quality improvement oversight. In 
certain instances, SFHP may delegate some or all QI functions to accredited provider organizations.   
 
Under the leadership of SFHP’s Governing Board, the QI Program is developed and implemented 
through the Quality Improvement Committee (QIC).  The QIC structure, under the leadership of the 
SFHP Chief Medical Officer, ensures ongoing and systematic collaboration between SFHP and its key 
stakeholders: members, provider groups, and practitioners.  The QI Program is also part of a broader 
SFHP improvement strategy that includes a Population Health Management Program.  The Population 
Health Management Program develops SFHP’s strategic targets for addressing the needs of its members 
across the continuum and manages the effective execution of that strategy.  Strategic targets from 
Population Health Management are incorporated into the QI program.  A shared leadership team 
ensures accountability and collaboration between both programs. 
 
The QI Program’s objectives and outcomes are detailed in the QI Work Plan (see Appendix A). Each 
program objective is monitored at least quarterly, evaluated at least once per year and is shared with 
QIC quarterly in the form of a QI scorecard.  Measures and targets are selected based on volume, 
opportunities for improvement, risk, organizational priorities, and evidence of disparities. 
 
The scope and goals of the QI Program are comprehensive and encompass major aspects of care and 
services in the SFHP delivery system, as well as the clinical and non‐clinical issues that affect its 
membership.  These include: 
 

 Improving  members’ health status, including reducing health disparities and addressing, where 
possible, the social determinants of health that adversely impact our members  

 Ensuring continuity and coordination of care 

 Ensuring access and availability of care and services, including parity between medical and 
behavioral health care services 

 Ensuring member knowledge of rights and responsibilities  

 Providing culturally and linguistically appropriate services 

 Ensuring that health care practitioners are appropriately credentialed and re‐credentialed 

 Ensuring timely communication of  Department of Managed Health Care (DMHC) and 
Department of Health Care Services (DHCS) standards and requirements to participating medical 
groups and organizational providers 

 Ensuring effective and appropriate utilization management of health care services, including 
medical, pharmaceutical, and behavioral health care services 

 Providing health education resources 

 Ensuring clinical quality and safety in all health care settings 

 Ensuring excellent member care experience  

 Ensuring that responsibilities delegated to medical groups meet plan standards  
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 Evaluating the overall effectiveness of the QI Program through an annual comprehensive 
program evaluation 

 Using the annual evaluation to update the QI Program and develop an annual QI Work Plan 
 

3. QI Program Structure  
 

The following section describes the quality committees and staff of SFHP.  Appendix B ‐ Quality 
Improvement Committee Structure, includes details on committee reporting structure. 

A. Quality Committees 

The Quality Committees listed below report either to the Quality Improvement Committee (QIC), the 
Governing Board, or the Chief Medical Officer (CMO). 
 

i. The Quality Improvement Committee 

The SFHP QIC is comprised of network clinicians (physicians, behavioral health, and pharmacists) and 
three members of the Member Advisory Committee, one of whom is an SPD member.  The QIC is 
chaired by SFHP’s CMO.  The QIC is a standing committee of the San Francisco Health Authority 
Governing Board that meets six times a year.  It is the main forum for member and provider oversight, 
ensuring the quality of the healthcare delivery system.  The committee is responsible for reviewing and 
approving the annual QI Program and QI Evaluation, and for providing oversight of the Plan’s quality 
improvement activities.  SFHP brings new quality improvement programs to the QIC to ensure the 
committee members provide input into program planning, design, and implementation.  SFHP maintains 
an annual calendar to ensure that key SFHP QI activities are brought to the QIC for ongoing review.  This 
includes review and approval of policies and procedures related to quality improvement, utilization 
management, and delegation oversight.  SFHP maintains minutes of each QIC meeting, submits them to 
the Governing Board for review and approval, and submits these to DHCS on a quarterly basis.  The QIC 
meetings are open to the public and agendas and minutes are published on SFHP’s website. 
 

ii. The Pharmacy and Therapeutics Committee 

The Pharmacy and Therapeutics (P&T) Committee convenes at least quarterly to review, evaluate, and 
approve the SFHP Formulary revisions based on safety, comparable efficacy and cost and to adopt 
pharmaceutical management procedures including prior authorization criteria, quantity limits, and step 
therapy protocol for covered outpatient prescription medications.  The P&T Committee is responsible 
for pharmaceutical and therapeutic treatment guidelines and an annual approval of the pharmacy 
clinical policies and procedures for formulary, prior authorization, monitoring of utilization rates, 
timeliness of reviews, and drug utilization review (DUR) processes.  The SFHP P&T Committee governs 
formulary, utilization management, and related policies/procedures for the Healthy Workers HMO line 
of business and Healthy San Francisco program. Formulary, utilization management, and related 
policies/procedures for Medi‐Cal are governed by the Department of Health Care Services (DHCS) under 
Medi‐Cal Rx as of January 1, 2022. The retrospective DUR processes and related policies governed by the 
P&T Committee include Medi‐Cal for the purpose of oversight of adherence and disease and medication 
management, including targeted quality measures. The P&T Committee is comprised of network 
physicians, including a psychiatrist, and pharmacists along with the SFHP Pharmacy Director and is 
chaired by SFHP’s CMO or designee. The committee meets quarterly and on an ad hoc basis, and 
meetings are open to the public. The P&T Committee reports to the QIC. 
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iii. The Physician Advisory/Peer Review/Credentialing Committee 

The Physician Advisory/Peer Review/Credentialing Committee (PAC) provides comments and 
recommendations to SFHP on standards of care and peer review.  The PAC Committee is chaired by 
SFHP’s CMO and consists of providers in SFHP’s network.  The PAC Committee serves to review and 
provide recommendations regarding substantive quality of care concerns, in particular those related to 
credentialed provider performance.  The Sanctions Monitoring Report is reviewed by SFHP monthly to 
ensure that any identified providers with investigations or actions are brought to the PAC Committee for 
review, including confirmed Potential Quality Issues of requisite severity and Facility Site Review finding.  
The PAC Committee also reviews credentials and approves practitioners for participation in the SFHP 
network as appropriate.  The PAC Committee meets every two months and is a subcommittee of QIC. 
 

iv. The Member Advisory Committee 

The Member Advisory Committee (MAC) serves as the Public Policy Committee of SFHP as defined and 
required by the Knox‐Keene Act.  The MAC advises the Plan on issues of concern to SFHP’s service 
beneficiaries.  The committee is made up of SFHP members and health care advocates.  In this forum, 
members can voice concerns and give advice about what health services are offered and how services 
are delivered to members.  It consists of at least 10 to no more than 30 members and is led by an SFHP 
member.  The Committee meets monthly and reports to the Governing Board. 
 

v. The Practice Improvement Program Advisory Committee 

The Practice Improvement Program (PIP) Advisory Committee provides guidance to SFHP on pay‐for‐
performance program development, implementation, and evaluation.  Committee members review 
prior and current year PIP network performance, identify and predict barriers to success for participants, 
and problem‐solve solutions.  Membership is made up of representatives from all PIP‐participating 
organizations.  Meetings are held at least twice a year.  The PIP Advisory Committee reports to the CMO. 
 

B. Committees with Internal Membership Only 

The Committees with Internal Membership Only listed below report either to the CMO, or the 
Compliance and Regulatory Affairs Officer, which in turn provide updates to the QIC or the Governing 
Board through minutes or representation as appropriate. 
 

i. The Policy & Compliance Committee 

The Policy and Compliance Committee (PCC) is comprised of SFHP staff and led by SFHP’s Chief 
Compliance and Regulatory Affairs Officer.  The PCC reviews and approves all new policies and 
procedures and changes to existing policies and procedures.  Policies and procedures with clinical 
implications must be approved by the QIC before review by the PCC.  The PCC also communicates 
regulatory updates and compliance issues to SFHP management.  The PCC meets at least 11 times per 
year and is chaired by the Regulatory Affairs Analyst.  Members include representatives from Health 
Services, Operations, Finance, Information Technology Services, Human Resources, and Marketing 
departments.  PCC members include: 
 

 Chief Officer, Compliance and Regulatory Affairs, Chairperson 

 Senior Manager, Compliance and Oversight 

 Director, Policy Development and Coverage Programs, or designee 

 Director, Finance, or designee 
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 Manager, Pharmacy Operations, or designee 

 Director, Clinical Operations, or designee 

 Director, Human Resources, or designee 

 Director, Systems Development Infrastructure, or designee 

 Director, Claims, or designee 

 Senior Manager, Member Services, or designee 

 Director, Marketing & Communications, or designee 

 Senior Manager, Provider Network Operations, or  designee 

 Director, Care Management, or designee 

 Vice President, Health Services Programs, or designee 
 

ii. The Provider Network Oversight Committee 

The Provider Network Oversight Committee (PNOC) is comprised of SFHP staff and reports to SFHP’s 
Chief Compliance and Regulatory Affairs Officer.  The PNOC provides a forum for evaluating providers’ 
compliance with DHCS, DMHC, and NCQA requirements and standards.  This committee identifies issues 
and addresses concerns related to provider performance of their administrative responsibilities.  The 
committee is responsible for making penalty recommendations when providers do not meet 
performance standards according to federal and state requirements.  The PNOC is chaired by the  Senior 
Manager, Compliance and Oversight and is comprised of members from the following departments: 
Compliance and Regulatory Affairs, Operations, and Health Services.  PNOC voting members include: 
 

 Senior Manager, Compliance and Oversight (Chair) 

 Chief Officer, Compliance and Regulatory Affairs 

 Senior Manager, Provider Network Operations 

 Director, Clinical Operations 

 Manager, Behavioral Health  

 Manager, Pharmacy Operations 

 
iii. The Grievance Review Committee 

The Grievance Review Committee (GRC) is an internal SFHP committee that reviews all grievances and 
serves as an escalation point for trends identified from member grievances.  If a grievance trend is 
identified or there is a particularly concerning grievance, the committee will recommend a Corrective 
Action Plan (CAP) or a notification to the Medical Group.  Member grievances are not delegated to 
Medical Groups, except Kaiser, Beacon, and Vision Service Plan (VSP). The GRC also reviews individual 
member grievances through a collaborative process to ensure that all the components of the grievances 
have been resolved.  The committee is led by the CMO with cross functional representation from 
Member Services, Provider Relations, Health Services, and Compliance and Regulatory Affairs 
departments.  The committee meets twice weekly.  GRC members include: 
 

 Interim Chief Medical Officer or designee (Chair) 

 Medical Director 

 Chief Officer, Compliance and Regulatory Affairs 

 Senior Manager, Member Services 

 Supervisor, Provider Relations 

 Specialist, Provider Relations 

 Quality Review Nurse 
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 Nurse Supervisor, Quality Review 

 Supervisor, Grievances & Appeals 

 Supervisor, Regulatory Affairs & Compliance 

 Regulatory Affairs Legal Counsel 

 Regulatory Affairs Specialist 

 Associate Program Manager, Grievances & Appeals 

 Grievance Staff 

 Supervisor, Customer Service 

 Customer Service Lead or Specialist 

 Pharmacy, Utilization Management, Care Management, Health Education, and Cultural & 
Linguistics staff participate as needed. 

