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Title: Sr. QI Director 
Name: Michelle N. 

Stott 

Title: Sr. QI Director 
Name: Michelle N. Stott N/A Annual QIHE Program 

Evaluation Y Continued

Conduct an annual written evaluation of the QIHE program that includes:
1. A description of completed and ongoing QIHE activities that address quality and safety of clinical care and quality of service
2. Trending of measures to assess performance in the quality and safety of clinical care and quality of service
3. Analysis and evaluation of the overall effectiveness of the QIHE program and of its progress toward influencing network wide safe clinical
practices
4. Annual review of performance measures, utilization data, consumer satisfaction survey, and findings such as Community Advisory Committee 

The QIHE Program Evaluation was updated and approved in IQIC, with final approval by QIHEC on May 9, 
2025. The QIHE Trilogy document was approved at the July 11, 2025 Board meeting. The 2026 QIHE Program Description was updated to reflect DSNP requirements. The 2026 QIHE Program Description was approved in QIHEC on 11 All Sub-Committees and QIHEC 12/31/25 Incorporated BH and SNF/LTC 

Quality Monitoring

Title: Senior Director, 
Quality 

Name: Michelle Stott 

Title: Manager, Quality 
Improvement

Name: Farashta Zainal

Title: Manager, Quality 
Improvement

Name: Farashta Zainal
HEDIS Rates MY 2025 N Continued Increase the HEDIS/MCAS measures below MPL in MY2025 to meet or exceed MPL by December 31, 2025

Measure below MPL AMR, CBP, TFL.  Continue work providers below MPL for these measures to identify 
gaps and design interventions to improvem rates.  Provide support through member incentives, provider 

incentive, provider specific reports and educate staff on measure specification and coding.

Continue to work with providers to close care gaps for members with hypertention and 
Asthma.  Utilize detailed reports created in coordination with Pharmacy to identify 
members for outreach and medication management. Ensure FQHC providers are 

coding accuratly to account for TFL measure

Continue to educate providers and encourage outreach for missing BP.  Provider education on AMR and share 
best practices. Identify members with one completed TFL and outreach members for a 2nd TFL.  

Implement outreach calls to members missing a well child visit and who also need a second 
fluoride treatment.  Conducted outreach calls to members with asthma who were out of 

compliance with their medication ratio. Members were educated about controller vs reliever and 
ensure they were using their controller medication.  The Alliance also worked with CHW 

organizations to conduct member outreach calls to members with missing BP reading and 
encouraged them to schedule a visit with their provider. 

Internal Quality Improvement Committee
Quality Improvement Health Equity Committee 12/31/25

Due to the pandemic AAH saw a 
decline in HEDIS measures with 

multiple years of service.  
Furthermore, state wide insufficient 
lead screening kits may be a factor 
in declining lead screening rates.

Title: Senior Director, 
Quality 

Name: Michelle Stott 

Title: Manager, Quality 
Improvement

Name: Farashta Zainal

Quality Performance Team Pay For Performance (P4P) 
Program N Continued

By 12/31/2025, the Quality Performance Team will help clinics meet or exceed their established P4P goals (50th or 75th Percentile). This will be 
accomplished by providing performance updates to clinics, sharing best practices, and offering project support during their established Quality 
Meetings. 

Continued to meet with providers/delegates to share rates, educate on measure specificatin, share best 
practices and support on QI projects.  Offered 4 webinars on HEDIS/MCAS measures to educate provider 

on measure specification and share best practices.   

Continued to meet with providers/delegates to share rates, educate on measure 
specifications, share best practices, and support on QI projects. P4P committee has 

started planning for MY2026.

Continued to meet with providers/delegates to share rates, educate on measure specifications, share best 
practices, and support on QI projects. P4P committee has continued planning for MY2026. Meetings with 

delegates/directs have been scheduled in December and January to introduce MY2026's program.
Met with providers and delegates to discuss 2024 P4P results and introduced 2026 P4P.  Internal Quality Improvement Committee

Quality Improvement Health Equity Committee 12/31/25
The P4P program has been a 

successful tool used to support 
providers improve HEDIS rates 

Title: Senior Director, 
Quality 

Name: Michelle Stott 

Title: Manager, Quality 
Improvement

Name: Farashta Zainal

Title: Supervisor, Quality 
Performance

Name: James Burke
Learning Academy N Continued

By December 31, 2025, the Quality Performance Team will:
-QP PDSA Cycle Trainings: Offer two QI PDSA Cycle Training opportunities for providers to learn and apply the PDSA (Plan-Do-Study-Act) 
methodology, with at least 70% of registered providers attending each session.
-MCAS Trainings: Offer four learning opportunities to the provider network on MCAS measures. These sessions will cover measure specifications
and best and promising practices.
-Member Educaiton: Will develop and deliver, in collaboration with Health Education and Health Equity, at least one member education session on 
the importance of preventive care. This session will be presented to a minimum of one Community-Based Organization (CBO) identified by the 
team.

Completed webinars for Measure Highlight Webinars on the following topics: Initial Health Appointments 
(IHAs) and Childhood Domain), and a three-part series for ABCs of QI. Continuing planning for other 

Measure Highlight Webinars for Behavioral Health, Chronic Disease, Cancer Prevention, and Reproductive 
Health.

Completed Measure Highlight Webinars on topics: Behavioral Health and Chronic 
Disease. Planning is continuing for Cancer Prevention and Reproductive Health. 

Completed ABCs of QI series with providers and health care services in attendance. Starting to plan for 
MY2026's webinars. Preparing webinar content for Q1 2026 Internal Quality Improvement Committee

Quality Improvement Health Equity Committee 12/31/25

As quality improvement (QI) projects 
spread throughout the Health Care 
Service team, it is essential that all 
staff have an understanding of the 

PDSA model for improvement.  The 
model provides a vehicle to drive QI 

projects 

Title: Senior Director, 
Quality 

Name: Michelle Stott 

Title: Manager, Quality 
Improvement

Name: Farashta Zainal

Title: QI Project Specialist II
Name: Kalé Asrat

Priority PIP: Improve 
FUA/FUM - improve 30 day 

follow-up rate N Continued By December 31, 2025, Alameda Alliance will improve the 7-day provider notifications rate by 2% for members visiting the ED with SUD/SMH 
diagnoses.

In MY 2024, the Alliance was providing a report of members visiting the ED with SUD/SMH diagnoses daily 
to  AHS, CHCN, Roots, and weekly to CFMG. Beginning 2/7/2025, the Alliance has started providing the 
same type of report weekly to 11 direct primary care providers to improve the 7-day provider notification 

rate.

AHS, CHCN, CFMG and 11 direct primary care providers continue to get notification of 
members who have been to the ED for FUA or FUM as soon as the Alliance gets 

claims for it. Data was pulled from MY 2024 and the 7-day notification rate for FUA 
was 12.10% and FUM was 11.60%. This is an increase from MY 2023, 5.83% and 

  

The FUA and FUM PIP was submitted was submited to HSAG. AHS, CHCN, CFMG and 11 direct primary care 
providers continue to get notification of members who have been to the ED for FUA or FUM as soon as the 

Alliance gets claims for it. 

By December 31, 2025, Alameda Alliance set a goal to improve the 7-day provider notification 
rate by 2% for members with SUD/SMH diagnoses following an ED visit. This goal has been 

achieved and exceeded. In MY 2024, the notification rate was 12.10% for FUA and 11.60% for 
FUM. These rates have since increased in MY 2025, 17.88% for FUA and 18.64% for FUM. This 

           

Internal Quality Improvement Committee 12/31/25
This is a continued PIP topic that 

was assigned by the state based on 
low performance. 

Title: Senior Director, 
Quality 

Name: Michelle Stott 

Title: Manager, Quality 
Improvement

Name: Farashta Zainal

Title: QI Project Specialist II
Name: Falmata Abatcha

Equity PIP: Improve Well 
Child - W15 (6) for African 

American Children
Y Continued To address the disparity that exists with Well Child visits, by December 31, 2025, increase the percentage of well-child visits (W30-6) amongst 

African American children between the ages of 0-15 months from 30.54% to MPL.  

Telephonic Outreach for Well-Care Visits.
Through out First Quarter of  2025, each month QI Engagement Coordinators conducted two rounds of 
telephonic reminder calls to the target population (W15 Well child Vists 0-15 months) . The purpose of 
these calls was to: Remind members to complete their well-care visits
Provide navigation support to connect with their primary care providers
Assess transportation needs and assist with connections to Modivcare, if necessary
 These outreach efforts will continue into Q2 to further support member engagement and access to care.

The QI Coordinators conduct monthly outreach calls to members to remind them to 
schedule Well-Child visits with their primary care provider (PCP). In collaboration with 
CFMG Provider Relations Manager, Sharon Wright, we are working closely with 
providers whose patients have no recorded visits. The goal is to identify strategies to 
engage these members—whether by encouraging them to seek care with their 
assigned PCP or supporting a PCP change if preferred. In addition to phone outreach, 
we are developing targeted mailers focused on preventive care. These mailers will 
specifically reach members who have no valid phone number on file or whose contact 
numbers are currently disconnected, ensuring continued outreach efforts to this hard-
to-reach population. We are also partnering with Alameda Health System to promote 
well-child visits through their Centering Program for Black American babies aged 0–15 
months. As part of this initiative, participating families are eligible to receive a $25 
MasterCard incentive to encourage early childhood care engagement and support 
positive health outcomes.

