Measuring encounter

data performance
in California.

The link between encounter data performance and clinical

quality points to opportunities for improvement.
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Why focus on encounter data?

Across California’s health plans, healthcare purchasers,
and regulators, there is growing focus and alignment on
a set of clinical quality measures that can significantly
impact healthcare outcomes and health inequities. Four
clinical quality measures in particular — the “Core 4” —
are the focus and include colorectal cancer screening,
childhood immunizations, blood pressure control,

and diabetes blood sugar control. The Core 4 are the
select handful of measures — among dozens in the
landscape — that are included across new quality and
equity performance programs from Covered California,
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What is encounter data?
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CalPERS, the Department of Managed Health Care
(DMHC), and the Department of Health Care Services
(DHCS), sending a clear signal to the industry on what
measures matter most.

Reliable clinical quality performance measurement
depends on data accessibility, and a critical piece of the
data puzzle for tracking healthcare quality is encounter
data, particularly in capitated payment arrangements.
The punchline: Better encounter data performance
often leads to better quality scores, including the Core 4.

BETTER BETTER

QUALITY

TARGETING

Encounter data documents a person’s diagnoses, treatments, and services provided during a healthcare visit.

When complete, encounter data contains the same clinical information as a claim, serving as a record of rendered
services, typically under a capitation-based payment model. However, encounter data does not generate payment
for those specific services. Because encounter data is not directly linked to payment, there may be less urgency and
focus related to submission timeliness and completeness. In simple terms, encounter data may be the claim that

got away.

This report and and the analysis supporting its conclusions were made possible through a grant from
Health Net, LLC’s Encounter Data Improvement Program.



In capitated payment models, encounter data is crucial for determining
clinical quality scores, capitation rates, and guiding quality improvement
efforts. These efforts rely on complete and accurate encounter data to
identify care gaps and target interventions effectively. When encounter
data is of poor quality, it can undermine the value of clinical insights for
specific populations. Encounter data gaps mistaken for true clinical care
gaps can lead to the suboptimal prioritization of quality improvement
initiatives and clinical interventions, resulting in wasted provider time
and little improvement in the clinical conditions prioritized.

Getting a view of encounter data performance with AMP

IHA measures encounter data quality as part of its Align. Measure.
Perform. (AMP) program, a performance measurement initiative that
tracks provider organization-level data for quality, cost, and resource
use to drive improvement. AMP provides impartial, validated results to
benchmark provider organization performance on various measures,
including encounter data quality. Today, 14 health plans, more than 200
provider organizations, and over 13 million Californians are part of AMP
and benefit directly from the information provided to plans, providers,
purchasers, and state regulators.

In this report, we use AMP data from 2022 (the most current available)
to summarize the quality of encounter data capture in California and
examine variation in encounter data performance among California
provider organizations. This report also highlights opportunities

for encounter data quality improvement with the goal of supporting
improvement in clinical quality reporting.

Encounter data performance varies among
California providers

AMP has measured encounter data volume since the AMP program’s
inception and began measuring encounter data format and timeliness
in 2019. Tracking encounter data quality helps provider organizations
and health plans participating in the AMP program better understand
their results relative to industry benchmarks and can offer significant
insights regarding data gaps and the clinical risk of the population
they are serving.

Ideally, all provider organizations would meet the same standards for
submitting complete and accurate encounter data, resulting in well-
targeted quality improvement initiatives that support high-value care.
However, AMP data shows significant differences in encounter data
performance across provider organizations participating in AMP’s
Commercial HMO and Medi-Cal Managed Care product lines.

ENCOUNTER DATA DEFINITIONS

Encounter Rate by Service Type: The volume of claims and encounters that a provider
organization submits, overall and for different types of service.

Encounter Timeliness: The elapsed time in days between the patient’s date of service
and the date a health plan accepts the claim or encounter. The number of days between
those dates is “lag time.”