 

iv. The Grievance Program Leadership Team  

The Grievance PLT is an internal SFHP committee that provides oversight and monitoring of all grievance 
program functions such as process improvement opportunities, audits, reporting, regulatory 
requirements, operations, and grievance trends.  Grievance PLT also ensures follow through of 
Grievance Review Committee recommendations for grievance trends and reviews for system issues.  
The Grievance PLT is led by the Manager of Access and Care Experience with cross functional 
representation from Health Services, Member Services, Health Outcomes Improvement, and 
Compliance and Regulatory Affairs departments. Grievance PLT meets quarterly.  PLT members include:  
 

 Interim Chief Medical Officer or designee (Chair) 

 Medical Director 

 Chief Officer, Compliance and Regulatory Affairs 

 Chief Officer, Operations 

 Senior Manager, Member Services 

 Senior Manager, Provider Network Operations 

 Senior Manager, Compliance & Oversight 

 Supervisor, Grievances & Appeals 

 Nurse Supervisor, Quality Review 

 Supervisor, Customer Service 

 Supervisor, Regulatory Affairs & Compliance 

 Quality Review Nurse  

 Associate Program Manager, Grievances & Appeals 
 

v. The Access Compliance Committee 

The Access Compliance Committee (ACC) coordinates the monitoring and improvement activities for the 
accessibility and availability of medical and behavioral health care services.  The committee meets at 
least quarterly to review access data, monitor progress of access‐related corrective action plans, and 
recommend and review actions based on non‐compliance with timely access standards.  The committee 
is cross‐functional and comprised of representatives from Operations, Health Services, and Compliance 
& Regulatory Affairs departments.  The committee reports to the QIC.  ACC members include: 
 

 Supervisor, Regulatory Affairs and Compliance (Chair) 

 Director, Clinical Operations 

 Senior Manager, Provider Network Operations 
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 Supervisor, Provider Relations 

 Supervisor, Quality Improvement  

 Program Manager, NCQA & Special Projects 

 Specialist, Provider Relations 

 

vi. The Utilization Management Committee  

The Utilization Management Committee (UMC) provides oversight to ensure effective and compliant 
implementation of SFHP’s Utilization Management Program and to support compliance with SFHP’s 
policy requirements, the Medi‐Cal contract, NCQA accreditation requirements, and DHCS/DMHC 
statutory and regulatory requirements.  Discussion outcomes may result in changes to medical policy 
and criteria, prior authorization requirements, and/or UM Process enhancements.  The UMC is a 
subcommittee of the QIC.  The UMC meets 10 times annually and provides monthly minutes, quarterly 
trend reports, and annual reports to the QIC. The UMC membership, with voting rights on all motions, 
consists of: 
 

 Interim Chief Medical Officer 

 Medical Director 

 Director, Clinical Operations 

 UM Nurse Manager, Prior Authorizations 

 Manager, Concurrent Review and Care Transitions 

 Program Manager, Utilization Management 

 Manager, Pharmacy Operations 
 
The UMC membership, with voting rights limited to behavioral health and mental health motions, 
consists of: 

 

 Director of Clinical Services – Beacon Health Options (ad hoc) 

 Valid State Clinical License required (RN, LCSW, LMFT, PhD, or PsyD) 

 Medical Director (MD/Psychiatry) – College Health IPA (Beacon Health Options) (ad hoc) 
 

C. Quality Improvement Communications  
 

i. Communication to members 

SFHP updates members annually regarding key QI activities.  A summary of the QI work plan and 
evaluation is published and distributed to members annually by mail in the member newsletter “Your 
Health Matters,” and on SFHP’s website. 
 

ii. Communication to providers 

SFHP updates providers regularly regarding key QI activities, including: 
 

 Disseminating the QI work plan and evaluation to providers via the SFHP Provider Newsletter 
and by posting on SFHP’s website. 
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 Informing providers of new and revised policies and procedures, and legislative and regulatory 
requirements as they occur through the SFHP Provider Newsletter and the Network Operations 
Manual (NOM). 

 Sharing preventive care and other clinical practice guidelines. 

 Distributing results of quality monitoring activities, audits and studies, including grievances that 
identify potential system issues and member experience and provider satisfaction survey 
results 

 Providing training for new providers on SFHP’s NOM. 

D. Quality Improvement Staff 
 

The Quality Improvement (QI) department within Health Services has primary accountability for 
implementing the QI Program, and corresponding QI Work Plan.  The department is organized to 
provide interdisciplinary involvement in ensuring the quality of health care and services provided to 
SFHP’s membership.  QI staff monitor quality indicators and implements and evaluates the Plan’s quality 
improvement activities.  QI staff develop and comply with policies and procedures describing SFHP 
standards, legislative and regulatory mandates, contractual obligations and, as applicable, NCQA 
standards. QI department staff support management of QI studies and reports, including statistical 
analysis and interpretation of data.  Based on the QI Work Plan activities, QI department staff provides 
summary data, analysis, and recommendations to the QIC.   
 

i. Health Services Staffing Structure 

The Health Services Leadership that supports the QI program are: 
 

Interim Chief Medical Officer –  responsible for leading the Quality Improvement Committee, Physician 
Advisory/Peer Review/Credentialing Committee, Pharmacy and Therapeutics Committee, various 
functions spanning state programs, population health, care management, utilization management, 
clinical appeals, and for all quality improvement studies and activities.  The Interim CMO provides 
guidance and oversight for development of policies, programs, and projects that support all activities 
identified in the QI Program. The Interim CMO carries out these responsibilities with support from direct 
reports, including Vice President of Health Services Programs, Medical Directors, and Directors of Clinical 
Operations and Care Management.  The Interim CMO has over 10 years of clinical experience. He has 
worked clinically in safety net care delivery organizations and administratively in Medicare and Medi‐Cal 
managed care. The Interim CMO graduated as Chief Resident from the Family Medicine residency 
program at Henry Ford Hospital, followed by a fellowship in Geriatric Medicine at Harvard Medical 
School. He earned his medical degree from Kaohsiung Medical University (Taiwan) and a Master of 
Public Health from Harvard University. He is board certified in Family Medicine and Geriatric Medicine. 
 

ii. Population Health & Special Programs Staffing Structure 

Manager, Pharmacy Operations – reports to the Interim CMO and oversees pharmacy operations and 
medication related clinical programs and activities. The Manager of Pharmacy Operations has a 
doctorate of pharmacy with 15 years of healthcare experience including five years of clinical experience. 
The Manager of Pharmacy Operations also achieved a Post Graduate Year One residency and holds a 
certification as a Board Certified Pharmacotherapy Specialist. Reporting to the Manager of Pharmacy 
Operations, the following positions support SFHP’s QI efforts: 
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 Clinical Pharmacist – responsible for the Medication Therapy Management program and 
supporting formulary and quality activities. The Clinical Pharmacist of Pharmacy Operations has 
a doctorate of pharmacy with 15 years of healthcare experience including 10 years of clinical 
experience and five years experience in quality improvement. The Clinical Pharmacist of 
Pharmacy Operations also achieved a Post Graduate Year One residency and holds a license as 
an Advanced Practice Pharmacist. 

 

 Clinical Pharmacist – responsible for supporting the Medication Therapy Management program 
and supporting formulary, operations, and quality activities. The Clinical Pharmacist of Pharmacy 
Operations has a doctorate of pharmacy with 10 years of healthcare experience including five 
years of clinical experience and five years experience in quality improvement. The Clinical 
Pharmacist of Pharmacy Operations also achieved a Post Graduate Year One residency, holds a 
license as an Advanced Practice Pharmacist, and a certification as a Board Certified 
Pharmacotherapy Specialist. 
 

 Clinical Pharmacist – responsible for managing activities related to pharmacy for HEDIS quality 
measures and overseeing SFHP’s opioid program including a pain workgroup. The Clinical 
Pharmacist of Pharmacy Operations has a doctorate of pharmacy with five years of healthcare 
experience including four years experience in quality improvement. The Clinical Pharmacist of 
Pharmacy Operations also achieved a Post Graduate Year One residency. 
 

 Program Manager, Pharmacy Compliance – responsible for supporting pharmacy operations 
including quality activities by ensuring compliance. The Program Manager of Pharmacy 
Compliance has 22 years of healthcare experience, including 10 years of direct patient care. 

 

 Senior Analyst, Pharmacy Business – responsible for supporting pharmacy operations including 
quality activities via reporting development, training and maintenance. The Senior Analyst of 
Pharmacy Business has 25 years of healthcare experience, including four years of direct patient 
care. The Senior Analyst of Pharmacy Business also achieved certificates in California accounting 
I & II and New York data processing. 
 

 Analyst, Pharmacy Data – responsible for supporting to pharmacist staff to execute their 
responsibilities. The Analyst of Pharmacy Data has 25 years of healthcare experience. The 
Analyst of Pharmacy Data also is a licensed pharmacy technician. 

 

 Analyst, Pharmacy– responsible for supporting to pharmacist staff to execute their 
responsibilities. The Analyst of Pharmacy achieved a pharmacy technician diploma and has 12 
years of healthcare experience, including eight years of direct patient care.. The Analyst of 
Pharmacy also is a licensed pharmacy technician. 

 

 Analyst, Pharmacy– responsible for supporting to pharmacist staff to execute their 
responsibilities. The Analyst of Pharmacy achieved a Bachelors of Science in Healthcare 
Administration & Management and has 20 years of healthcare experience, including 15 years of 
direct patient care.. The Analyst of Pharmacy also is a licensed pharmacy technician. 

 
Senior Manager, Health Services Product Management – reports to the Interim CMO and oversees 
internal applications supporting SFHP processes that impact member care. The Senior Manager of 
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Health Services Product Management has a Master of Computer Science and Applications, with 16 years 
of experience in healthcare technology. Reporting to the Manager of Health Services Business 
Relationships, the following positions support SFHP’s QI efforts: 
 

 Senior Program Manager, Health Services Product Management – responsible for overseeing 
SFHP’s HEDIS process and systems and applications affecting multiple departments within 
Health Services, including Cotiviti (HEDIS software). The Senior Program Manager of Health 
Services Product Management has an Associate Degree in Marketing and Management, with 21 
years of managed care experience including six years of experience in quality improvement. 
 

 Senior Program Manager, Health Services Product Management – responsible for overseeing 
systems and applications affecting multiple departments within Health Services including 
Essette (care management software). The Senior Program Manager of Health Services Product 
Management has Bachelors of Computer Information Systems and Political Science, with 17 
years of healthcare experience. 

 

 Program Manager, Health Services Product Management – responsible for overseeing systems 
and applications affecting multiple departments within Health Services including Cotiviti (HEDIS 
software). The Program Manager of Health Services Product Management has a Bachelor of 
Science in Human Development, with 10 years of healthcare experience, including eight years of 
experience in quality improvement. 
 

 Associate Program Manager, Health Services Product Management – responsible for 
overseeing systems and applications affecting multiple departments within Health Services.  
Examples include PIPBase (Pay‐for‐Performance database), MARA (member risk measurement), 
and PreManage ED (Hospital Information Exchange). The Associate Program Manager of Health 
Services Product Management has Bachelors of Social Work and Social Science, with 14 years of 
care management experience. 
 

 Specialist, Health Services Product Management – provides support to the above staff to 
execute their responsibilities, including system support requests. The Health Services Product 
Management Specialist has an Associate Science degree and six years of healthcare experience. 