Submitted Intervention worksheet and submission form to  DHCS on 8/7/2025. A revision  request to clarify 
certain areas on the submission form was sent back to AAH by HSAG on 9/30/2025. Due date for submission 

of revision is 10/28/2025. The PIP is continuing with outreach to members ages 0-15 months who have less 
than six visits completed in this measurement year. Additionally, we are continuing with our partnership with 
the AHS Beloved Parent Centering program by providing $25 gift card for each visit completed for babies who 

are enrolled in the program. QI outreach start end 9/25/2025 and will continue through 2026 date TBD. 

Member outreach continued after August 2025 remeasurement submission and concluded on 
December 31, 2025. The final PIP submission  will occur in August-2026 (date to be determine) 

and will include final Remeasurement 2 data as well as the final intervention worksheets and 
corresponding data that potentially impacted Remeasurement 2 performance results.

Internal Quality Improvement Committee 12/31/25
This is a newly assigned PIP.  PIP 

topic was assigned by the state 
based on low performance

Title: Senior Director, 
Quality 

Name: Michelle Stott 

Title: Manager, Quality 
Improvement

Name: Farashta Zainal

Title: QI Project Specialist I
Name:  Sangeeta Singh

Workgroup: Reproductive 
Health and Cancer Prevention Y Continued

By December 31, 2025, the Alliance will improve on cancer prevention and reproductive health measures in the MCAS/P4P, by conducting 
improvement projects to increase the MY2025 rates by 3% over MY2024 rates.
· Increase breast and cervical cancer screening rates for Alliance direct providers to 3 percent over prior years rate by end of 2025
	o As of 1/7/2025-
		-BCS-MY2024 53.03% to 56%
	o As of 1/7/2025-
		- CCS-MY2024 40.37% to 42.37%
· Continue to focus increasing BCS rates for African American women
		- As of 1/7/2025- MY2024 the rate is 52.36% below MPL at 52.68%. Aim to increase final rate by 3 percent.

· Continue to focus increasing CCS rates for age band 24-30
As of 1/7/2025- MY2024 rate is 37.83%. Aim to increase the final rate by 3 percent.
Cancer Prevention and Reproductive Health Measures:  CCS, BCS, COL, PPC 1, PPC 2, and CHL.

In Q1, the Cancer Prevention & Reproductive Health workgroup focused on targeted outreach.  The following 
projects were launched in Q1:
	• CCS- Incentive Birthday Card outreach for Alliance Direct Providers (10 providers) with follow up outreach 
calls from our internal engagement coordinators
	• BCS- Flyer + outreach call outreach for African American members under the Alliance Direct providers
with follow up outreach calls from our internal engagement coordinators
	• BCS Flyer +outreach text- For African American Baywell members.
	• CCS Incentive Outreach for 24-39 year olds- Baywell will outreach to members via texting and offer $25.00 
for completed paps. Baywell will send a report biweekly for AAH to upload for Nations to mail gift cards. 
Axis is also interested however awaiting confirmation to begin the project.
	• CBO- In collaboration with Health Education, a PowerPoint to present at CBO's was developed and 
submitted for C&O approval. 
	• Mobile mammography is continuing with the providers and a member incentive of $25.00 is offered for 
completed mammograms
	• Continuing to outreach to providers for support with CCS
	• CCS and BCS measure highlight created as a provider resource. CCS has been completed however BCS
is undergoing final review. 
	• Exploring HPV self-testing kits with 2 vendors, and creating a workflow for providers
Practice Facilitation with Roots Community Health to improve CCS workflow 

In Q2, the Cancer Prevention & Reproductive health workgroup focused on the 
projects that launched in Q1, collecting data and analyzing data for. The CCS birthday 
card project continutes to send out reminder cards and outreach calls. The BCS flyer 
PDSA was completed and the results concluded that the flyer paired with an outreach 

calls had more success compared to the flyer. The outreach calls were condcuted 
from 3/17-4/7 and 448 calls were condcuted. The workgroup also worked on helping 

Lifelong create educational flyers for members 21-29 and 55+ who need to complete a 
CCS screening. Lifelong created the flyers to use internally during outreach. A CCS 

screening cohort was created to help create a learning envirmonment for participating 
providers to share the process and journey on creating a workflow with the new HPV- 
self testing kits. The cohort is a place for peers to collaborate and test and develop 

the HPV screening workflows with Denise, the QI consultant. For BCS, a 
mammogram combined with BACH and Alliance direct providers was in the planning 
phases. The event did not go as planned due to not enough providers participating. A 
webinar for cancer prevention and reproductive health was also completed during Q2

In Q3, the Cancer Prevention & Reproductive Health Workgroup has successfully started the CCS cohort with 6 
providers participating ( TVHC, BACH, Lifelong, Roots, Baywell, AHS). Roots have successfully piloted the Lab 
Quest self swab kits and shared results. Baywell piloted the at home testing kits with Lets Get Checked and 

BACH successfully started the planning on the Lab Quest self testing kits. For BCS, open mammogram orders 
PDSA started with a pilot with Dr. Ranjit Reen. Dr. Ranjit Reen partnered with AAH by placing mammogram 

orders for eligble memers and internal engagement coordinators will conduct outreach calls to remind members 
to complete the screening and receieve a $50 for completing the screening. Axis started a outreach project for 
members turning 40 and offering a $25 incentive with our vendor nations. Roots also partnered with AAH with 

support for member incentives for members completing a mammogram. An analysis on prenatal and 
postpartum rates was conducted which resulted in a PDSA on postpartum members for Direct Alliance and 

CFMG members. Members will receieve a outreach call and offered an incentive for completing the postpartm 
visit and also first well child visit ($25 each). Declined COLE rates was investigated to find that the new 

Anthem/blue cross members are not showing in the rates which caused the decline in rates for MY2025. Also, 
AHS rates for COLE are performing below compared to all networks. This led to a collaboration effort with AHS 
to analyze data, results TBD. The Postpartum/Prenatal rates were also shared with AHS to investigate the drop 
in rates, data is still being reviewed and results will be shared upon completion. Currently for CCS, the ages 21-

29 are performing below the MPL and 2 CHCN providers are conducting outreach text messages with an 
incentive (BACH, Lifelong), Baywell is also interested but has not started yet due to staffing challenges.

• CCS Cohort momentum: 3 of 6 cohort providers implemented HPV self

‑

swab workflows; 
Baywell launched at

‑

home HPV self

‑

swab kits pilot. Early results pending.
• BCS pilot (Direct Providers): PDSA on open mammogram orders with Dr. Ranjit Reen: 36 
members received open orders; 4 completed a mammogram after outreach (11.1% conversion).
• CCS close

‑

outs: Multiple CCS projects are wrapping; final summaries are being assembled for 
sharing.
• Postpartum (PPC) outreach: Internal Engagement Coordinators conducted reminder calls. In 
the postpartum PDSA, among 135 deliveries (June–Oct 7, 2025), 20 members completed a 
postpartum visit and 3 newborn well

‑

child visits. Call success rate: 48.95%. Member success 
rate: 59.32% 
Planning for MY2026 DSNP measures  BCS and COL and how to help members complete the 
screenings

Internal Quality Improvement Committee
Quality Improvement Health Equity Committee 12/31/25

Title: Senior Director, 
Quality 

Name: Michelle Stott 

Title: Manager, Quality 
Improvement

Name: Farashta Zainal

Title: QI Project Specialist II
Name: Falmata Abatcha

Title: QI Project Specialist I
Name: Patty Carrillo

Workgroup: Well Child N Continued

By December 31, 2025, the Alliance will improve performance on well-child measures within MCAS by conducting targeted improvement projects to 
raise rates currently below the Minimum Performance Level (MPL) and to further increase performance toward the 75th percentile for W15, W30, 
WCV, CIS10, IMA, DEV, and TFL. Through focused training, process optimization, and ongoing performance monitoring, the Alliance will increase 
the number of MPLs achieved from three to five, ensuring all teams have equitable access to necessary resources and support. Progress will be 
reviewed quarterly to sustain momentum and adjust strategies as needed.

In Q1, the Well Child Workgroup contributed to the following initiatives:
-Birthday Card Distribution for NAHC and Axis Community Health. Planning with Roots Community Health 
Center began in Q1 for a Q2 launch.
-Immunization flyers/posters in provider clinics.
-Billboards and public transportation flyers around Alameda County promoting well-visits.
-PSA on Radio Stations to promote well-visits.
-Video PSA in DMV to promote well-visits.
-Planning for HEDIS Crunch began in collaboration with CFMG.