AT-A-GLANCE
Opportunities for encounter
data improvement

Inside the report, we summarize
the quality of encounter data
capture in California and uncover
opportunities for improvement.
Highlights include:

e Provider organizations with lower
clinical risk scores demonstrating
lower performance on encounter
datatimeliness have the most
significant opportunity to improve
encounter data quality and
clinical quality.

of these lower-performing
provider organizations
are independent practice
associations (IPAs)

88%

are located inthe
Los Angeles region

take on mainly professional
°2:578 financial risk versus global
or dual risk

serve patients with
%y Medi-Calaswellasa
commercial population

e 90-day submission timeliness
is a valuable, achievable target
to help improve encounter data
quality and drive better clinical
quality reporting and outcomes.

e Provider organizations that take
on greater financial risk through
global capitation have better
clinical quality outcomes.

e Professional capitation, where
a provider organization accepts
financial responsibility for
professional services provided
to a population. Typically, this
includes ambulatory services,
but not facility fees. What is
included or excluded is specific
to the individual plan/provider
agreement.
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In the analysis of encounter data performance among provider organizations in AMP Commercial HMO and AMP
Medi-Cal Managed Care, IHA looked at performance for a variety of data quality measures including on both
encounter data volume and timeliness, and then compared encounter data performance to Core 4 performance.
Our analysis excluded providers who did not see enough patients to produce a valid Core 4 score — meaning they
did not have at least 30 patients for at least 2 of the Core 4 measures. After this exclusion, the analysis included 145
AMP Commercial HMO and 43 AMP Medi-Cal Managed Care provider organizations.

To understand the correlation between encounter data quality and clinical quality as measured by the Core 4, THA
assessed a variety of data quality metrics. Through this analysis, two measures stuck out: encounter data volume
and timeliness. However, while the findings uncovered variation in encounter data volume, drawing conclusions
about encounter data quality based on volume alone is challenging. This is because differences in volume may
result from several factors, including:

- Differences in patient access: Lower access to care could mean fewer encounters.
+ Clinical risk of the population served: Higher clinical risk populations tend to generate more encounters.

- Operational issues: Provider organizations may have differences in their capability to successfully submit
encounter data.

While encounter data volume is an important and often cited metric, it may not pinpoint opportunities for quality
improvement as succinctly as metrics more clearly related to quality submission, such as timeliness. Further, volume
may not be as actionable as other metrics, in that encounter data improvement efforts should not simply focus on the
submission of more encounters, but on the submission of more complete and accurate encounter data.

Timeliness: A key measure of encounter data quality

Compared with volume, timeliness data provides actionable encounter data performance information because
encounter submission lag time is a more direct reflection of a provider organization’s capability to easily submit
encounter data. Shortening the lag time ensures information provided on the encounter is available for health plan
quality improvement initiatives, performance measurement reporting, and risk score calculations.

Across the 145 Commercial HMO providers in our analysis, average lag time varies widely.

Figure 1: Distribution
of lag time among AMP
Commercial HMO
provider organizations

N=145
avgrate=26.73
min=11.03
max=44.57
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Average lag time among AMP Medi-Cal Managed Care providers also varies widely, within a similar but slightly
narrower range as compared with Commercial HMO.

Figure 2: Distribution

of lag time among AMP
Medi-Cal Managed Care
provider organizations

N=40
avgrate=23.61
minimum=13.03
maximum=36.31

Count

ENLAG_AVG_DOP Rate

An extension of lag time assesses how many of a provider organization’s encounters are accepted by the health
plan within specific time frames, such as 30, 60, and 90 days. Ninety days is a commonly accepted runout time

for claims and encounters in performance measurement and quality improvement programs, including in AMP
data submissions. The higher the rate of encounters accepted within 90 days, the more data is available in a timely
manner for clinical quality improvement initiatives.

Although average lag time frames can vary widely up to 180 days, more than 90% of provider organizations
participating in AMP Commercial HMO have their encounters accepted within 90 days. Notably, each percentage
point rate drop in 90-day encounter acceptance represents a significant volume of quality data missing from
measurement and improvement efforts.

This missing data provides more precise and actionable opportunities for encounter data quality improvement than
low encounter volume, which may be due to other factors such as patient access and patient clinical risk.

Figure 3: Distribution

of rate of encounters
accepted by 90 days
among AMP Commercial
HMO provider
organizations
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N=145

mean= 95.76
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Medi-Cal providers show a similar but slightly narrower range in 90-day acceptance rates compared to Commercial
HMO, with rates clustered in the mid-90s and lower rates representing a meaningful need for data improvement.