 
Supervisor, Quality Improvement – reports to the Interim CMO and is responsible for operating quality 
improvement oversight and project manages SFHP’s access monitoring requirements, measures CAHPS 
performance, develops and implements interventions to improve the care experience of SFHP members. 
The Quality & Access Senior Program Manager has 12 years of experience in a clinical setting and seven 
years of experience in quality improvement. 
 
 

iii. Health Services Departments that contribute to the QI Program 

Clinical Operations Department 
SFHP’s Clinical Operations Department conducts Utilization Management (UM) for both inpatient and 
outpatient requests.  In addition, they oversee delegated UM activities within the provider network to 
comply with all regulatory UM requirements.  Activities are comprised of the following functional areas: 
Concurrent Review, Prior Authorization, UM Delegation Oversight, and Provider Dispute Resolutions. 
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Health Services Programs Department 
SFHP’s Health Services Programs department includes quality activities related to care management, 
population health management, implementation of state programs, and oversight of behavioral health 
& housing supports.  
 

iv. External Agency that contributes to the QI program 

Beacon Health Options 
Beacon Health Options is delegated to provide non‐specialty mental health care to SFHP’s Medi‐Cal 
members. Beacon’s Quality Director presents annually on their QI plan and participates in QIC meetings 
as needed. SFHP’s CMO provides oversight and strategic guidance of the NSMH benefit to Beacon 
Health Options. Beacon’s on‐site clinical staff participates in Care Management rounds to ensure a 
smooth connection of our member to Beacon services. SFHP collaborates with Beacon’s Clinical 
Management Director on QI initiatives as needed. 

 

4. Quality Improvement Method and Data Sources  

A. Identification of Important Aspects of Care 

SFHP identifies priorities for improvement based on regulatory requirements, NCQA standards, data 
review, and provider‐ and member‐ identified opportunities in the key domains of Managing Members 
with Emerging Risk, Patient Safety or Outcomes Across Settings, Keeping Members Healthy, Quality of 
Service & Access to Care, Utilization of Services , and Managing Multiple Chronic Illnesses. Particular 
attention is paid to those areas that are high risk, high volume, high cost, or problem prone. 
 

The QI Program employs a systematic method for identifying opportunities for improvement and 
evaluating the results of interventions.  The QI Program uses the following methods to improve 
performance: 
 

 Establish targets and/or benchmarks for key indicators within each domain 

 Systematically collect data 

 Analyze and interpret data at least annually 

 Identify opportunities for improvement 

 Identify barriers to improvement 

 Prioritize opportunities 

 Establish improvement objectives in support of priorities 

 Design interventions based on best practices or previous interventions 

 Implement and track progress of interventions 

 Measure effectiveness of interventions based on progress toward standards or benchmarks 
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B. Data Systems and Sources 

Member Data: 

 Grievances 

 Consumer Assessment of Healthcare Providers and 
Systems 

 Health Information Form/Member Evaluation Tool 

 Health Appraisal 

 Member Advisory Committee 

 Focus Groups 

 Health Risk Assessment 

 Eligibility and Demographic 

 Member Predictive  
Risk Score (MARA) 

 Member Care Plan 

 External Program Eligibility 
Provider Data: 

 Claims/Encounters 

 Authorizations 

 Pharmacy 

 Credentialing/Rosters 

 Surveys/Audits 

 Medical Records 

 Labs 

 Electronic Health Records 

 Immunizations 

 
 
 
 
 
 

Databases and Data Systems: 

 Enterprise Data Warehouse 

 Essette (Care Management System) 

 QNXT (Claims Processing System) 

 Cotiviti (HEDIS Vendor) 

 PreManage (Information Exchange) 

 Health Trio (Member and Provider 
Portal) 

 

 

Data Monitoring and Reporting 

SFHP monitors and improves data quality via the following mechanisms: 
 

 Encounter Data Monitoring – SFHP measures the quality of encounter data monthly for 
completeness, accuracy, reasonability, and timeliness using methodology published in the DHCS 
Quality Measures for Encounter Data (QMED) document.  SFHP works with its Trading Partners 
to ensure timely encounter submissions by reviewing error reports, reconciling and resubmitting 
rejected encounters. 

 Health Services Product Management (HSPM) Data Workgroup – The HSPM Data Workgroup is 
an internal SFHP workgroup that sets the overall direction for data quality improvement and 
monitoring efforts.  The workgroup’s goals include improvement of data quality (lab, 
encounter/claim, pharmacy, and member data), regular and recurring monitoring of data 
quality, and vetting of new data sources (carve out, lab, EHR feeds, Medicare, etc.).  The 
workgroup supports improvement of data that impacts NCQA Accreditation and the California 
Managed Care Accountability Set quality indicators. 
 

C. Policies and Procedures  
 

SFHP reviews and updates all of its quality and clinical policies and procedures (Utilization Management, 
Care Coordination, Pharmacy, Quality Improvement, Health Education, Cultural and Linguistic Services) 
biennially at a minimum.  Clinical policies and procedures are also updated on an as‐needed basis to 
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reflect changes in federal and state statutory and regulatory requirements and/or NCQA standards.  QIC 
and SFHP’s internal Policy and Compliance Committee approve new and updated policies and 
procedures. 
 

5. QI Program 
San Francisco Health Plan evaluates the overall effectiveness of the Quality Improvement Program 
through an annual evaluation process that results in a written report which is approved by the CMO, 
QIC, and Governing Board and then submitted to DHCS.  
 

A. QI Work Plan 

Results of the annual evaluation described above, in combination with information and priorities 
determined by the Health Services leadership and staff, are reviewed and analyzed in order to develop 
an annual QI Work Plan (see Appendix A).  This comprehensive set of measures and indicators is divided 
into six domains:  
 

1. Managing Members with Emerging Risk 

2. Patient Safety or Outcomes Across Settings 

3. Keeping Members Healthy 

4. Quality of Service and Access to Care  

5. Utilization of Services  

6. Managing Multiple Chronic Illnesses 

 

The QI Work Plan also includes a summary of Quality Improvement Committee Activities and updates 

are communicated to QIC via a scorecard each quarter. 

B. QI Program Evaluation 

Measures completed within the evaluation timeline are included in the evaluation for that calendar 
year. Measure completion is determined by the staff responsible for the measure and is indicated by 
either completion of planned activities, achievement of the stated target, or receipt of the required data 
for evaluation.  Measure timelines are determined by the activities and the data frequency and can be 
longer than a single calendar year.  Each measure’s timeline is indicated in the Work Plan found in 
Appendix A. The evaluation includes an executive summary and a summary of quality indicators, 
identifying significant trends and areas for improvement. Each measure included in the evaluation 
includes the following elements: 
 

 Brief description of the QI activity/intervention and how it aims to improve the domain in which 
it is included 

 Measure target of the QI activity/intervention 

 Measure definition 

 Measure results, trended over at least three years when available 

 Barriers that affected the effectiveness of the activity/intervention 

 Recommended interventions/actions to overcome barriers in the following year  
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6. QI Activities 
 

A. Managing Members with Emerging Risk 

The domain of Managing Members with Emerging Risk involves QI activities related to clinical outcomes 
related to chronic condition care management. 
 

i. Chronic Condition Management  

SFHP monitors and reports on a variety of HEDIS measures focused on recommended interventions for 
members with chronic conditions. These include: 
 

 Adherence to Antipsychotic Medications for Individuals with Schizophrenia 

 Antidepressant Medication Management 

 Asthma Medication Ratio 

 Comprehensive Diabetes Care 

 Concurrent Use of Opioids and Benzodiazepines 

 Controlling High Blood Pressure 

 Diabetes Screening for People with Schizophrenia or Bipolar Disorder Who Are Using 
Antipsychotic Medications 

 Follow‐Up After Emergency Department Visit for Mental Illness 

 Follow‐Up Care for Children Prescribed Attention‐Deficit/Hyperactivity Disorder (ADHD) 
Medications 

 Medical Assistance with Smoking and Tobacco Use Cessation 

 Metabolic Monitoring for Children and Adolescents on Antipsychotics 

 Pharmacotherapy Management of COPD Exacerbation 

 Statin Therapy for Patients with Cardiovascular Disease 

 Statin Therapy for Patients with Diabetes 

 Use of First‐Line Psychosocial Care For Care for Children and Adolescents on Antipsychotics 

 Use of Imaging Studies for Low Back Pain 

 Use of Opioids at High Dosage 

 Use of Opioids at High Dosage in Persons Without Cancer 

 Use of Opioids from Multiple Providers 
 

SFHP promotes chronic condition management guidelines to providers through the quarterly provider 
newsletter and by publishing guidelines on SFHP’s public website.  These guidelines include but are not 
limited to: 
 

 American Diabetes Association: Clinical Practice Guidelines 

 Institute for Clinical Systems Improvement Guidelines 

 SFDPH Asthma Home Visiting Program and Resources 

 JNC8 Guidelines for Hypertension 
 

B. Patient Safety or Outcomes Across Settings 

The domain of Patient Safety or Outcomes Across Settings involves QI activities related to clinical 
outcomes related to preventing adverse health outcomes. 
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i. Patient Safety  

SFHP is committed to the safety of its members. Current patient safety initiatives include the following: 

Medication Therapy Management (MTM) Program – SFHP Clinical Pharmacists review medication 
needs for members identified by the Care Management program as per Enhanced Care Management 
(ECM) and NCQA requirements. The goal is to optimize medication regimens by promoting safe and 
effective use of medications. Achieving this goal and completing interventions is a multidisciplinary 
effort between Pharmacy services, the Care Management and Care Transitions team, Senior Medical 
Director, and primary care (including ECM) providers. Educational medication resources for targeted 
members will also increase adherence and knowledge of their drug regimen. The MTM program is 
currently expanding to target additional populations of focus under CalAIM, including long term care 
and others, as well as support improvement of targeted quality measures via the Medication Adherence 
Program. 

SFHP Pain Management Program – SFHP conducts trainings for providers and clinic staff on multiple 
aspects of pain management, including safe opioid prescribing.  SFHP works with external and internal 
experts to provide clinical and non‐clinical pain management resources to the community.  SFHP’s pay‐
for‐performance program (PIP) also supports best practices in opioid prescribing and pain management.  
SFHP has an internal Pain and Opioid Workgroup and pain management is discussed at SFHP’s Pharmacy 
& Therapeutics Committee. 
 
Potential Quality Issues (PQIs) – SFHP Clinical Operations, Care Management, and Pharmacy staff are 
trained to identify PQIs and refer them to the Quality Review Nurse.  SFHP defines a Potential Quality 
Issue (PQI) as an identified adverse variation from expected clinical standard of care that may present 
potential or real harm to SFHP members and requires further investigation. SFHP ensures that PQIs are 
initially evaluated by the Quality Review Nurse for clinical review of elements meeting an acceptable 
standard of care and presents to the SFHP Medical Director to review investigation results and 
determine if a clinical quality issue is evident, which may result in corrective action plans and referral to 
Provider Advisory Committee (PAC) for peer review and next step recommendations. 
 