 Workgroup Activities and Member Engagement InitiativesIn Q2 2025, the Workgroup 
continues to support initiatives aimed at increasing well-child visits by contributing 
ideas and strategies to improve member engagement. Collaborative efforts include 
working with the Communications & Outreach (C&O) team and the Health Education 
Department to develop disease awareness posters focused on Pneumococcal and 
Hepatitis B (HepB) vaccines. The Workgroup also remains actively involved in the 
Birthday Card Initiative and the HEDIS Sprint, ensuring that all outreach campaigns 
receive the appropriate planning, execution, and support needed to maximize member 
outreach and improve health outcomes.

QI engagement team is conducting 2 outreach campaignes: 1. focuses on children 
ages 10-13 with NO PCP assignment and no WCV in 2025 which is approx 100 
members.  2. focuses on 2 direct providers where members are recieving non-
incentivized birthday cards which will be over 300 members over the next 6 months..

The Well Child workgroup contributed by advancing topical fluoride initiatives through provider education, school-
based outreach, toolkit updates, and a forthcoming member connect newsletter.  They supported end-of-year 

pushe for W15-W30 by engaging providers, developing member letters, and incorporating "safe site" messaging 
for families with immigration concerns.  Outreach effors expanded with First5 prioritizing W15, QI engagement 

coordinators following up on topical fluoride completion, and the relaunch of PIP focused on Black/African 
American infants.  Additional efforts included Alameda Health System's Beloved Parenting Program extending 
gift card incentives via the HEDIS sprint and strenghtening data capture for newborn visits, vaccinations, and 

lead screening with analytics and remote EMR access support

During Q4, the Well-Child workgroup supported multiple initiatives aimed at improving 
performance across childhood measures.  Key activities included outreach efforts, mailers, 

member incentives, supplemental remote data access, and the ongoing deployment of 
immunization posters.  Engagement Coordinators continued targeted outreach to increase 

completion of the second topical fluoride visit for members who had already completed one visit.  
The workgroup also generated several strategic recommendations that will carry into 2026.  

These include evaluating the effectiveness of various interventions to identify the most impactful 
strategies, analyzing performance data by ZIP code to pinpoint areas with higher needs or 

access barriers, and tracking reasons for missed visits to inform more targeted outreach and 
action plans.  These focus areas will guide workgroup efforts and quality improvement initiatives 

in 2026.

Internal Quality Improvement Committee
Quality Improvement Health Equity Committee 12/31/25

This workgroup is committed to 
fostering collaboration among QI 
department teams to enhance 

performance on Well-Child 
measures.

Title: Senior Director, 
Quality 

Name: Michelle Stott 

Title: Manager, Quality 
Improvement

Name: Farashta Zainal

Title: QI Project Specialist II
Name:  Megan Hils

Workgroup: Chronic Disease 
Management N Continued

By December 31, 2025, Alameda Alliance for Health (AAH) will improve the administrative rates for chronic disease management hybrid measures 
as follows:

CBP: 49% (MY2023) to 65% (MPL)
GSD: 32% (MY2023 HBD) to 29% (90th pctl)

By December 31, 2025, Alameda Alliance for Health (AAH) will improve the rate for chronic disease management AMR as follows:

AMR: 68% (MY2024) to 77% (90th pctl)

By December 31, 2025, Alameda Alliance for Health (AAH) will improve data collection for CBP and GSD measures among direct providers from:

CBP: 79% to 50% missing or incomplete
GSD: 37% to 25% missing

QI engagement team is condcuting two outcall campaigns for CBP and GSD: 1 focused on members 
assigned to direct PCPs with no PCP visit in the last year; includes members who are missing A1c and/or 

BP, noncompliant for either or both, or compliant for both. The second campaign is in partnership with 
Alameda Health System: call members with no record of receiving a BP monitor, ask if they want to have a 

monitor delivered; 100 members on outcall list

QI Engagment team finished first round of outreach calls to members assigned to 
direct providers with no recent PCP visit, analysis will start soon, starting second list 

of outreach soon. BP monitor PDSA second round wrapping up, follow-up confirmation 
calls are in progress. Other projects in consideration: DSME incentive, provider 

incentives, pharmacy training, food access, nutrition education.

Second round of QI Engagement calls for A1c and BP missing or noncompliant is underway. Exploring 
capacity of CHW partners to take on calls in support. Second round of BP monitor PDSA with AHS complete. 

Out of 100 members reached, 19 received a monitor, 7 had a BP reading in the current MY. Pharmacy 
educational session was held with BACH providers. Other projects in planning phase: educational video for 

AMR and AAF. Pharmacy educational session planned for Oct 18 with NAHC. Diabetes management class 
incentive exploration still in progress. Updates to measure highlights planned by the end of October.

QIE calls for CBP and GSD are nearly complete. Also partnering with CHWs organizations to 
call members for GSD and CBP as well. Asthma control video has been drafted, will be recorded 

in Q1 of next year. Pharmacy has started a partnership with BACH pharmacy to address 
medication gaps in care. Diabetes management class incentive exploration still in progress. 
Updates to measure highlights have been submitted to C&O. BP incentive is still pending 

analysis, waiting for results from BACH.

Internal Quality Improvement Committee
Quality Improvement Health Equity Committee 12/31/25

This workgroup supports the goal of 
creating a culture of quality 

improvement goals throughout the 
organization and increases 

alignment of quality improvement 
efforts across QI department teams. 

These goal were developed in the 
context of challenges collecting 

data for CBP and GSD measures, 
especially among direct providers, 

consistent administrative 
performance below hybrid rates, and 
steadily decreasing rates for AMR 

after several years of high 
performance.

Title: Senior Director, 
Quality 

Name: Michelle Stott 

Title: Manager, Quality 
Improvement

Name: Farashta Zainal

Title: QI Project Specialist II
Name: Kalé Asrat

Workgroup: Behavioral 
Health N Continued

By December 31, 2025, Alameda Alliance for Health will sustain FUA HEDIS rates and improve FUM HEDIS rate by 2% from MY2024 to MY2025 
to meet/exceed MPL. 

MY 2024 rates as of 5/1
FUA: 41.44%
FUM: 66.38 %

Collaborate with BH Department in development of disease management for depression. 

Collaborate with ACBH to disseminate resources to providers and encourage data sharing.

QI collaborated with Behavioral Health and ACBH to plan a Behavioral Health Town Hall to disseminate 
resources to primary care providers.1st round of PDSA for outreaching members on FUA/FUM report: QI 
engagement coordinators called 100 members who were on the the FUA/FUM report. The coordinators 

were able to make 17 successful contact, i.e. 17 members picked up the phone and were either transferred 
to their PCP or given information on how to connect with their PCP or confirmed they had a follow up. 
During the next PDSA in Q2, the QI engagement coordinators will warm transfer the member to the 

Behavioral Health team who will complete an assessment and connect the member to the appropriate level 
of care. 

The 2nd round of PDSA was conducted, the QI engagement coordinators called 
members and warm transfered the member to the Behavioral Health team who 

completed an assessment and connected the member to the appropriate level of care.  

Data was analyzed and presented for MY2024 follow ups for FUA and FUM. The datas showed that 13% of 
follow ups are conducted by PCPs and 13% of follow ups are conducted by Alameda Health Systems. The data 

also showed that around 60% of FUA and FUM members have not a PCP in the last 2 years. The group 
discussed how the Alliance can continue to supports Alameda Health System in their work and also figure out 
how to get members to connect with primary care. ACBH agreed to share data on their ED high utilizer follow 

up program and other outreach efforts in the future.

The workgroup continued to meet in Q4 to discuss rates and come up with new project ideas. In 
Q4, the 3rd round of PDSA to contact members for FUA and FUM was completed. The testing 
resulted in similar as the first 2 testing periods. The QI engagement coordinators were able to 

successfully contact about 18-20% of members. Of those reached, 2-3% wanted to be 
connected to the behavioral health team for further support. Due to the small return based on the 

amount of effort to conduct these calls, the workgroup has decided to not continue the outcall 
campaign. Despite these continued barriers we were able to meet to goal for FUA. December 
31, 2025, the goal was to sustain or improve the FUA and FUM HEDIS rates a by 2% from 

MY2024 to MY2025. For MY 2024, the FUA rate was 41.44% and the FUM rate was 66.38%. 
This goal has been achieved for FUA, with the MY2025 rate increasing to 49.67%, exceeding the 

MPL and performing above the 75th percentile. The MY2025 FUM rate is currently 63.90%, 
which is below the targeted improvement; however, final performance cannot be determined until 

HEDIS rates are finalized in the coming months.

Internal Quality Improvement Committee
Quality Improvement Health Equity Committee 12/31/25

This workgroup supports the goal of 
creating a culture of quality 

improvement goals throughout the 
organization and increases 

alignment of quality improvement 
efforts across QI department and 

the Behavioral Health Departments. 
These goals were developed in the 

context of challenges of data 
sharing with Alameda County for the 

FUA and FUM measures.