Figure 4: Distribution of
encounters accepted by
90 days among provider
organizations in AMP

MediCal Managed Care

N=41
average=95.51
minimum=92.26
maximum= 98.29

Count

ENLAG_CATEGORY_90 Rate

The relationship between encounter data timeliness and clinical quality performance

Given the observed variation in provider organization encounter data performance as measured by timeliness,

a key question is: How does encounter data performance relate to clinical quality performance at the provider
organization level? Specifically, using AMP Commercial HMO data, IHA analyzed the correlation between
encounter data timeliness and clinical quality performance on a composite of the high-priority Core 4 measures.

The findings demonstrate a overall relationship between encounter data quality and clinical quality performance,
suggesting that timely encounter data is necessary for accurate clinical quality reporting and support of targeted
quality improvement interventions.

Figure 5: Rate of
encounters accepted
within 90 days vs. Core
4 composite, AMP
Commercial HMO

N=145
r2=.17

Core 4 Composite

Selected ENLAG Rate

How clinical risk impacts encounter data and clinical quality performance

Given that older, less healthy populations typically use more services, it stands to reason that a higher clinical-
risk population would generate more encounters. With that in mind, IHA also evaluated how clinical risk impacts
the relationship between encounter data timeliness and clinical quality. A population’s clinical risk represents its
relative health risk and is predictive of the likely use of healthcare services and the total cost of those services.

IHA's AMP program uses the Johns Hopkins ACG® System to assess clinical risk at the provider organization
level. We examined how providers with a lower clinical risk population and providers with a higher clinical risk
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population differ when assessing encounter data timeliness versus clinical quality performance. Our analysis of
AMP Commercial HMO provider organizations used the AMP HMO median ACG risk score of 1.29 as the cutoff
to differentiate between providers with lower clinical risk populations and providers with higher clinical risk
populations. In the analysis, IHA plotted the relationship between encounter timeliness and clinical quality
separately for the higher and lower clinical risk groups.

Our analysis found a more pronounced relationship between encounter data timeliness and clinical quality
performance for provider organizations with lower clinical risk populations [Figure 6]. This may occur with
providers that are less familiar with the operational and financial impact of capitation as populations get older, up
to and including familiarity with Medicare Advantage enrollment. This finding suggests the highest potential for
encounter data quality improvement is for providers with lower clinical risk populations in the lower left quadrant.
The visual demonstrates upward movement on the Core 4 measures as encounter timeliness increases.

Figure 6: Rate of
encounters accepted
within 90 days versus
Core 4 composite,
stratified by higher
and lower risk, AMP
Commercial HMO

R2low acg =.30
R2 highacg=.01

Core 4 Rate

Note: acg rrs > 1.29is
considered a ‘high-risk’ PO

Selected ENLAG Rate

Finally, IHA also looked at AMP Medi-Cal Managed Care results to understand whether there is a relationship
between encounter data quality, clinical quality, and population clinical risk similar to the commercial population.
Due to the lower sample size for Medi-Cal providers, we were unable to draw strong conclusions about how clinical
risk impacted the relationship between clinical performance and encounter data performance for Medi-Cal
providers. However, similar to Commercial, we observed some relationship between encounter lag time and Core
4 performance across POs [Figure 7]. We also observed that higher clinical risk providers tended to perform better
in both areas (upper right quadrant), and lower clinical risk providers tended to perform worse in both areas
(lower left quadrant), suggesting that POs with lower clinical risk had greater room for improvement in clinical
quality via encounter data improvement.

Figure 7: Rate of
Encounters accepted
within 90 days versus
Core 4 composite,
AMP Medi-Cal

Core 4 Composite

Selected Encounter Rate
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Pinpointing opportunities for encounter data improvement

As the analysis shows, provider organizations with lower clinical risk who are lower-performing on encounter
data acceptance rates by 90 days may have the most significant room for improvement. Submitting encounter
data sooner can help build a more accurate and timelier picture of clinical quality and help drive clinical quality
improvement.