C. Keeping Members Healthy  

The domain of Keeping Members Healthy involves QI activities related to clinical outcomes related to 
disease prevention. 
 

i. Preventive Care  

SFHP monitors and reports on a subset of U.S. Preventive Services Task Force (USPSTF) clinical 
recommendations and preventive service guidelines as well as other preventive service HEDIS and CMS 
measures.  These include: 
 

 Adolescent Immunization Status 

 Ambulatory Care 

 Appropriate Testing for Pharyngitis 

 Appropriate Treatment Upper Respiratory Infection 

 Avoidance of Antibiotic Treatment for Acute Bronchitis/Bronchiolitis 

 Breast Cancer Screening 

 Cervical Cancer Screening 
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 Childhood Immunization Status 

 Chlamydia Screening in Women 

 Contraceptive Care: All Women Ages 15‐44 

 Contraceptive Care: Postpartum Women Ages 15‐44 

 Screening for Depression and Follow‐Up Plan 

 Developmental Screening in The First Three Years of Life 

 Prenatal and Postpartum Care 

 Weight Assessment and Counseling for Nutrition and Physical Activity for Children and 
Adolescents 

 Well‐Child Visits in the First 30 Months of Life 
 Child and Adolescent Well‐Care Visits 

 

SFHP promotes pediatric and adult preventative health care guidelines to providers through the monthly 
provider newsletter and by publishing links to established guidelines on SFHP’s public website.  These 
guidelines include: 
 

 Recommended immunization schedules (e.g. HPV, Influenza) 

 Recommended screenings (e.g. Initial Health Assessment, Colon Cancer) 

 Pediatric laboratory/diagnostic studies (e.g. Newborn Blood Screening) 

 Recommended counseling (e.g. violence, tobacco use/cessation) 
 
To encourage members to receive high priority services, SFHP offers a $50 incentive to eligible members 
for completing well‐child visits. 
 

ii. DHCS Performance Improvement Projects (PIP) 

SFHP implements DHCS PIPs at any given time.  PIP measures aim to understand key drivers of poor 
performance and conduct improvement activities based on the key drivers.  One of SFHP’s PIPs for 2019‐
2021 targets the large disparities in breast cancer screening rates seen among the SFHP member 
population by race/ethnicity. SFHP aims to improve the rate of African American members who receive 
a breast cancer screening within the HEDIS timeframe. The second PIP aims to improve the rate of well‐
child visits for infants up to the age of fifteen months. Due to COVID related delays, the two DHCS PIPs 
will continue through 2023. 
 

iii. Health Education  

SFHP ensures that members have access to low‐literacy health education and self‐management 
resources in all threshold languages mandated by DMHC and DHCS.  These resources are available on 
the SFHP website, and through SFHP providers.  Select materials are also mailed to members as part of 
SFHP’s population health campaigns. 
 
Health topics covered by these tools and fact sheets include smoking and tobacco use cessation, 
encouraging physical activity, healthy eating, managing stress, asthma and diabetes control, parenting, 
and perinatal care, among others.  SFHP’s member newsletter, “Your Health Matters," features 
emerging health education topics prioritized by SFHP’s clinical leadership.  In addition, the SFHP website 
includes a sortable listing of free group wellness classes offered by SFHP’s provider network on a variety 
of topics. 
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SFHP’s member portal prompts members to complete the Health Trio Health Appraisal tool to identify 
risk factors and health concerns.  Based on the Health Appraisal results, members are provided with a 
risk and wellness profile, along with prevention strategies.  In addition, the Health Trio online platform 
provides members with access to dynamic and evidence‐based self‐management tools based on their 
individual areas of risk or interest.  These include topics such as healthy weight, healthy eating, 
promotion of physical activity, managing stress, tobacco use cessation, avoiding at‐risk drinking, and 
identifying symptoms of depression.  
 

D. Quality of Service and Access to Care 
The domain of Quality of Service and Access to Care incorporates all aspects of the services provided to 
members including customer service, language access, appointment access, and wait times.  
 

i. Monitoring Member Access 

SFHP monitors members’ access to care, following regulations delineated by DMHC and DHCS as well as 
accreditation standards set by NCQA.  DMHC monitoring requirements are met by the annual Timely 
Access Regulations submission in March.  DHCS monitoring requirements are met via the annual 
contract oversight audit performed by DHCS.  These access monitoring measures, among others, are 
reviewed quarterly by SFHP’s Access Compliance Committee.  Based on monitoring and survey results, 
the committee identifies issues and requests a response when performance thresholds are not met. 
Data are comprehensive, addressing core areas such as member and provider experience with access, 
appointment availability, after hours care, wait times, as well as indicators of network adequacy to meet 
members’ needs.  
 

ii. Financial Incentives to Support Improvement 

The Practice Improvement Program (PIP) is SFHP’s pay‐for‐performance program.  PIP incentive funds 
are sourced from approximately an 18.5% withholding of provider payments.  Providers are eligible to 
earn 100% of these funds back if they meet program requirements.  Supporting the goals of the triple 
aim, PIP has four domains: Clinical Quality, Patient Experience, Systems Improvement, and Data Quality.  
Participants have opportunities to gain incentive funds both from meeting benchmarks and from 
relative improvement. Unearned funds are reserved to support improvement of performance measures 
via technical assistance and provider‐level grants. 
 
In addition to the pay‐for‐performance program, SFHP’s governing board caps financial reserves equal to 
two months of member capitation.  Reserves in excess of these amounts are allocated to the Strategic 
Use of Reserves (SUR).  SFHP then reviews quality indicators (HEDIS, CAHPS, utilization, etc.) and 
recommends projects to improve quality for SFHP members, using funds from SUR.   

iii. Provider Satisfaction 

On an annual basis, SFHP conducts a Provider Satisfaction Survey to gather information about 
network‐wide provider issues and concerns with SFHP’s services.  The survey targets primary care and 
specialty care providers, ancillary providers, and office staff.  It measures their satisfaction with the 
following SFHP functions: 
 

 Telehealth Services 

 Utilization Management 
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 Care Management 

 Network/Coordination of Care 

 Timely Access to Health Care Services 

 Pharmacy 

 Health Plan Customer Service Staff 

 Provider Relations 

 Ancillary Provider Network  

 Member Incentives 
 
Results are distributed to the impacted SFHP departments and the QIC to identify and implement 
improvement activities.  Applicable improvements are integrated into QI Program activities.   
 

iv. Provider Credentialing   

SFHP ensures that health care practitioners and organizational providers are qualified to perform the 
services for which they are contracted  by credentialing, re‐credentialing, screening and enrolling all 
network providers. This process includes: 
 

 Bi‐annual review of credentialing policies and procedures for compliance with legislative and 
regulatory mandates, contractual obligations, and NCQA standards 

 Peer review of credentialing and re‐credentialing recommendations, potential quality of care 
issues, and disciplinary actions through the Physician Advisory Committee (PAC) 

 Providing a mechanism for due process for practitioners who are subject to adverse actions 

 Reviewing licensing and accreditation documentation of organizational providers, or reviewing 
for compliance with industry standards 

 Conducting ongoing provider monitoring through the Medical Board of California and other 
licensing organizations, List of Excluded Individuals/Entities (LEIE), DHCS’ Suspend & Ineligible 
List (S&I), the System for Award Management (SAM), National Plan and Provider Enumeration 
System (NPPES), the Social Security Death Master File (SSADMF), and the Restricted Provider 
Database (RPD). 

 

v. Member Grievances and Appeals 

SFHP ensures that member grievances and appeals are managed in accordance with Managed Care, 
Medi‐Cal, and NCQA standards.  SFHP manages and tracks complaints and grievances and provides a 
quarterly analysis, identifying trends and addressing patterns when evident, to the QIC.  To identify 
patterns and trends in grievances, grievance reports are generated to report rates by line of business, 
medical group, and grievance category.  When a grievance pattern has been identified, SFHP works with 
clinics or medical groups to develop strategies for improvement or request corrective action as 
appropriate.  SFHP’s Utilization Management Committee (UMC) reviews all member appeals for issues 
and trends. 
 

vi. Member Rights and Responsibilities   

SFHP works to ensure that members are aware of their rights and responsibilities.  This includes the 
annual review, revision, and distribution of SFHP’s statement of member rights and responsibilities to all 
members and providers for compliance with SFHP standards and legislative mandates.  SFHP’s member 
rights and responsibilities are available in the Medi‐Cal Member Handbook, Medi‐Cal Member 
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Guidebook, Healthy Workers HMO Evidence of Coverage and Disclosure Form, and Healthy Workers 
HMO Member Guidebook. Members  can also view their rights and responsibilities on SFHP’s public‐
facing website. Providers are able to view the member rights and responsibilities in SFHP’s Provider 
Manual. SFHP also implements specific policies that address the member rights to confidentiality and 
minor’s rights.  SFHP conducts a review of grievance and appeal policies and procedures to ensure 
compliance with SFHP standards, legislative mandates, DHCS contractual obligations, and NCQA 
standards, at least once every other year.  In addition, SFHP analyzes member grievances and appeals 
that specifically concern member rights and responsibilities. 
 

vii. Cultural and Linguistically‐Appropriate Services and Anti‐Discrimination Procedures 

SFHP’s Cultural and Linguistic Services program is informed by regular assessment of the cultural and 
linguistic needs of its members via the DHCS Population Needs Assessment (PNA) and NCQA Population 
Assessnent: Cultural, Ethnic, Racial and Linguistic Needs of SFHP Members and Practitioner Availability 
(NET 1 A).  All SFHP member materials are available in Medi‐Cal threshold languages.  All SFHP health 
education materials are written at a sixth‐grade reading level. Alternative formats for member 
materials, such as large text and braille, are available to members upon request.  
 
All non‐English monolingual and Limited English Proficient (LEP) SFHP members have access to 
confidential, no‐cost linguistic services at all SFHP and medical points of contact.  SFHP informs 
members about the availability of linguistic services through its Member Handbook, Evidence of 
Coverage, member newsletters and through other member contacts.  The SFHP identification card also 
indicates the right to interpreter services.  Linguistic services may be provided by bilingual providers and 
staff, or via interpreter services.  Interpreter services are provided by a face‐to‐face interpreter, 
telephone language line, or Video Monitoring Interpretation (VMI).  Interpreter services include sign 
language interpreters and/or TTY/TDD.  
 
Most SFHP members have the option to select a primary care provider that speaks their preferred 
language.  The SFHP Provider Directory indicates languages spoken at clinic sites.   
 
SFHP contracts the responsibility for providing interpreter services at all medical points of contact to its 
medical groups.  All medical groups must have language access policies and procedures that are 
consistent with SFHP's policy and meet all legal and regulatory requirements.  The SFHP Program 
Manager, Population Health, conducts an audit of linguistic services, provider participation in cultural 
awareness training, and anti‐discrimination policies as part of the annual Medical Group Compliance 
Audit.  The Program Manager, Population Health, also assists in addressing grievances related to cultural 
and linguistic issues and discrimination at both medical and non‐medical points of contact, systemically 
investigating and intervening as needed.  In addition, SFHP publishes anti‐discrimination notices on 
member and provider‐facing materials, including Evidence of Coverage and Provider Network 
Operations Manual. 
 