Title: Senior Director, 
Quality 

Name: Michelle Stott 

Title: Manager, Quality 
Improvement

Name: Farashta Zainal

Title: Supervisor, Quality 
Performance

Name: James Burke

Member Engagement 
Program N Continued

By 12/31/2025, the Member Engagement Program will close care gaps in the DHCS MCAS measures by reaching or exceeding the MPLs. This 
will be achieved through the following actions:
-Conducting at least 3,000 outcalls quarterly to engage with members and identify care gaps.
-Collaborate with at least one provider, quarterly, to implement member-focused campaigns.
-Actively participate in at least four quality improvement projects, in the year, related to member engagement, contributing to measurable 
improvements.

Conducted outreach to members to  provide health reminders and assist in accessing care to visist that 
correlate to the following measures: BCS, CBP, CCS, FUA, FUM, GSD, W15, and WCV.

Continued and started campaigns on BCS, CBP, CCS, FUA, FUM, GSD, W15 and 
WCV. Outcalls have continued. Additional measure focused campaigns have been added: TFL-CH and PPC-Pre. Outcalls have continued. Over 8,000 unique members have been outreached to with a success 

rate of 29% for the year. Internal Quality Improvement Committee 12/31/25

Title: Senior Director, 
Quality 

Name: Michelle Stott 

Title: Manager, Quality 
Improvement

Name: Farashta Zainal

Title: Supervisor, Quality 
Performance

Name: James Burke

IHI/DHCS Equity Learning 
Collaborative - Children's 

Health
Y Continued

The focus of the Child Health Equity Collaborative is to improve the completion of well-child visits, ages 0-21.

The Alliance will conduct Evidence-Based Interventions:
-Equity & Transparent, Stratified, and Actionable Data (April-May 2024)
-Understand Provider and Patient/Caregiver Experiences (June-July 2024)
-Plan and Implement PDSAs with Provider Partners (August-October 2024)
-Asset Mapping & Community Partnerships (November-December 2024)
-Partnering for Effective Education & Communication (January-March 2025)

Project concluded with IHI/DHCS. Roots abandoned their PDSA and is starting a new one on Birthday 
Cards. LeNoir stopped their participatoin. 

IHI announced another learning collaborative will be announced in Summer 2025.

Per IHI, phase II delayed to September 2025.

Phase II's first meeting was conducted on 9/25/25:
-Measure focus: W15/W30; ages 0-3 years old: W15 and W30.

-Project timeline: September 2025 - December 2026
-Three initiatives: (1) Enhance Appointment Access and Scheduling, (2) Connect Members to Available 
Resources to Support Comipletion of Well-Child Visits, and (3) Connect Families to Patient Navigation 

Services.
-Provider partner: TBD; IHI has requested we partner with at least three clinics over the course of this project.
-Statewide aim statement: By September 2026, MCPs will increase W30-6+ and W30-2+ rates by at least 5 

percentage points for children 0-3, focusing on counties with racial/ethnic disparities.

Partnered with Castro Valley Pediatrics has changed over to UCSF Health Medical Foundation 
(UHMF) Castro Valley Pediatrics for this collaboration. N/A 12/31/26

Provider Partners: Previous partners 
selected did not have the capacity 

to lift the requirements of this 
project.

Title: Sr. QI Director 
Name: Michelle Stott

Title: Director of Population 
Health and Equity

Name: Linda Ayala

Title: Manager of Population 
Health and Equity
Name: Gil Duran

Population Needs Assessment Y New Provide meaningful contributions to LHJ  CHA/CHIPs (including resources, in-kind staffing, and data sharing) by Q4 of 2025. 
Received and processing resource contribution and in-kind staffing requests from Alameda County and data 
request from City of Berkeley. Continued monthly meetings with both LHJs and Kaiser Permanente for 
collaboration updates and discussion.

Executed agreements with ACPHD and City of Berkeley/JSI to contribute resources 
to support CHIP community engagement and strategy implementation. Submitted City 
of Berkeley data sharing request to Analytics. Continued updates to PEI and ACPHD 
doula program about activities and progress with doula contracting.

Held various data sharing discussions with ACPHD and the City of Berkeley. Submitted Analytics request to 
share HEDIS data with the City of Berkeley. Developing additional data sharing requests regarding 
immunizations and opioid use with ACPHD. Received updates from LHJs describing how financial contributions 
were used for CHA/CHIP.

Participated in City of Berkeley World Café CHIP implementation meeting in December. ACPHD 
presented CHNA findings to Alliance CAC in December. Discussed statewide behavioral health 

goals and ACBHD integrated plan development. Data sharing requests with ACPHD still in 
progress. Plan to contribute the same dollar amount to LHJs in FY2026.

Internal Quality Improvement Committee
Quality Improvement Health Equity Committee

12/31/2025

Title: Sr. QI Director 
Name: Michelle Stott

Title: Director of Population 
Health and Equity

Name: Linda Ayala

Title: Manager of Population 
Health and Equity
Name: Gil Duran

Population Health 
Management - PHM 

Monitoring
Y Continued Implement population-based PHM framework to inform monitoring processes and RSS guidance by the end of 2025. PHM consultant ideas42 drafted a measurement framework with input from other departments involved in 

population health. Proposed dashboard design and functions under review by Analytics.

PHM consultant ideas42 submitted final deliverables for measurement framework, 
dashboard prototype, and analysis of use of RSS and member connections to disease 
management programs

Held leadership meetings to prepare for Medi-Cal Connect RSST implementation. Requested data on Alliance vs. DHCS RSST members to review with RSST implementation 
leads. PHM dashboard request to be submitted to Analytics in Q1 2026.

Internal Quality Improvement Committee
Quality Improvement Health Equity Committee

12/31/2025

Title: Sr. QI Director 
Name: Michelle Stott

Title: Director of Population 
Health and Equity

Name: Linda Ayala

Title: Manager of Population 
Health and Equity
Name: Gil Duran

Population Health 
Management - PHM Strategy Y Continued Develop the Alliance 2025 PHM Strategy to address priority gaps in care and disparities in compliance with DHCS and NCQA requirements. Completed 2024 PHM Evaluation, 2025 PHM Assessment, and activities and resources update for 2025 

PHM Strategy development.
2025 PHM Strategy updated and presented to QIHEC in May for approval. Strategy 
was also presented to CAC for input in June. N/A - Completed. N/A - Completed. Internal Quality Improvement Committee

Quality Improvement Health Equity Committee
12/31/2025

Title: Sr. Director, 
Pharmacy Services

Name: 
Title: Clinical Pharmacist 
Name: Ramon Tran Tang N/A QIP #5: Opioid / SUD - 

Continuation N Continued  

Goal 1: By 12/31/25, educate chronic opioid users on health habits, management of chronic pain, and alternative therapy and care (>120 MME) 
daily).

Goal 2: By 12/31/25, educate opioid users at risk of becoming chronic users (i.e., 50 to 119 MME/day). 
Next automated mailing on 6/7/25. All educational handouts are updated. C&O request will be sent in May. C&O request was sent out in June. Mailings were sent out in mid to end of June. Next mailing is on track to be sent out around 12/7/25 Mailing sent out near the end of December Internal Quality Improvement Committee

Quality Improvement Health Equity Committee 12/31/2025 Staff bandwidth and staffing 
transition 

Title: Sr. Director, 
Pharmacy Services

Name: 
Title: Clinical Pharmacist 
Name: Ramon Tran Tang N/A QIP #5: Opioid / SUD - 

Continuation N Continued  

Goal 3:  By 12/31/25, educate providers who are assigned members that utilize high dose opioids (>120MME) and who are presenting to the 
Emergency Department with opioid and / or benzodiazepine overdose. Next automated mailing on 6/7/25. All educational handouts are updated. C&O request will be sent in May. C&O request was sent out in June. Mailings were sent out in mid to end of June. Next mailing is on track to be will be sent out around 12/7/25 Mailing sent out near the end of December Internal Quality Improvement Committee

Quality Improvement Health Equity Committee 12/31/2025 Staff bandwidth and staffing 
transition 

Title: Sr. QI Director 
Name: Michelle Stott 

Title: Sr. Medical 
Director 

Name: Dr. Stephanie 
Brown

Title: Sr. Medical Director 
Name: Dr. Stephanie Brown

Title: Sr. QI Director 
Name: Michelle Stott Potential Quality Issues (PQIs) 

Continuation-Quarterly N Continued  Monitor, evaluate, and take effective action with >/= 95% PQI closure within 120 days to address any needed improvements in the quality of care 
delivered by all providers rendering services on behalf of the Alliance in any setting  along with internal data validation. Q1 results for PQI QOC case closure met the threshold at 97.63%

Q2 is the first quarter in many years where PQI TATs fell below the 95% threshold. 
This is primarily a result of the absence of the QI Medical Director in Q4 2024 which 
resulted in a shortage of time available from alternate Medical Directors to level and 

close cases. RN reviewers were able to maintain their case reviews within 120 days. 
A new queue has been developed within Quality Suite for MD reviewers to access 

QOC PQIs that are ready for MD review.