Understanding the characteristics of provider organizations that have lower clinical risk and perform worse on
encounter data lag time can shed light on the types of provider organizations to target with quality improvement efforts:

- 18 lower-clinical risk, lower-performing provider organizations participate in AMP Commercial HMO.

- 13 of the 18 provider organizations are in the Los Angeles region, with the others scattered across the Central
Valley (2), Inland Empire (1), Orange County (1), and San Diego (1) regions [Figure 8].

- 13 of the 18 provider organizations are relatively small, with fewer than 5,000 enrollees in 2022.
+ 17 of the 18 provider organizations take on professional financial risk only as opposed to global or dual risk.

+ Nearly half of these 18 providers also provide care through Medi-Cal. (Seven are in AMP Medi-Cal Managed
Care, and others provide care to Medi-Cal Managed Care members through plans not participating in AMP
Medi-Cal Managed Care.)

In summary, the best opportunities for encounter Figure 8:
data timeliness performance improvement initiatives Locations of provider
are within small provider organizations, including organizations

independent practice associations, in the Los Angeles
region that provide care to both commercial and
Medi-Cal populations.

Region

Conclusion

Encounter data performance variation among provider organizations spotlights room for improvement in
encounter submission, which can also impact clinical quality performance. The findings show that a 90-day
submission timeframe is an actionable, achievable target to help improve encounter data quality and enable better
clinical reporting and outcomes. This is especially true for smaller providers with lower clinical risk populations.

As California health plans, purchasers, and regulators heighten their focus on clinical quality improvement,
shortening encounter lag time will become more critical. Targeting 90 days as the submission deadline for all
encounters is a promising first step toward shortening lag time further and allowing for more rapid and relevant
interventions to advance the quality of care and drive health outcomes.
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Technical Notes

Provider organizations must have at least a denominator of 30 for at least 2 of the 4 clinical quality measures to have a “Core 4"
composite score. For provider organizations eligible for a “Core 4” composite score, missing or low denominator measure rates
were imputed.

¢ Only those provider organizations with valid “Core 4” composite scores as described above were included in the results in
this report, including Encounter Rate by Service Type and Encounter Lag Time distributions in Fig 1-6. About 60 provider
organizations are excluded for this reason.

Provider organizations were assigned a capitation category (Global Risk, Professional Risk, or Dual Risk) based on the reported
capitation cost categories in the AMP program cost file for 2022. If a provider organization’s Global capitation or Professional
capitation costs were greater than or equal to 70% of their total capitation cost, the provider organization would be assigned
that capitation category. Dual Risk was designated as a capitation category for provider organizations that did not meet the 70%
threshold in global capitation or professional capitation costs or had either 70% combined facility capitation or professional
capitation costs.

2 PO outliers were removed in the Medi-Cal Encounter Lag Time measure results, and 1 PO outlier was removed from the Medi-
Cal Encounter Rate by Service Type results due to their outsized impact on the correlations.

The correlations observed in this report are statistically significant, with p-values less than 0.05, confirming that the relationships
are unlikely to be due to chance. The t-tests between higher risk and lower risk score groups were statistically significant, with
p-values less than 0.05, demonstrating that the difference in means between the groups is unlikely to be due to chance.

Our connection to Health Net’s

Encounter Data Improvement Program

Health Net, one of California’s most experienced managed care plans, selected IHA to
serve as EDGE after the issuance of a statewide RFP in 2021. EDGE is the centerpiece of

Health Net’s Encounter Data Improvement Program, a grantmaking effort developed in
collaboration with the Department of Managed Health Care.

Our partners

We’re working with leading organizations in provider technical assistance and industry
collaboration to advance encounter data improvement across the state. Our partners are
California Medical Association Physician Services, California Primary Care Association,
and Health Industry Collaboration Effort.

Ready to learn more about encounter data improvement?

Contact us at encounterdata@iha.org or visit iha.org/encounter-data-resources
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At Integrated Healthcare Association (IHA), we bring the healthcare community together to solve industry-
wide challenges that stand in the way of high-value care. As a non-profit industry association, we use our

decades of expertise, objective data, and our unique role as a trusted facilitator to make the healthcare
system work better for everyone.

180 Grand Avenue, Suite 1365, Oakland, CA | 510-208-1740 | www.iha.org
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