E. Utilization of Services  
The domain of Utilization of Services addresses quality of care through the lens of appropriate utilization 
(i.e. monitoring and improving both overused and underused services). 
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i.  Over and Under Utilization of Services  

SFHP monitors and evaluates outpatient, inpatient, emergency department, and ancillary services, 
through monthly reviews of service utilization data. The intent of the reviews is to identify patterns of 
under and overutilization of services and address any outlier patterns by creating actionable steps to 
promote evidence‐based, medically appropriate service utilization. Service utilization monitoring is 
reviewed through a UM trending report providing national and state benchmarks for: 
 

 Ambulatory Care – Emergency Dept Visits 

 Inpatient Utilization – Acute Care – Total Inpatient Average Length of Stay (ALOS) 

 Inpatient Utilization – Acute Care – Total Inpatient Days/1000 MM 

 Plan all Cause Readmission Rates 
 
Service utilization patterns are shared with internal leadership, as well as, with external leadership in 
SFHP’s provider network. Adverse patterns are discussed with SFHP’s internal and external leadership 
for root‐cause identification, and if needed, corrective action plans are developed. 
 

ii. Pharmacy Services Drug Utilization Review (DUR) 

The DUR program consists of a Retrospective DUR Program and an Educational Program promoting 
optimal medication use to prescribers, pharmacists, and members. The SFHP DUR Program coordinates 
with the Medi‐Cal DUR Board and the Medi‐Cal Pharmacy Benefit Manager on retrospective DUR and 
educational activities for the Med‐Cal line of business. The Pharmacy DUR Program activities may focus 
on identifying medication use patterns to reduce fraud, abuse, and waste, inappropriate, unsafe or 
unnecessary care and develop education programs to optimize medication use. 
 

 Retrospective DUR Program consists of reporting and analysis for prescription claims data and 
other records to identify patterns of fraud, abuse, gross overuse, inappropriate or medically 
unnecessary care and other aspects of optimizing medication use.  Drug utilization reports 
evaluate prescribing trends and potential over and under use and potential outlier cases. 
Utilization reports may include member adherence reports, controlled substance utilization 
reports, pharmacy outlier reports, etc.  

 

 Educational Program consists of verbal and written communication outreach activities 
developed by the Medi‐Cal DUR team and by SFHP to educate prescribers, pharmacists and 
members on common drug therapy problems with the aim of improving prescribing and 
dispensing practices.  

 

F. Managing Multiple Chronic Illnesses 

The Managing Multiple Chronic Illnesses domain encompasses QI activities that improve coordination 
across multiple providers and facilities and focuses on members with more complex medical and 
psychosocial needs. 
 

i. Care Management Programs 

SFHP’s Care Management department administers case management programs aimed at improving care 
for members who may be high risk, high‐utilizing, and/or experiencing challenges when trying to 
effectively engage the health care system.  Care Management provides a wide range of services from 
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basic telephonic care coordination to intensive, in‐person case management.  The goals of Care 
Management’s programs are to improve member health, support members’ self‐management of 
chronic conditions, improve connection with and utilization of primary care, and reduce inpatient 
admissions and ED visits.  As part of these goals, the program works to address social determinants of 
health and psychosocial stability (e.g. housing, access to healthy food, clothing, and in‐home supportive 
services) when needed.  All programs include comprehensive assessments and member‐driven care 
plans.  Through a collaborative process with primary care providers, behavioral health providers, 
community agencies, and the member, Care Management staff work to improve coordination of 
services.  Staff identify and address barriers to care and enhance and support members’ self‐care 
knowledge and skills. As of January 1st 2022 SFHP launched the Enhanced Care Management (ECM) 
program, an initiative under CalAIM. ECM is a whole‐person, interdisciplinary approach to care that 
addresses the clinical and non‐clinical needs of high‐need and/or high‐cost members through systematic 
coordination of services nand comprehensive care management that is community‐based, 
interdisciplinary, high‐touch, and person centered. 

 

ii. Care Coordination with External Agencies 

SFHP’s Care Management and Utilization Management teams ensure coordination of care for members 
per Medi‐Cal contractual requirements.  These coordination activities include executed MOUs with key 
agencies such as California Children Services (CCS), Golden Gate Regional Services (GGRC), Early Start 
(ES) and Community Behavioral Health Services (BHS) that outline coordination activities.  These 
coordination activities are designed to ensure members are aware of non‐plan benefits and programs 
available to them and confirm coordination of care across agencies and services.  Through collaboration 
with the Department of Homelessness and Supportive Housing, supportive housing providers, and 
various community partners, SFHP enhances the scope of care coordination to create a more unified 
and effective service system. 
 

iii. Children and Transitional Aged Youth 

The Children and Transitional Aged Youth (CATY) care coordination program is designed to serve SFHP 
members aged 0‐21 and their families and/or caregivers.  Evidence‐based assessment tools, consent 
documents, and care plan goals and interventions have been developed to meet the needs of this 
population.  This program has specific workflows outlining program eligibility, policies, procedures, and 
outcome metrics.  Dedicated Care Management staff have been hired and trained on workflows and 
California consent laws and policies pertaining to case management with children and transitional aged 
youth. 
 

iv. Health Risk Assessment (HRA) 

All new Seniors and Persons with Disabilities (SPDs) members complete Health Risk Assessments.  
Members are then reassessed annually.  Members are stratified as either high or low risk based on their 
responses to the HRA questionnaire or the reassessment report data.  Members who are high risk 
receive outreach both by phone and mail, while low risk members receive outreach by mail.  HRA 
telephonic care management is provided for 30 days to members who receive services within the non‐
delegated medical groups (San Francisco Health Network, Community Clinic Network and UCSF Medical 
Group). Members receiving care within delegated medical groups in the network receive follow‐up from 
their assigned medical group. 
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G. Delegation Oversight 
 

i. Standards and Process for Delegated Medical Groups  

SFHP oversees functions and responsibilities delegated to subcontracted medical groups, health plans 
and behavioral health organizations (Delegated Entities). These Delegated Entities must comply with 
laws and regulations stated in 42 CFR 438.230 and Title 22 CCR § 53867, the DHCS contract, and NCQA 
Health Plan Standards. SFHP ensures that delegated functions are in compliance with these laws, 
regulations, and standards through an annual audit process and monthly and quarterly monitoring 
activities. 
 
As a prerequisite to enter into a delegation agreement, SFHP conducts a pre‐delegation audit of the 
prospect’s delegated functions. Subject to approval from the Provider Network Oversight Committee, 
SFHP may waive the pre‐delegation audit in lieu of current and in good standing documented evidence 
of NCQA Accreditation or Certification.    
 
Once the pre‐delegation audit is complete, a Delegation Agreement and Responsibilities and Reporting 
Requirements (R3) Grid is executed. The R3 Grid describes the specific responsibilities that are being 
delegated, and provides the basis for oversight. The R3 Grid indicates which activities are to be 
evaluated through annual audits, and which activities are to be evaluated through more frequent 
monitoring. 
 
Six to twelve months post execution of the Delegation Agreement, SFHP conducts an audit of all 
delegated functions. The audit scope and review period are determined by the Provider Network 
Oversight Committee.   
 
Delegated Entities are required to demonstrate compliance with applicable requirements and standards 
by achieving a passing score of 95%. A Corrective Action Plan (CAP) is required if: 
 

 A critical element is missed. 

 The overall audit score is below 95%. 

 There are inappropriate UM denials. 

 There are incorrectly paid or denied claims. 

 
Audit results are communicated to the Delegated Entity within 60 days from the completion of the 
audit.  When a CAP is submitted by the Delegated Entity, the SFHP Delegate Oversight team will 
evaluate the response and issue either an approval or a request for additional information.  
 
Annually, the Provider Network Oversight Committee, the UM Committee, and the Quality 
Improvement Committee review a summary of delegated groups audit results, provide feedback or 
request additional information or corrections from the delegate as needed. 
 

ii. Delegated Functions  

Credentialing – The following groups are delegated to conduct credentialing activities on behalf of the 
plan: 

 American Specialty Health 
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 Beacon Health Options 

 Brown and Toland 

 Chinese Community Health Care Association 

 Hill Physicians Medical Group 

 Jade HealthCare Medical Group 

 Kaiser Foundation Health Plan 

 North East Medical Services 

 San Francisco Health Network  

 University of California, San Francisco Medical Center (UCSF) 

 Teladoc  
 

Utilization Management – The following groups are delegated to conduct UM activities on behalf of the 
Plan:  

 American Specialty Health 

 Beacon Health Options 

 Brown and Toland 

 Chinese Community Health Care Association 

 Hill Physicians Medical Group 

 Jade HealthCare Medical Group 

 Kaiser Foundation Health Plan 

 North East Medical Services 

 San Francisco Behavioral Health Services 
 

Pharmacy Services – Kaiser Health Plan Foundation and Magellan are delegated to manage 
pharmaceutical services on SFHP’s behalf. 

 
Complex Case Management –The following groups are delegated to conduct Complex Case 
Management on behalf of the plan:  

 Brown and Toland 

 Chinese Community Health Care Association 

 Hill Physicians Medical Group 

 Jade HealthCare Medical Group 

 North East Medical Services 

 Kaiser Foundation Health Plan 
 

Non‐Specialty Mental Health – Kaiser Foundation Health Plan is delegated to provide behavioral health 
services to all of its SFHP Medi‐Cal members.  Beacon Health Options provides non‐specialty mental 
health services to all other SFHP Medi‐Cal members.  Community Behavioral Health Services (BHS) 
provides all non‐specialty and specialty behavioral services to SFHP Healthy Workers members. 

 
Quality Management – Kaiser Foundation Health Plan and Beacon Health Options are delegated for QI. 
 
Member Appeals and Grievances  – Kaiser Foundation Health Plan and Beacon Health Options are 
delegated for Appeals and Grievances. 
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Reviewed & Approved by: 
 
 
Interim Chief Medical Officer:  Eddy Ang, MD, MPH    Date: 12/2/2022 
 
Quality Improvement Committee Review Date:  12/8/2022 
 
Board of Directors Review Date: 1/4/2023 
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Appendix A: Work Plan 

Keeping Members Healthy 

Measure 
Name 

Numerator  Denominator  Target  Title  Activities 
Date Activities 

to be 
Completed 

Breast Cancer 
Screening 

Total number of African 
American members 
who have had a 
mammogram 

Total number of 
African American 
members 52‐74 
years of age 

50.0%  Program 
Manager, 
Population 
Health 

 Provide  patient navigation services through Rafiki Coalition for Black/African American members due for a breast 
cancer screening. 

 Provide Health Education materials to Black/African American SFHP members.  

 Incentivize providers through inclusion of breast cancer screening improvement indicator in SFHP’s pay‐for‐
performance program. 

6/30/2023 

Well Child 
Visits In the 
First 15 
Months 

Total number of 
members age zero to 
15 months who receive 
six well‐child visits 

Total number of 
members age 0 
to 15 months 

55.72%  Supervisor, 
Quality 
Inprovement 

 Promote well‐child visits for members age zero to 15 months through a member incentive gift card.  
 Partner with local community‐based organizations including the Office of Early Childhood to pilot a Well Child 

screening program to educate members and facilitate connection to care.  
 Incentivize providers through inclusion of well‐child screening improvement indicator in SFHP’s pay‐for‐

performance program. 