Q3 continued to have PQI TATs that have fallen below the 95% threshold. Now that a QI Medical Director has 
been hired, this trend should begin to reverse in Q4.  Per CMO, the PQI TAT was changed to 150 days. As of 

9/30/25, there were 86 QOC cases still open after 150 days which is equivalent to 93.47%.

As of 1/5/2026, the PQI TAT improved to 99% (276/278) with only 2 cases greater than 150 
days. Since November 2025 and QI Medical Director in place, the PQI TAT has met the 

threshold of 95%. 

Process improvements have been underway since September 2025 to minimize duplication of 
PQIs from team members as most of these cases were resolved upstream by the G&A team..  

The QI team is monitoring G&A track and trend reports and addressing system issues and 
following up with providers as appropriate.

Internal Quality Improvement Committee
Access to Care Sub-Committee

Quality Improvement Health Equity Committee
12/31/2025

Title: Sr. QI Director 
Name: Michelle Stott Title: Sr. Medical Director 

Name: Dr. Stephanie Brown

Title: Sr. QI Director 
Name: Michelle Stott PQI Corrective Action Plan 

Tracking & Trending N New Monitor, evaluate and take effective action where appropriate on all Corrective Action Plans (CAPs) issued.  Assess effectiveness of track and trend 
reports and refine if needed.   

In Q1 2025 there were a total of 5 CAPs issued with no trends identified. These included 3 LTC providers 
and 2 Modivcare QOC issues. 

There were 12 CAPs issued from QOC cases received in Q2; 8 of the CAPs issued 
are still pending provider responses; Of the 12 CAPs, 8 were PPCs and 2 were LTC-

related; No trends were identified. 

As of 10/6/2025, there are 11 CAP responses pending. 3 of these involve Sutter facilities who have a history of 
not responding to CAPs based on information being confidential and privileged.  Standard processes are 
followed in order to obtain a response but ultimately, these cases are leveled and closed by the Medical 

Director based on available information. QI Leadership is working with AAH Compliance to resolved this issue. 
No trends identified for other providers.

As of 1/5/2026, there are 11 CAP responses pending, 2 of which are Sutter cases with a history 
of not responding to CAPs.  For the remaining cases, the team is following CAP escalation 

processes to ensure that all issues are addressed.

Internal Quality Improvement Committee
Quality Improvement Health Equity Committee

12/31/2025 2024 CAP report presented at BOG  
and IQIC in March 2025

Title: Sr. QI Director 
Name: Michelle Stott Title: Sr. Medical Director 

Name: Dr. Stephanie Brown

Title: Sr. QI Director 
Name: Michelle Stott Exempt Grievances Auditing- 

Biannual N Continued Ensure clinical monitoring of Exempt Grievances for Quality of Care, Service, Access and Language issues per P&P QI-104 through bi-annual 
review of 100 randomly selected Exempt Grievances.

An Exempt Grievance audit was performed in January which returned a compliant score of 100%. Next 
audit will be performed in June 2025 Exempt Grievance Audit is due in Q3 EG audit was performed in June/July 2025 with results presented at July IQIC. The goal of 90% was met 

successfully at a rate of 100%  Next audit due in January 2026

 Process improvement to streamline the Grievance to PQI workflow were implemented in 
September 2025.  The EG audit will be discontinued as PQIs are referred through the G&A 
workflow by the Medical Director; hence, all clinical cases are screened for PQI referrals. 

Internal Quality Improvement Committee
Access to Care Sub-Committee

Quality Improvement Health Equity Committee
12/31/2025

Title: Sr. QI Director 
Name: Michelle Stott Title: Sr. Medical Director 

Name: Dr. Stephanie Brown

Title: Sr. QI Director 
Name: Michelle Stott Potential Quality Issues (PQIs) 

Annual Training N Continued Plan provides documented evidence of ongoing annual training on PQIs by clinical staff for both new and seasoned customer service staff who serve 
as the front-line entry for the intake of all potential quality of care grievances

PQI annual training was done in February at HCS All Staff meeting and with CHCN in March ; MSD 
provides training to their staff. Next training will be done in January/February 2026 Next training will be done in January/February 2026 Next training will be done in January/February 2026

Internal Quality Improvement Committee
Access to Care Sub-Committee

 Quality Improvement Health Equity Committee
12/31/2025

Title: Sr. QI Director 
Name: Michelle Stott Title: Sr. Medical Director 

Name: Dr. Stephanie Brown

Title: Sr. QI Director 
Name: Michelle Stott Provider Preventable 

Conditions (PPCs) workflow N New Refine Provider Preventable Conditions (PPCs) workflow in collaboration with other departments. The PPC workflow was reviewed and updated with appropriate State portal access for reporting puposes. 
Collaboration between Claims and QI occurred in Q1 and led by QI Sr Director The PPC workflow has been fully implemented per changes made in Q1 2025. No changes have been made in the PPC workflow No changes have been made in the PPC workflow Internal Quality Improvement Committee 12/31/2025

Title: Sr. QI Director 
Name: Michelle Stott Title: Sr. Medical Director 

Name: Dr. Stephanie Brown

Title: Sr. QI Director 
Name: Michelle Stott PQI ModivCare Focus N New On tracking and trending of PQI cases as well as a review of grievances, we note a substantial number of C1 / C2 cases and member complaints 

related to missed rides. Collaborate with Modivcare and Vendor Managerment to address any preventable system issues.   

Ongoing collaboration between Modivcare and AAH Vendor Mgt, CMDM, G&A and QI continues to be an 
ongoing effort in order to reduce the number of missed rides for AAH members. The PQI team meets as 

needed to review PQI cases to address trends, obtain responses from Modivcare and obtain CAP 
responses

PQI Modivcare process continues per the usual process including collaboration with 
AAH Vendor Management, CMDM and G&A. Tracking and trending is done with 

routine reporting at the Modivcare JOMs
No changes have been made in the Modivcare focus No changes have been made in the Modivcare focus. 

Internal Quality Improvement Committee
Access to Care Sub-Committee

 Quality Improvement Health Equity Committee
12/31/2025

Title: Sr. QI Director 
Name: Michelle Stott Title: Sr. Medical Director 

Name: Dr. Stephanie Brown
Title: QI Coordinator                

Name: Jamisha Jefferson IHA Audit N New Perform IHA audit bi-annually and distribute educational letters to providers.  Determine if there are any provider trends for two consecutive audits 
and implement a follow up plan. 

The DHCS focused audit was completed in March 2025 and IHA deliverables were submitted as requested.  
During the on-site audit, the main focus was on immunizations and activities to support completion. 

The next IHA chart audit is planned for June 2025

The second IHA chart audit for 2025 is now planned for Q3. IHA chart audit for 2025 is now planned for Q4 IHA chart audit is underway by the FSR team, results will be finalized in Qtr 1 2026 Internal Quality Improvement Committee
 Quality Improvement Health Equity Committee

12/31/2025

Title: Sr. QI Director 
Name: Michelle Stott 

Title: Access to Care 
Manager

Name: Loc Tran

Title: Sr. QI Nurse Specialist
Name: Kathy Ebido

Facility Site Review (FSR) 
Continuation N Continued 100% of corrective action plans for periodic (full-scope) site reviews (FSR/MRR) are received within 30 days and closed within 90 days of FSR/MRR 

Report.  CAP closure do not exceed 120 days from FSR/MRR Report.

24 CAPs (88%) received within 30 days for Q1 reviews. There are 9 open CAPs active and pending closure 
as of 3/31/25. Only 1 CAP exceeded the 90 days.

All CAPs were closed before 120 days from the FSR/MRR Report date.

26 CAPs (90%) received within 30 days for Q2 reviews. There are 3 open CAPs active 
and pending closure as of 6/30/25. No CAPs exceed over 90 days.

All CAPs were closed before 120 days from the FSR/MRR Report date.

29 CAPs (94%) received within 30 days for Q3 reviews. There are 13 open CAPs active and pending closure as 
of 9/30/25. 1 CAP exceeded over 90 days.

1 CAP (FSR/MRR conducted in Q2) was closed beyond 120 days from the FSR/MRR Report date.

21 CAPs (86%) received within 30 days for Q4 reviews. There are 7 open CAPs active and 
pending closure as of 12/31/25. No CAP exceeded over 90 days.

All CAPs were closed before 120 days from the FSR/MRR Report date.

Access to Care Sub-Committee
Quality Improvement Health Equity Committee

12/31/25

Title: Sr. QI Director 
Name: Michelle Stott Title: Sr. Medical Director 

Name: 
Title: QI Supervisor

Name: Christine Rattray
Inter-rater Reliability (IRR) 

Continuation-Annual N Continued IRR is performed annually to ensure >/=90% IRR consistency and accuracy of review criteria applied by all clinical reviewers - physicians and non-
physicians - who are responsible for conducting clinical reviews and to act on improvement opportunities identified through this monitoring. 

An IRR was performed in January which included 2 MD reviewers and 5 RN reviewers. The results were 
100%. Next IRR planned for Jan 2026. 

Next PQI IRR will be performed in January 2026/ G&A IRR to be performed with G&A 
RNs in August 2025 and is being coordinated by UM Director, Michelle Findlater.