9/30/2023 

Well Child 
Visits in the 
First 15‐30 
Months 

Total number of 
members age 15 to 30 
months who receive 
two well‐child visits 

Total number of 
members age 15 
to 30 months 

72.24%  Supervisor, 
Quality 
Inprovement 

 Partner with local community‐based organizations including the Office of Early Childhood to pilot a Well Child 
screening program to educate members and facilitate connection to care.  

 Incentivize providers through inclusion of well‐child screening improvement indicator in SFHP’s pay‐for‐
performance program. 

9/30/2023 
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Managing Members with Emerging Risk 

Measure 
Name 

Numerator  Denominator  Target  Title  Activities 
Date 

Activities to 
be Completed 

Asthma 
Medication 
Ratio 

Members 5–64 years of 
age who were identified 
as having persistent 
asthma and had a ratio of 
controller medications to 
total asthma medications 
of 0.50 

Members 5–64 
years of age who 
were identified as 
having persistent 
asthma 

59.94%  Clinical 
Pharmacist 

 Inform providers of the identified at‐risk populations. 

 Update member education for members with asthma, integrating the newest guidelines. 

 Host a training with SFHP Care Management staff focused on asthma treatment and place in therapy of 
rescue versus maintenance inhalers. 

 Enroll eligible and at‐risk members Comprehensive Care Management, Enhanced Care Management, or 
Medication Therapy Management. 

6/30/2023 

Percentage of 
Members 
completing 
Hepatitis C 
Treatment 

Total number of 
members with any past 
history of Hepatitis C 
infection who have 
completed the Hepatitis C 
treatment regimen 

Total number of 
members with 
any past history 
of Hepatitis C 
diagnosis 

40.0%  Clinical 
Pharmacist 

 Use reporting to develop a profile (age, ethnicity, gender, location) for members not yet treated for Hepatitis 
C. 

 Outreach to SFHP primary care providers and gather any information on treatment hesitancy or failure that 
they can provide for their patients. 

 Continue to provide treatment support through SFHP’s Care Transitions programs. 

 Work with local community group EndHepC to receive feedback from SFHP clinicians providing Hepatitis C 
care and treatment. 

6/30/2023 

Diabetes Care 
– HbA1c in 
Poor Control 

Total members 18–75 
years of age with 
diabetes who have their 
most recent HbA1c level 
is >9.0% or is missing a 
result, or if an HbA1c test 
was not done during the 
measurement year 

Total members 
18–75 years of 
age with diabetes  

30.90%  Supervisor, 
Quality 
Inprovement 

 Promote screening for members diabetes through member incentives. 

 Conduct Drug Utilization Review with members with diabetes prescribed multiple diabetes medications.  

 Enroll members with diabetes into the Medically Tailored Meals program administered by Project Open 
Hand. 

6/30/2023 
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Measure 
Name 

Numerator  Denominator  Target  Title  Activities 
Date 

Activities to 
be Completed 

Diabetes Care 
– Eye Exams 

Total members 18–75 
years of age with 
diabetes who have had a 
retinal eye exam 

Total members 
18–75 years of 
age with diabetes 

56.51%  Supervisor, 
Quality 
Inprovement 

 Promote screening and care visits for members with diabetes through a member incentive gift card. 

 Enroll members with diabetes into the Medically Tailored Meals program administered by Project Open 
Hand. 

 Conduct Drug Utilization Review with members with diabetes prescribed multiple diabetes medications. 

6/30/2023 

Project Open 
Hand Member 
Satisfaction 

Members with diabetes, 
pre‐diabetes, chronic 
kidney disease, end stage 
renal disease, long Covid, 
acute hospital discharge 
requiring nutritional 
support, and members 
with other complex 
chronic conditions 
needing nutritional 
support, enrolled in the 
program who found the 
Project Open Hand 
program helpful 

Members with 
diabetes, pre‐
diabetes, chronic 
kidney disease, 
end stage renal 
disease, long 
Covid, acute 
hospital discharge 
requiring 
nutritional 
support, and 
members with 
other complex 
chronic conditions 
needing 
nutritional 
support, enrolled 
in the program 
who complete the 
Project Open 
Hand client 
survey 

96.0%  Social 
Determinants 
of Health 
Program 
Manager 

 Partner with Project Open Hand, a community organization which will deliver medically tailored meals 
and/or groceries to SFHP members with chronic conditions and evaluate members’ food needs through 
appointments with dieticians. 

9/30/2023 

Prenatal Care 
for Black & 
Native 
American 
Members 

Total number of birthing 
members who are Black 
or Native American who 
have received a prenatal 
care visit in the first 
trimester or within 42 
days of enrollment with 
SFHP 

Total number of 
birthing members 
who are Black or 
Native American 

95.86%  Program 
Manager, 
Population 
Health 

 Enroll and credential doulas that represent SFHP’s diverse population  

 Conduct mail campaign to African American and Native American female identifying members ages 18‐45 to 
encourage them to ask their PCP to submit a recommendation for a doula on their behalf. 

 Incentivize perinatal visits for through a member incentive gift card. 

 Promote prenatal care visits through a reproductive health mail campaign. 

 Operationalize Comprehensive Perinatal Services through development of a plan program charter. 

 Develop provider incentive to encourage in SFHP’s Pay for Performance PIP increase in maternity care visits 
and share data. 

9/30/2023 
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Measure 
Name 

Numerator  Denominator  Target  Title  Activities 
Date 

Activities to 
be Completed 

Postpartum 
Care for Black 
& Native 
American 
Members 

Total number of birthing 
members who are Black 
or Native American who 
have received a 
postpartum care visit 
between seven and 84 
days after delivery 

Total number of 
birthing members 
who are Black or 
Native American 

60.14%  Program 
Manager, 
Population 
Health 

 Enroll and credential doulas that represent SFHP’s diverse population  

 Conduct mail campaign to African American and Native American female identifying members ages 18‐45 to 
encourage them to ask their PCP to submit a recommendation for a doula on their behalf. 

 Incentivize perinatal visits for through a member incentive gift card. 

 Promote postpartum care visits through a reproductive health mail campaign. 

 Operationalize Comprehensive Perinatal Services through development of a plan program charter. 

 Develop provider incentive to encourage in SFHP’s Pay for Performance PIP increase in maternity care visits 
and share data. 

9/30/2023 

Postpartum 
Depression 
Follow‐Up for 
Black & Native 
American 
Members 

Total number of Black & 
Native American 
members who have 
screened positive for 
depression who have 
received follow‐up care 

Total number of 
Black & Native 
American 
members who 
have screened 
positive for 
depression 

38.89%  Manager, 
Behavioral 
Health 

 Collaborate with Beacon Health Options to pilot a maternal mental health clinical program tailored to the 
specific needs of Black and Native American members SFHP members. 

 Partner with local community‐based organizations to educate members and facilitate connection to care. 

 Enroll and credential doulas that represent SFHP’s diverse population 

9/30/2023 

 

 

 

 

 

 

 

 

Managing Multiple Chronic Illnesses 
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Measure 
Name 

Numerator  Denominator  Target  Title  Activities 

Date 
Activities to 

be 
Completed 

Care 
Management 
Follow Up On 
Clinical 
Depression 

Total clients 18 years or older 
screened positive for clinical 
depression with Patient Health 
Questionnaire‐9 with a "Connect 
to Behavioral Health" care plan 
goal 

Total Care Management 
clients 18 years or older 
screened positive for 
clinical depression with 
Patient Health 
Questionnaire‐9 

90.0%  Director, Care 
Management 

 Train staff in mental health, particularly on severe mental illness (SMI) and community 
resources, in order to ensure that staff is equipped to identify signs and symptoms of clinical 
depression, address client safety including connection to behavioral health services. 

 Clinical Supervisors to review CM dashboard monthly with staff and to coach staff to ensure 
members are screened and receive appropriate follow up. 

 Coach and conduct role‐playing activities to reduce the rate of members declining PHQ‐9 
screening. 

 Clinical Supervisors to conduct audits every four months to ensure best practices and 
regulatory requirements are met. 

 Complete quarterly staff self‐audits which will enable Coordinators to identify and remedy any 
gaps in the member’s care plan including completing the PHQ‐9 screening when indicated.  

6/30/2023 

Care 
Management 
Client 
Perception Of 
Health 

Total clients who responded to 
self‐reported health question of 
SF‐12 on both the intake and 
closing assessments and: 
‐ Increased at least one box in 
rating their health if "Poor" or 
"Fair" indicated 
‐ Maintained or increased at 
least one box in rating their 
health if "Good", "Very Good", 
or "Excellent" indicated 

Total Care Management 
clients who responded 
to self‐reported health 
question of SF‐12 on 
both the intake and 
closing assessments 

60.0%  Director , Care 
Management 

 Clinical Supervisors and Medical Director coaching the CM Nurses and Community 
Coordinators to assess for client barriers and gaps in health education and connection to PCP. 

 Develop a two year training syllabus for the team, to include trainings on subjects the team 
have identified gaps in and areas management feel would benefit the team in their ongoing 
work with members. 

 Utilization of Milliman Care Guidelines condition specific assessments and health education 
materials by CM Nurses. 

 
 
   

6/30/2023 

Care 
Management 
Client 
Satisfaction 

Number of  satisfaction survey 
respondents who respond “Yes” 
to Question 2: Has the Care 
Management program helped 
you reach your health goals? 
and  who respond “Always” or 
“Often" to Question 6: After 
receiving information from the 
Care Management staff, I feel 
confident I can take the actions 
needed to maintain or improve 
my health. 

Total Care Management 
clients who responded 
to the Care 
Management 
satisfaction survey 

80.0%  Director , Care 
Management 

 Maintain a process to triage members into longer‐term case management programs when 
requested by member or indicated by member’s self‐efficacy skills. 

 CM staff completes a six month reassessment and review of care plan including goals with 
member 

 Provide more thorough life skills, health education and training to members as it pertained to 
their health maintenance. 

 Improve communication of care plan goal progress between Care Management staff and 
members. 

 

6/30/2023 

 
Patient Safety or Outcomes Across Settings 
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Measure Name  Numerator  Denominator  Target  Title  Activities 
Date 

Activities to 
be Completed 

Medication 
Therapy 
Management 
Follow‐Up Care 

Total number of SFHP members with a 
completed medication reconciliation who 
received follow‐up care defined as: at least one 
filled prescription within 90 days and a visit 
with their provider within 30 days of receiving 
medication therapy management service 

Total number of SFHP 
members with a completed 
medication therapy 
management service 

70.0%  Clinical 
Pharmacist 

 Monitor the pharmacist resource requirements needed to support the 
population of members engaged in Care Management. 

 Assess for additional efficiencies in workflow and member assessment 
configurations. 

 Continue reviewing members in the initial assessment process which 
recommends an MTM assessment and establishes the denominator 
population for this measure.  

 Expand Medication Therapy Management to include members not 
engaged in Care Management. These members may include those with 
multiple providers, with ten or more prescriptions, and/or members 
utilizing multiple pharmacies. 

9/30/2023 

Opioid Safety ‐ 
Buprenorphine 
Prescription 

Total number of SFHP members with Opioid 
Use Disorder with at least one buprenorphine 
prescription in the last year 

Total number of SFHP 
members with Opioid Use 
Disorder 

30.0%  Clinical 
Pharmacist 

 Collaboration with methadone clinic providers in order to better support 
the use of Medication Assisted Therapy. 