Next PQI IRR due in January 2026 under direction of QI Sr Director/ G&A IRR under the direction of the UM 
Director

Next PQI IRR due in January 2026 under direction of QI Sr Director/ G&A IRR under the direction 
of the UM Director Internal Quality Improvement Committee 12/31/2025

Title: Sr. QI Director 
Name: Michelle Stott Title: Sr. QI Director 

Name: 
Title: Sr. QI Nurse

Name: Kathy Ebido

Skilled Nursing Facility/Long 
Term Care (SNF/LTC) Quality 

Monitoring
N Continued

Continue to monitor SNF/LTC quality monitoring tools to meet APL 23-004 SNF/LTC Benefit Standardization: 
1) Obtain 60% of the SNF attestation by 12/31/25.
2) Draft standard operating procedures (SOP) as to actions taken for providers with quality of care trends
3) Monitor quality measures (i.e. HEDIS/MCAS) with the LTC team and develop interventions for trends.

As of 3/31/25, 64 attestations were received out of 104 SNF sites (62%).We will continue to closely 
monitor and update the ratings of skilled nursing facilities each month, ensuring that all contracted 
locations meet high-quality standards. In addition to tracking census data, we collect and verify QAPI 
attestations to support continuous improvement in patient care across facilities.

As of 3/31/25, 61% of attestations were received from the contracted SNF sites.We 
will continue to closely monitor and update the ratings of skilled nursing facilities each 
month, ensuring that all contracted locations meet high-quality standards. In addition 
to tracking census data, we collect and verify QAPI attestations to support continuous 
improvement in patient care across facilities.

As of 9/30/25, 66% of attestations were received from the contracted SNF sites.We will continue to closely 
monitor and update the ratings of skilled nursing facilities each month, ensuring that all contracted locations 
meet high-quality standards. In addition to tracking census data, we collect and verify QAPI attestations to 
support continuous improvement in patient care across facilities.

As of 12/31/25, 61% of attestations were received from the contracted SNF sites.We will 
continue to closely monitor and update the ratings of skilled nursing facilities each month, 
ensuring that all contracted locations meet high-quality standards. In addition to tracking census 
data, we collect and verify QAPI attestations to support continuous improvement in patient care 
across facilities.

Internal Quality Improvement Committee
Quality Improvement Health Equity Committee 12/31/2025

Title: Sr. QI Director 
Name: Michelle Stott Title: QI Manager 

Name: Farashta Zainal

Title: Manager of Quality 
Improvement

Name:  Farashta Zainal

QIP #4: Increase Initial Health 
Appointment rates N Continued By 12/31/2025 Improve IHA completion rates from MY2024 to MY2025 by 3%.  Included IHA in the P4P program.  During provide/delegate QI rmeetings IHA rates are shared with 

providers.  Included IHA as part of the QIP for extended office hours.  Conducted IHA webinar on 2/20/2025.   Promoted IHA incentive to encourage outreach Continued to review IHA rates with providers and promotion of IHA incentives.  Conducted delegation oversight 
for CHCN and provided feedback on IHA P&P.

Continued to review IHA rates with providers.  Conducted delegation oversight for CHCN and 
CFMG

Internal Quality Improvement Committee
Quality Improvement Health Equity Committee

12/31/2025 State issued CAP for IHA

2025 Quality Improvement & Health Equity (QIHE) Work Plan



Sponsor Business Owner QI Staff Lead QI Activity/Initiative 
Health Equity Focus 

(Y/N) *Include 
Regulatory Body

Continued or New? Goal/Justification *(Update this column) Q1, 2025 Q2, 2025 Q3, 2025 Q4, 2025 Subcommittee Project Due Date Met (Y/N)?
Monitoring of Previously 

Identified Issues (if 
applicable)

Title: Sr. QI Director 
Name: Michelle N. 

Stott 

Title: Sr. QI Director 
Name: Michelle N. Stott N/A Annual QIHE Program 

Evaluation Y Continued

Conduct an annual written evaluation of the QIHE program that includes:
1. A description of completed and ongoing QIHE activities that address quality and safety of clinical care and quality of service
2. Trending of measures to assess performance in the quality and safety of clinical care and quality of service
3. Analysis and evaluation of the overall effectiveness of the QIHE program and of its progress toward influencing network wide safe clinical 
practices
4. Annual review of performance measures, utilization data, consumer satisfaction survey, and findings such as Community Advisory Committee 

The QIHE Program Evaluation was updated and approved in IQIC, with final approval by QIHEC on May 9, 
2025. The QIHE Trilogy document was approved at the July 11, 2025 Board meeting. The 2026 QIHE Program Description was updated to reflect DSNP requirements. The 2026 QIHE Program Description was approved in QIHEC on 11 All Sub-Committees and QIHEC 12/31/25 Incorporated BH and SNF/LTC 

Quality Monitoring

2025 Quality Improvement & Health Equity (QIHE) Work Plan

Title: Sr. QI Director 
Name: Michelle Stott 

Title: Access to Care 
Manager

Name: Loc Tran

Title: QI Specialist
Name: Tanisha Shepard

CG-CAHPS Survey 
Continuation
(Quarterly)

N Continued 

Ensure that quarterly survey questions align with DMHC timely access and language requirements to evaluate member clinical & group 
satisfaction/experience with Timely Access Standards - Office Wait Time, Call Return Time, Time to Answer Call. To ensure that the survey results 
are actionable while maintaining the availability of benchmarking metrics for analysis and implementation of  improvement opportunities. The 
compliance threshold goal for Call Return Time and Time to Answer Call remains 70% (with a stretch goal of 80%).  In Office Wait Time goal 
remains 80% for 2025. Started Q2 2024, CG-CAHPS will includes BH providers. Specialist providers will be added to CG-CAHPS survey starting 
Q1 2025.                       

4th Quarter 2024
Call Return Time (PCP)

Numerator: 1,487
Denominator: 2,2135

Compliance Rate: 70.0%
Goal Met: Y

In-Office Wait Time (PCP)
Numerator: 2,609

Denominator: 2,884
Compliance Rate: 90.5%

Goal Met: Y

Time to Answer Call (PCP)
Numerator: 1,796

Denominator: 2,337 
Compliance Rate: 77.0%

Goal Met: Y

Call Return Time (BH)
Numerator: 208

Denominator: 282
Compliance Rate: 73.7%

Goal Met: Y

In-Office Wait Time (BH)
Numerator: 364

Denominator: 406
Compliance Rate: 89.7%

Goal Met: Y

Time to Answer Call (BH)
Numerator: 233

Denominator: 285
Compliance Rate: 81.8%

Goal Met: Y

1st Quarter 2025
Call Return Time (PCP)

Numerator: 605
Denominator: 870

Compliance Rate: 70.0%
Goal Met: Y

In-Office Wait Time (PCP)
Numerator: 1,062

Denominator: 1,177
Compliance Rate: 90.2%

Goal Met: Y

Time to Answer Call (PCP)
Numerator: 755

Denominator: 963 
Compliance Rate: 78.4%

Goal Met: Y

Call Return Time (BH)
Numerator: 140

Denominator: 197
Compliance Rate: 71.1%

Goal Met: Y

In-Office Wait Time (BH)
Numerator: 278

Denominator: 297
Compliance Rate: 93.6%

Goal Met: Y

Time to Answer Call (BH)
Numerator: 168

Denominator: 199
Compliance Rate: 84.4%

Goal Met: Y

Emergency Non-Life Threatening (BH)
Numerator: 139

Denominator: 178
Compliance Rate: 78.1%

  

2nd Quarter 2025
Call Return Time (PCP)

Numerator: 691
Denominator: 1008

Compliance Rate: 68.5%
Goal Met: N

Gap to Goal: 1.5%

In-Office Wait Time (PCP)
Numerator: 1,257

Denominator: 1,355
Compliance Rate: 92.7%

Goal Met: Y

Time to Answer Call (PCP)
Numerator: 847

Denominator: 1,099 
Compliance Rate: 77.0%

Goal Met: Y

Call Return Time (BH)
Numerator: 165

Denominator: 238
Compliance Rate: 69.3%

Goal Met: N
Gap to Goal: 0.7%

In-Office Wait Time (BH)
Numerator: 335

Denominator: 363
Compliance Rate: 92.3%

Goal Met: Y

Time to Answer Call (BH)
Numerator: 206

Denominator: 258
Compliance Rate: 79.8%

Goal Met: Y

Emergency Non-Life Threatening (BH)
Numerator: 175

 

3rd Quarter 2025
Call Return Time (PCP)

Numerator: 812
Denominator: 1,093

Compliance Rate: 74.2%
Goal Met: Y

In-Office Wait Time (PCP)
Numerator: 1,371

Denominator: 1,476
Compliance Rate: 92.8%

Goal Met: Y

Time to Answer Call (PCP)
Numerator: 936

Denominator: 1,216 
Compliance Rate: 76.9%

Goal Met: Y

Call Return Time (BH)
Numerator: 149

Denominator: 220
Compliance Rate: 67.7%

Goal Met: N
Gap to Goal: 2.3%

In-Office Wait Time (BH)
Numerator: 306

Denominator: 334
Compliance Rate: 91.6%

Goal Met: Y

Time to Answer Call (BH)
Numerator: 198

Denominator: 237
Compliance Rate: 83.5%

  

Access to Care Sub-Committee
Quality Improvement Health Equity Committee

12/31/2025

Title: Sr. QI Director 
Name: Michelle Stott 

Title: Access to Care 
Manager

Name: Loc Tran

Title: QI Specialist
Name: Tanisha Shepard

Provider Satisfaction Survey 
Continuation

(Annual)
N Continued

Annually, timely completion of measures for provider and staff satisfaction/experience with the health plan and department services. To ensure that 
the survey meets NCQA requirements and is effective, direct, and actionable while maintaining the availability of benchmarking metrics for analysis 
and implementation of  improvement opportunities. Fielding Sep - November 2025.  Goal: 2% increase from previous year overall satisfaction 
rate.