 Disseminate educational material to members on Medication Assisted 
Therapy options. 

 Monitor buprenorphine adherence using the repository. 

 Outreach to members with buprenorphine single fills or their providers.  

6/30/2023 

High Dose 
Opioid  
Prescriptions 

Total number of SFHP members with an opioid 
prescription prescribed between 120‐500 
morphine milligram equivalents for at least one 
quarter in the last year who do not have a 
buprenorphine prescription in that quarter 

Total number of SFHP 
members with an opioid 
prescription  

4.0%  Clinical 
Pharmacist 

 Work with mental health and substance use specialist providers to create 
and distribute provider information on buprenorphine prescribing 

6/30/2023 

Follow‐Up 
After 
Emergency 
Department for 
Mental Health 

Members 13 years of age and older with a 
principal diagnosis of alcohol or other drug 
(AOD) abuse or dependence, who had a follow 
up visit for AOD within 30 days after ED visit 

ED visits for members 13 
years of age and older with a 
principal diagnosis of alcohol 
or other drug (AOD) abuse or 
dependence 

21.24%  Manager, 
Behavioral 
Health 

 Collaborate with SF County Behavioral Health Services and ZSFG’s 
Addiction Care Team to coordinate follow‐up care. 

 Collaborate with Beacon on activities and interventions including service 
promotion, in‐services for providers, member outreach, county 
engagement, and case management.  

 Provide Prop 56 funding to segments of the provider network to integrate 
medical mental health, and substance use services. 

 Incentivize providers through inclusion of follow‐up after hospital 
discharge improvement indicator in SFHP’s pay‐for‐performance program. 

6/30/2023 

Follow‐Up 
After 
Emergency 
Department for 
Mental Health 

Adults and children 6 years of age and older 
with a diagnosis of mental illness or intentional 
self‐harm and who received a follow‐up visit 
for mental illness within 30 days after ED visit 

ED visits for adults and 
children 6 years of age and 
older with a diagnosis of 
mental illness or intentional 
self‐harm 

54.51%  Manager, 
Behavioral 
Health 

 Collaborate with Beacon on activities and interventions including service 
promotion, in‐services for providers, member outreach, county 
engagement, and case management. 

 Provide Prop 56 funding to segments of the provider network to integrate 
medical mental health, and substance use services 

6/30/2023 
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Measure Name  Numerator  Denominator  Target  Title  Activities 
Date 

Activities to 
be Completed 

SFHN All Cause 
Readmission 

Acute inpatient and observation stays for 
members 18 years of age and older in the SFHN 
network that were followed by an unplanned 
acute readmission for any diagnosis within 30 
days and the predicted probability of an acute 
readmission 

Acute inpatient and 
observation stays for 
members 18 years of age and 
older in the SFHN network 

13.5%  Director, 
Clinical 
Operations 

 SFHP nursing staff to conduct discharge planning including coordinating 
aspects of member care including coordination and communication of 
members’ PCP follow‐up appointment and following up with the member 
to review the discharge instructions and ensure a follow up appointment is 
made prior to discharge. 

 Incentivize providers through inclusion of follow‐up after hospital 
discharge improvement indicator in SFHP’s pay‐for‐performance program. 

5/31/2023 

 
 
Quality of Service & Access to Care 

Measure Name  Numerator  Denominator  Target  Title  Activities 

Date 
Activities to 

be 
Completed 

Cultural & 
Linguistic 
Services: 
Provider 
Language Data 

Total number of practitioners who have 
voluntarily provided SFHP with their language 
proficiency 

Total number of active 
credentialed practitioners in 
network 

25.0% 
 

Program 
Manager, 
Population 
Health 

 Explore ways to collect information about languages in which a practitioner 
is fluent when communicating about medical care 

 Collect information about language services available through the practice  

 Publish individual practitioner languages in the provider directory  

 Publish language services available through the practice in the provider 
directory 

6/30/2023 
 

Cultural & 
Linguistic 
Services: 
Provider 
Race/Ethnicity 
Data 

Total number of practitioners who have 
voluntarily provided SFHP with their 
race/ethnicity 

Total number of active 
credentialed practitioners in 
network 

5.0%  Program 
Manager, 
Population 
Health 

 Explore ways to collect practitioner race/ethnicity data 

 Provide practitioner race/ethnicity on request and/or explore publishing 
practitioner race/ethnicity in the provider directory 

6/30/2023 
 

Routine 
Appointment 
Availability in 
Specialty Care 

Total number of specialists responding to PAAS 
with a routine appointment within 15 business 
days 

Total number of specialists 
responding to PAAS with a 
routine appointment 

59.9%  Supervisor, 
Quality 
Improvement 

 Request Corrective Action Plans of provider groups performing below 80% 
compliance rate and below 50% response rate. 

 Provide technical assistance with Corrective Action Plans. 

6/30/2023 
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Measure Name  Numerator  Denominator  Target  Title  Activities 

Date 
Activities to 

be 
Completed 

Health Plan 
Consumer 
Assessment of 
Healthcare 
Providers and 
Systems – 
Getting Needed 
Care 

Total number of members responding with 
‘usually’ or ‘always’ to the Getting Needed 
Care HP‐CAHPS composite 

Total number of members 
responding to the Getting 
Needed Care HP‐CAHPS 

68.48%  Supervisor, 
Quality 
Improvement 

 Increase response rate to survey overall, but particularly for Black members 
and Spanish speaking members through member mailer. 

 Promote translation services and a process for Spanish‐speaking members 
to connect with physicians and clinical leaders that speak Spanish. 

 Implement member focus groups and a supplemental member experience 
survey to identify specific actions to drive improvement. 

 Promote SFHP’s telehealth services to increase access to care 

 Develop marketing, education and communication approaches to increase 
members understanding of what additional care options are available 

 Identify provider network member experience champions and launch a 
CAHPS provider workgroup to develop shared goals, outline strategies and 
shared lessons learned on ways to improve SFHP member experience. 

6/30/2023 
 

Health Plan 
Consumer 
Assessment of 
Healthcare 
Providers and 
Systems – 
Rating of 
Personal Doctor 

Total number of members rating 9 or 10 to the 
Rating of Personal Doctor question 

Total number of members 
responding to the Rating of 
Personal Doctor question 

66.86%  Supervisor, 
Quality 
Improvement 

 Increase response rate to survey overall, but particularly for Black members 
and Spanish speaking members through member mailer. 

 Promote translation services and a process for Spanish‐speaking members 
to connect with physicians and clinical leaders that speak Spanish. 

 Implement member focus groups and a supplemental member experience 
survey to identify specific actions to drive improvement. 

 Promote SFHP’s telehealth services to increase access to care 

 Develop marketing, education and communication approaches to increase 
members understanding of what additional care options are available 

 Identify provider network member experience champions and launch a 
CAHPS provider workgroup to develop shared goals, outline strategies and 
shared lessons learned on ways to improve SFHP member experience. 

6/30/2023 
 

Health Plan 
Consumer 
Assessment of 
Healthcare 
Providers and 
Systems – 
Rating of 
Specialist 

Total number of members rating 9 or 10 to the 
Rating of Specialist question 

Total number of members 
responding to the Rating of 
Specialist question 

62.79%  Supervisor, 
Quality 
Improvement 

 Increase response rate to survey overall, but particularly for Black members 
and Spanish speaking members through member mailer. 

 Promote translation services and a process for Spanish‐speaking members 
to connect with physicians and clinical leaders that speak Spanish. 

 Implement member focus groups and a supplemental member experience 
survey to identify specific actions to drive improvement. 

 Promote SFHP’s telehealth services to increase access to care 

 Develop marketing, education and communication approaches to increase 
members understanding of what additional care options are available 

 Identify provider network member experience champions and launch a 
CAHPS provider workgroup to develop shared goals, outline strategies and 
shared lessons learned on ways to improve SFHP member experience. 

6/30/2023 
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Utilization of Services 
 

Measure Name  Numerator  Denominator  Target  Title  Activities 

Date 
Activities to 

be 
Completed 

Antidepressant 
Medication 
Management—
Effective 
Continuation 
Phase 
Treatment 

Members 18 years of age and older with a 
diagnosis of major depression treatment who 
were treated with antidepressant medication 
and who remained on an antidepressant 
medication treatment for at least 180 days 

Members 18 years of age and 
older with a diagnosis of 
major depression treatment 
who were treated with 
antidepressant medication 

56.24% 
 

Clinical 
Pharmacist, 
Pharmacy 

 Collaborate with Beacon Health Options on member and provider outreach 
and education. 

 Create member‐level health education materials about antidepressant 
adherence. 

 Conduct member level outreach for members not achieving adherence 
goals. 

6/30/2023 
 

Antipsychotic 
Medication 
Adherence 

Members 18 years of age and older during the 
measurement year with schizophrenia or 
schizoaffective disorder who were dispensed 
and remained on an antipsychotic medication 
for at least 80% of their treatment period 

Members 18 years of age and 
older during the 
measurement year with 
schizophrenia or 
schizoaffective disorder 

61.59%  Clinical 
Pharmacist, 
Pharmacy 

 Collaborate with Beacon Health Options on member and provider outreach 
and education. 

 Outreach to SF Department of Public Health to discuss barriers to access for 
members with schizophrenia on antipsychotics. 

6/30/2023 

 
Quality Oversight Activities  

Oversight  Summary  Resp. Staff  Activities  Due Date 

Quality Improvement Committee 
Ensure Quality Improvement Committee (QIC) 
oversight of QI activities outlined in the QI Plan 

Interim CMO   Six meetings to be held in 2023  12/30/2023 

Pharmacy and Therapeutics Committee 
Ensure oversight and management of the SFHP 
formulary and DUR initiatives 

Interim CMO   Quarterly and ad hoc P&T Committee meetings  12/30/2023 

Provider Advisory, Peer Review, and 
Credentialing Committee 

Ensure oversight of credentialing and peer 
review by the Provider Advisory Committee 

Interim CMO   Six meetings to be held in 2023  12/30/2023 

Annual Evaluation of the QI Program 
Review Quality Improvement Program and 
determine efficacy of implemented plan based 
on outcomes 

Supervisor, Quality 
Improvement 

 Evaluate each measure in the QI work plan 

 QIC review of QI evaluation  

 Governing Board review of QI Evaluation 

3/1/2023 

QI Plan Approval for Calendar Year 
Review and approve proposed Quality 
Improvement Program work plan 

Interim CMO 
 QIC review of QI work plan 

 Governing Board review of QI Work Plan 
3/1/2023 

Delegation Oversight for QI  Ensure oversight of QI for all delegated entities 
Supervisor, Quality 

Improvement 
 Follow delegation oversight procedures 

 QIC review of Delegated Oversight Audits for QI 
12/30/2023 

DHCS Performance Improvement Projects 
Ensure oversight and follow through on 
required DHCS Performance Improvement 
Projects (PIPs) 

Manager, Population Health  
 Attend DHCS‐led PIP calls. 