Results received Dec, 2024. Overall Satisfaction Plan Rating for MY2024 is 80.7% up by 2.3% points from 
MY2023 - 78.4%.  Met or significantly higher scores compared to PG Commercial and Aggregated BoB. 
Results shared with COO/CEO for review and evaluation of next steps. Next meeting with PG on Feb 19, 
2025

Last SPH JOM was on 05.29.25. SOW in process. On Track. Per JOM on 08.21.25. Provider Satisfaction to begin fielding on 09/02/2025 On Track: 2025 Provider Satisfaction results received in December. Access to Care Sub-Committee
Quality Improvement Health Equity Committee

12/31/2025

Title: Sr. QI Director 
Name: Michelle Stott 

Title: Access to Care 
Manager

Name: Loc Tran

Title: QI Specialist
Name: Fiona Quan

CAHPS 5.1
(Member Satisfaction Survey)

Continuation
(Annual)

N Continued
Measures member experience with health plan and affiliated providers. To ensure that the annual survey aligns with NCQA standards and is 
effective, direct, and actionable while maintaining the availability of benchmarking metrics for analysis and implementation of  improvement 
opportunities for member experience. Fielding: Feb. - May of 2025.  Goal: 2% increase from previous year overall satisfaction rate.

MY2024 Survey Results still in pending from PG Last SPH JOM was on 05.29.25. Fielding timeline to be provided shortly. On Track.

Survey results presented at the Q3 2024 A&A 
Sub-Committee on 09/10/2025.

Medi-Cal Child:
Urgent Appointment: 82.7%+

Non-Urgent Appointment: 69.6%-
Getting Care, Test, Or Treatment: 78.8%-
G tti  S i li t A i t t  77 2%

On Track: MY2025 CAHPS Survey Sample Frame will be submitted next quarter Access to Care Sub-Committee
Quality Improvement Health Equity Committee

12/31/2025

Title: Sr. QI Director 
Name: Michelle Stott 

Title: Access to Care 
Manager

Name: Loc Tran

Title: QI Specialist
Name: Tanisha Shepard

After Hours Care 
Continuation

(Annual)
N Continued

Audits provide after-hours protocols (Emergency Instructions/Access to Provider) and availability according to DMHC/NCQA methodology/standards 
for PCP, Spec. and BH providers. To ensure that the survey is effective, direct, and actionable while maintaining the availability of benchmarking 
metrics for analysis and implementation of  improvement opportunities. Maintains 80% compliance rate for After Hour Survey. Fielding September 
2025.

Primary Care Providers
Numerator: 57

Denominator: 63
Compliance Rate: 90.8%

Goal Met: Y
Goal: 80%

Specialists
Numerator: 151

Denominator: 170
Compliance Rate: 88.8%

Goal Met: Y
Goal: 80%

 Behavioral Health
Numerator: 63

Denominator: 81
Compliance Rate: 77.8%

Goal Met: N
Gap to Goal: 2.2%

Goal: 80% 

Last SPH JOM was on 05.29.25. SOW in process. On Track. Per JOM on 08.21.25. After Hours Care to begin fielding on 09/02/2025 Results received from SPH in November.
A&A to conduct reassessment of failed providers then anaylsis. Access to Care Sub-Committee

Quality Improvement Health Equity Committee
12/31/2025

Title: Sr. QI Director 
Name: Michelle Stott 

Title: Access to Care 
Manager

Name: Loc Tran

Title:QI Specialist
Name: Fiona Quan

Initial Pre-Natal Visits 
Continuation

(Annual)
N Continued

To ensure that the survey aligns with DHCS requirements and  is effective, direct, and actionable while maintaining the availability of benchmarking 
metrics for analysis and implementation of  improvement opportunities related to OB/GYN appts offered according to Timely Access Standards. 
Reach or exceed 75% compliance rate for First Prenatal appointment. Fielding Sep - Oct. 2025

HEDIS Prenatal visits: 85.36 baseline to 85.40 admin (MPL) - increase by 3%

MY2024 Survey Results were presented at the March 25, 2025 A&A Sub Committee Numerator:  31
Denominator: 63

Compliance Rate: 49.2%
Goal: 75%

Goal Met: No
Gap to Goal: 25%

1.Non-Responding providers/delegates:
Provider education regarding the First Pre-Natal Visit survey and regulatory requirements. A&A have issued 

corrective action plans (CAPs) to non-responding providers.
2.Ineligible providers:

The list of ineligible providers will be shared with Provider Services and the Data Analytics department with 
the intent of ensuring optimal provider database integrity to generate a reliable provider sample.

                                                3.Non-Compliant Providers / delegates / groups:          
Provider education regarding the First Pre-Natal Visit survey and regulatory requirements. A&A have issue 

corrective action plans (CAPs) to non-compliant providers.
4.Track and trend OB/GYN QOA PQI reports to identify non-compliant providers for education and ongoing 

compliance.

On Track On-Track. Analytrics Prepping Survey Tool. Non-PAAS 2025 is currently in fielding process Access to Care Sub-Committee
Quality Improvement Health Equity Committee

12/31/2025

Title: Sr. QI Director 
Name: Michelle Stott 

Title: Sr. QI Director 
Name: Michelle Stott 

Title: Sr. Medical Director 
Name: 

Title: QI Specialist
Name: Fiona Quan

PAAS (Provider Appt 
Availability Survey) 

Continuation
(Annual)

N Continued
To ensure that the annual survey aligns with DMHC requirements to assess appointment availability is effective, direct, and actionable while 
maintaining the availability of benchmarking metrics for analysis and implementation of  improvement opportunities. Maintains a 75% compliance 
rate for urgent and non-urgent appointment. Fielding Sep - Dec. 2025

MY2024 Survey Results pending from QMetric MY 2024 results were presentated at the A&A Sub-Committee meeting on May 21, 
2025 Fielidng Started August 19, 2025 PAAS 2025 is currently in fielding process Access to Care Sub-Committee

Quality Improvement Health Equity Committee
12/31/2025

Title: Sr. QI Director 
Name: Michelle Stott 

Title: Sr. QI Director 
Name: Michelle Stott 

Title: Sr. Medical Director 
Name: 

Title: QI Specialist
Name: Fiona Quan Provider Visits and Training N Continued Conduct at least 4 site visits per quarter to provider offices/clinics and provide training on timely access standards through the end of 2025.  03/13/2025 TVHC

03/28/2025 AXIS Community Health

05/01/2025 Alta Bates Perinatal
05/07/2025 La Loma Medical Group

05/08/2025 TVHC
05/14/2025 Lifelong Medical Care

05/15/2025 CHCN JOM
05/15/2025 Axis Community Health
05/30/2025 Altais Medical Group

06/04/2025 CCCMA
06/04/2025 East Bay Cardiovascular & Medical Specialist (SL)

06/13/2025 UCSF
06/24/2025 CFMG

07/01/2025 Asian Health Services
07/10/2025 Davis Street Primary Care

08/12/2025 CFMG
08/18/2025 Roots Community Health

09/25/2025 John Muir Physician Network

10/2/25 - Brighter Beginnings - 2744 E 11th Stree, Oakland, CA 94601
10/23/25 - Native American Health - 2950 International Blvd, Oakland, CA 94601

10/27/25 - LifeLong Berkeley Trust - 830 University Ave, Berkeley, CA 94710
10/30/25 - Jin Kim, MD - 3300 Webster St, Oakland, CA 94609

11/12/25 - LPSR Pediatrics - 1133 E Stanley Blvd, Livermore, CA
11/18/25 - Mintz Medical Corporation - 3755 Bacon Ave, Fremont, CA 94538

11/20/25 - Jiva Health - 5709 Matket Street, Oakland, CA 94608
12/1/25 - East Bay Advanced Care - 3100 Summit St, Oakland, CA 94609

12/1/25 - LifeLong Lenior Pediatric Center - 2940 Summit St, Oakland, CA 94609
12/2/25 - Jiva Health - 1860 Mowry Ave, Fremont, CA 94538

12/3/25 - Jiva Health - 5924 Stoneridge Dr, Pleasanton, CA 94588
12/9/25 - Asian Health - 101 Callan Ave, San Leandro, CA 94577

12/11/25 - East Bay Cardiovascular - 27206 Calaroga Ave, Hayward, CA 94545
12/12/25 - La Clinca Transit Village - 3451 E 12th St, Oakland, CA 94601

12/29/25 - Ranjit Reen, MD - 1900 Mowry Ave, Fremont, CA 94538

Access to Care Sub-Committee
Quality Improvement Health Equity Committee

12/31/2025

Title: Sr. QI Director 
Name: Michelle Stott 

Title: Director of Population 
Health and Equity

Name: Linda Ayala

Title: Manager of Population 
Health and Equity
Name: Gil Duran

Health Education Operations N Continued

1.0 - Maintain a 95% fulfillment rate for health education material requests and referrals within 10 business days for threshold languages and within 
30 business days for translated materials through the end of 2025. 