 Adhere to process delineated by DHCS. 
12/30/2023 
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Appendix B: Quality Committees and Staff Structure 
 

Quality Committees Reporting to Governing Board 

 

  

SFHP Governing 
Board (GB)

Quality Improvement 
Committee (QIC)

Pharmacy and 
Therapeutics 

Committee (P&T)

Physician 
Advisory/Peer 

Review/Credentialing 
Committee (PAC)

Utilization 
Management 

Committee (UMC)

Member Advisory 
Committee (MAC)
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Operational Quality Committees Reporting to Interim Chief Medical Officer 
 

 

 
 
 
 
 
 
 
 
 

Interim Chief 
Medical Officer

Grievance Program 
Leadership Team 

(PLT)

Grievance Review 
Committee (GRC)

Access Compliance 
Committee (ACC)

Practice 
Improvement 
Program (PIP) 

Advisory Committee
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Quality Committees Reporting to Chief Officer, Compliance and Regulatory 

Affairs 
 

 
 

 
 
 

 
 
   
 
 
 
 
 
 

Compliance and 
Regulatory Affairs 

Chief Officer

Policy & 
Compliance 

Committee (PCC)

Provider Network 
Oversight 

Committee (PNOC)
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Quality Staff Reporting to the Interim Chief Medical 
Officer 

 

 

Interim Chief Medical 
Officer

Senior Manager, Health 
Services Product 

Management (HSPM)

Senior Program 
Manager, HSPM

Senior Program 
Manager, HSPM

Program Manager, 
HSPM

Associate Program 
Manager, HSPM

Specialist, HSPM

Manager, Pharmacy 
Operations (PO)

Clinical Pharmacist

Clinical Pharmacist

Clinical Pharmacist

Program Manager, 
Pharmacy Compliance

Senior Pharmacy 
Business Analyst

Pharmacy Analyst

Pharmacy Analyst

PharmacyData Analyst

Supervisor, Quality 
Improvement
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SFHP’s Quality Improvement Program:
2022 Evaluation & 2023 Work Plan

Presentation to Quality Improvement Committee
Yves Gibbons, Supervisor of Quality Improvement
December 8, 2022
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Q u a l i t y  I m p r o v e m e n t  P r o g r a m

QIC’s Role in QI Program

• Leadership for SFHP’s ongoing QI Program
• Oversight of SFHP’s annual work plan through updates 

in April and August QIC
• Review and approve the annual QI Evaluation and 

subsequent year’s Work Plan
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Q u a l i t y  I m p r o v e m e n t  P r o g r a m

Measure Development & 
Evaluation Process Determine 

Measures and 
Targets

Develop 
Activities to 

Support 
Measures

Execute 
Activities

Evaluate 
Impact of 

Activities on 
Measures

Recommend 
Future 

Measures and 
Activities

Dept of Managed Health Care Dept of Health Care Services National Committee for Quality 
Assurance138



Q u a l i t y  I m p r o v e m e n t  P r o g r a m

2022 Quality Improvement 
Program Evaluation
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Q u a l i t y  I m p r o v e m e n t  P r o g r a m

2022 Successes
Of the 21 measures included in the 2021 QI Evaluation, seven met the target, including:

Domain Measure Target 2022 
Performance

Quality of 
Service & 

Access to Care

Cultural & 
Linguistic 
Services: 

Provider Data

10.0% 23.9%
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Q u a l i t y  I m p r o v e m e n t  P r o g r a m

2022 Successes
Of the 21 measures included in the 2021 QI Evaluation, seven met the target, including:

Domain Measure Target 2022 
Performance

Patient Safety 
or Outcomes 

Across Settings

Benzodiazepine 
& Opioid Co-
prescribing*

7.0% 2.5%

Patient Safety 
or Outcomes 

Across Settings

High Dose 
Opioids* 6.0% 4.7%

*inverse measure: target is to decrease
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Q u a l i t y  I m p r o v e m e n t  P r o g r a m

2022 Successes
Of the 21 measures included in the 2021 QI Evaluation, seven met the target, including:

Domain Measure Target 2022 
Performance

Patient Safety 
or Outcomes 

Across Settings

Pharmacy 
Transition 80.0% 100.0%

Managing 
Members with 
Emerging Risk

Project Open 
Hand Member 

Satisfaction
85.0% 95.7%
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Q u a l i t y  I m p r o v e m e n t  P r o g r a m

2022 Successes
Of the 21 measures included in the 2021 QI Evaluation, seven met the target, including:

Domain Measure Target 2022 
Performance

Managing 
Members with 
Emerging Risk

Diabetes 
Prevention 
Program –

Weight Loss

25.0% 31.8%

Managing 
Members with 
Emerging Risk

Diabetes 
Prevention 
Program –

Satisfaction

90.0% 91.7%
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Q u a l i t y  I m p r o v e m e n t  P r o g r a m

Quality of Service 
& Access to Care

• Prioritize improvement in HP-CAHPS through cross-
functional workgroups, member and provider intervention, 
and supplemental surveys to identify key improvement 
areas.

Keeping Members 
Healthy

• Expand collaboration with community-based organizations 
and providers and clinics that are engaged with members.

2022 Key Opportunities & Recommendations
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Q u a l i t y  I m p r o v e m e n t  P r o g r a m

Patient Safety or 
Outcomes Across 

Settings

• Medication Therapy Management - expand eligibility beyond members Care 
Management to members who have complex medication needs. 

Managing 
Members with 
Emerging Risk

• Promote Project Open Hand’s medically tailored meals and groceries programs.
• Expand eligibility beyond members with diabetes or pre-diabetes

• Include members with chronic kidney disease, end stage renal disease, long 
COVID, acute hospital discharge requiring nutritional support, and members 
with other complex chronic conditions needing nutritional support.

2022 Key Opportunities & Recommendations
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Q u a l i t y  I m p r o v e m e n t  P r o g r a m

Managing Multiple 
Chronic Illnesses

• As Care Management staff re-enter the field, provide more 
thorough life skills, health education and training to 
members in person as it pertains to their health 
maintenance.

Utilization of 
Services

• Collaborate with SFHP non-specialty mental health benefit 
partner Beacon Health Options on member and provider 
outreach and education.

2022 Key Opportunities & Recommendations
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Q u a l i t y  I m p r o v e m e n t  P r o g r a m

2023 Quality Improvement 
Program Work Plan
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Q u a l i t y  I m p r o v e m e n t  P r o g r a m

2023 Measures – Quality of Service & Access to Care

Measure Name Population Baseline Target
Cultural & Linguistic Services: Provider 
Language Data β

Contracted 
providers

23.9% 25.0%

Cultural & Linguistic Services: Provider 
Race/Ethnicity Data β

Contracted 
providers

2.5% 5.0%

Routine Appointment Availability in 
Specialty Care µ

Contracted 
specialty providers

57.9% 59.9%

HP-CAHPS Getting Needed Care ‡ Adult members 66.48% 68.48%

HP-CAHPS Rating of Specialist ‡ Adult members 60.00% 62.79%

HP-CAHPS Rating of Personal Doctor ‡ Adult members 64.29% 66.86%
‡ new measure β revised continuing measure µ continuing measure
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Q u a l i t y  I m p r o v e m e n t  P r o g r a m

2023 Measures – Keeping Members Healthy

Measure Name Population Baseline Target
Breast Cancer 
Screening µ

Black/African-American 
women 52-74 years of age

42.0% 50.0%

Well Child Visits in the 
first 15 months ‡

Members age zero to 15 
months

41.63% 55.72%

Well Child Visits in the 
first 15 -30 months ‡

Members age 15 to 30 
months

69.33% 72.24%

‡ new measure µ continuing measure
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Q u a l i t y  I m p r o v e m e n t  P r o g r a m

2023 Measures –
Patient Safety or Outcomes Across Settings

Measure Name Population Baseline Target

Buprenorphine Prescription µ
Members with Opioid Use 
Disorder

28.6% 30.0%

High Dose Opioid  Prescriptions *µ Members with an opioid 
prescription

4.8% 4.0%

Medication Therapy Management 
Follow-Up Care β

Members receiving MTM 72.6% 70.0%

Follow-Up After ED for Alcohol or Other 
Drugs (AOD) ‡

Members who visited ED for 
AOD 

9.90% 21.24%

Follow-Up After ED for Mental Health ‡
Members who visited ED for 
mental illness 

12.18% 54.51%

SFHN All Cause Readmission *‡ SFHN acute inpatient and 
observation stays

16.5% 13.5%

* inverse measure: target is to decrease     ‡ new measure β revised continuing measure      µ continuing measure
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Q u a l i t y  I m p r o v e m e n t  P r o g r a m

2023 Measures –
Managing Members with Emerging Risk

Measure Name Population Baseline Target

Hepatitis C Treatment µ
Members with any history 
of Hepatitis C

37.0% 40.0%

Asthma Medication Ratio ‡ Members with persistent 
Asthma

55.47% 59.94%

Diabetes Care – HbA1c in 
Poor Control *µ Members with Diabetes 34.79% 30.90%

Diabetes Care – Eye Exams ‡ Members with Diabetes 54.50% 56.51%

Project Open Hand Member 
Satisfaction β

Members engaged with 
Project Open Hand program

95.7% 96.0%

* inverse measure: target is to decrease     ‡ new measure β revised continuing measure      µ continuing measure
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Q u a l i t y  I m p r o v e m e n t  P r o g r a m

2023 Measures –
Managing Members with Emerging Risk

Measure Name Population Baseline Target
Prenatal Care for Black & 
Native American Members ‡

Birthing members who are Black 
or Native American

92.86% 95.86%

Postpartum Care for Black & 
Native American Members ‡

Birthing members who are Black 
or Native American

57.14% 60.14%

Postpartum Depression 
Follow-Up for Black & Native 
American Members ‡

Birthing members who are Black 
or Native American who 
screened positive for depression

0% 38.89%

‡ new measure
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Q u a l i t y  I m p r o v e m e n t  P r o g r a m

2023 Measures – Managing Multiple Chronic Illnesses

Measure Name Population Baseline Target
Care Management 
Perception of Health µ

Engaged Care Management 
Clients

54.4% 60.0%

Care Management 
Follow-Up on Clinical 
Depression µ

Engaged Care Management 
Clients

85.7% 90.0%

Care Management 
Client Satisfaction µ

Engaged Care Management 
Clients

75.0% 80.0%

µ continuing measure
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Q u a l i t y  I m p r o v e m e n t  P r o g r a m

2023 Measures – Utilization of Services

Measure Name Population Baseline Target
Antidepressant 
Medication 
Management µ

Members diagnosed with 
depression and prescribed 
antidepressants

51.98% 56.24%

Antipsychotic 
Medication Adherence ‡

Members diagnosed with 
schizophrenia or  
schizoaffective disorder

59.20% 61.59%

‡ new measure µ continuing measure
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Q u a l i t y  I m p r o v e m e n t  P r o g r a m

Quality Oversight Activities

• Quality Improvement Committee

• Pharmacy and Therapeutics Committee

• Provider Advisory, Peer Review, and Credentialing Committee

• Annual Evaluation of the QI Program

• QI Plan Approval for Calendar Year

• Delegation Oversight for QI

• DHCS Performance Improvement Projects

• Governing Board approval of QI Plan and Evaluation
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Q u a l i t y  I m p r o v e m e n t  P r o g r a m

QIC approval

• Approve the 2022 Evaluation
• Approve the 2023 QI Program Description 

and Work Plan
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Q u a l i t y  I m p r o v e m e n t  P r o g r a m

Next Steps

• Quality Scorecard Update
• April 2023
• August 2023
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