1.1 - Support coordination and logistics of Community Advisory Committee meetings, monthly and quarterly team meetings through the end of 
2025. 

1.0 - Maintained a 98.9% fulfillment rate for health education material requests in Q1 2025.

1.1 - Successfully supported coordination of March CAC meeting and monthly PHE team meetings. 

1.0 - Maintained a 97% fulfillment rate within 10 business days for health education 
requests in Q2 2025.

1.1 - Successfully coordinated the Q2 CAC and PHE monthly team meetings.

1.0 - 98.4% fulfillment rate withing 10 business days.(Metric Met for Q3)

1.1 - Successfully coordinated the Q3 CAC meeting.

1.0 - 98.6% fulfillment rate with 10 business days (metric met for Q4). 

1.1 - Successfully coordinated the Q4 CAC meeting.
Internal Quality Improvement Committee/Quality Improvement and Health Equity Committee 12/31/2025

Title: Sr. QI Director 
Name: Michelle Stott 

Title: Director of Population 
Health and Equity

Name: Linda Ayala

Title: Manager of Population 
Health and Equity
Name: Gil Duran

Health Education Programs N New

2.0 - Develop at least one strategy to support senior (DSNP) populations with health education or wellness and prevention services by the end of 
2025.

2.1 - Conduct annual health education program evaluations to drive process and program improvements by Q4 2025.

2.2 - Address low Well Child Visit rates in Farsi, Tagalog and Arabic speaking communitiies, by ensuring prevention services health education 
materials are culturally aligned for Farsi, Tagalog and Arabic speaking members (added 9/2025, NCQA HE6).

2.0 - Reviewed DSNP Model of Care and DSNP Assessment questions to identify opportunities for health 
education resource development. Attended Senior Injury Prevention Partnership conference to identify 
population needs. 

2.1 - Completed evaluation summary tables for the Diabetes Prevention Program and Comment Card 
Incentive Surveys.

2.0 - Developed three health education material packages focused on needs identified 
for the DSNP population. 

2.1 - Completed annual health education program evaluations for Family Paths, IBCLC 
- Sutter, and DPP HabitNu. 

2.0 - 4x DSNP HED materials were finalized and submitted to C&O for review/design. Completed STARS and 
HED material crosswalk.

2.1 - N/A - completed.

2.2 - Reviewed Well-Child Visit HED material and language availability.

2.0 - 3x DSNP materials were field tested with Community Advisory Committee (CAC) members 
to gather feedback on design, content, and readability. Feedback was compiled and shared with 

C&O to inform the next round of design revisions.

2.1 - N/A - activity completed.

2.2 - The Well-Child Visit handout was submitted to C&O for Arabic translation, expanding on 
existing Farsi and Tagalog versions. HED is preparing a targeted mailing that will include the 

handout and a cover letter, which is currently being drafted by a HED Specialist.

Internal Quality Improvement Committee/Quality Improvement and Health Equity Committee 12/31/2025

Title: Sr. QI Director 
Name: Michelle Stott 

Title: Director of Population 
Health and Equity

Name: Linda Ayala

Title: Manager of Population 
Health and Equity
Name: Gil Duran

Health Education Programs Y New 3.0 - Measure the impact of doula utilization on maternal and child health outcomes by the end of 2025. 

Developed key questions for member story spotlight in member newsletter and to share at a doula event for 
members.
Identified metrics to review with Diversity Uplifts to measure maternal health outcomes.
Initiated Sutter Health Perinatal collaboration.

Continued development of doula utilization report. Developed draft maternal mental 
health program description. 

Finalized the Maternal Mental Health Program Description. Launched the Doula Member Experience Survey 
campaign. 

Maternal Mental Health Program measures reviewed and discussed in Beahvioral Health QI 
workgroup in October. Internal Quality Improvement Committee/Quality Improvement and Health Equity Committee 12/31/2025

Title: Sr. QI Director 
Name: Michelle Stott 

Title: Director of Population 
Health and Equity

Name: Linda Ayala

Title: Manager of Population 
Health and Equity
Name: Gil Duran

Disease Management Y New

4.0 - Implement at least one new strategy to engage members in a Disease Management program by the end of 2025. 

4.1 - NCQA HE6 Address hypertension in Black members through culturally targeted hypertension education and coaching using culturally relevant 
messaging to promote engagement and address unique concerns, such as SDOH (added 9/2025).

4. 0 - Launched incentive program for participation in health coaching. Journey Health CHWs will conduct 
outreach to Anthem and AE members with unctrolled hypertension and diabetes.Targeted health coaching 
outreach to Group Care members.

4. 0 - Comleted targeted outreach to GC members. Journey Health completed phase 
1 outreach to Anthem and AE members with uncontrolled hypertension and diabetes.

4.0 - Launched Journey Health Disease Management Phase 2 referrals. Goal completed. 

4.1 - Prioritized Black members in multiple chronic condition subpopulation with care gaps for referral and 
engagement the Good Life Path. 

4.0 N/A - Goal met in Q3. 

4.1 - In 2025, the Alliance implemented a culturally targeted hypertension engagement strategy 
by prioritizing Black/African American members for CHW-led education, coaching, and nutrition 
programming through the Good Life Path, integrating culturally relevant messaging and social 
needs screening to address barriers such as technology access, transportation, and health 
system navigation

Utilization Management/Quality Improvement and Health Equity Committee 12/31/2025

Title: Sr. QI Director 
Name: Michelle Stott 

Title: Director of Population 
Health and Equity

Name: Linda Ayala

Title: Manager of Population 
Health and Equity
Name: Gil Duran

Disease Management N New 5.0 - Develop tailored disease management outcomes measures for subpopulations by the end of 2025. Identified DM subpopulations for referral to the Good Life health education program via the development of a 
tailored multiple chronic condition care gap and diabetes and hypertension risk tiers report. Developed Journey Health and the Good Life outcome metrics for subpopulations. Finalized measures, referral report, and reporting schedule with Journey Health.

5.0 - The Alliance developed subpopulation-specific disease management outcome measures by 
stratifying diabetes and hypertension risk and monitoring engagement, care gap closure, and 

equity-focused outcomes for Black/African American members, informing refinements to CHW 
workflows and alternative delivery models to better align interventions with member 

circumstances

Utilization Management/Quality Improvement and Health Equity Committee 12/31/2025

Title: QI Senior 
Director

Name: Michelle Stott
Title: Director of Population  

Health and Equity
Name: Linda Ayala

Title: Manager of Cultural and 
Linguistic Services
Name: Mao Moua

Member Cultural and 
Linguistic Assessment Y Continued

1.0-Assess the cultural and linguistic needs of plan enrollees and identify action items that may need addressed to ensure the cultural and 
linguistic needs of member are met.

1.1- Use interpreter services provision data to identify language needs for the “Other Chinese and Unknown groups.” Share with key leaders at 
internal and external committees (NCQA HE6).

1.2- CLS Subcommittee quarterly review of member demographics trends (NCQA HE6). 

1. CLS needs assessed at 01/22/2025 CLSS Meeting. 1. CLS needs assessed at 04/23/2025 CLSS Meeting. 1.0- CLS needs assessed at 07/23/2025 CLSS Meeting. 
1.1- Collaborated with the Analytics team to investigate the increase in members with ethnicity listed as 
“Unknown.” Findings confirmed that the increase was caused by a backend data mapping issue in the reporting 
system. The team is addressing the mapping error to ensure accurate capture and reporting of member 
demographic data.
1.2-Planned implementation Q4. 

1.0- CLS needs assessed at 10/22/2025 CLSS Meeting. 
1.1- Planned implementation Q1 2025.
1.2-Member demographics trends reviewed at 10/22/2025 CLSS Meeting. 

Cultural and Linguistic Services Committee/Quality Improvement Health Equity 
Committee

12/31/2025
Partially met due to 

planned implementation in 
Q1 2026

Title: QI Senior 
Director

Name: Michelle Stott

Title: QI Medical 
Director
Name: 

Title: Director of Population  
Health and Equity

Name: Linda Ayala

Title: Manager of Cultural and 
Linguistic Services
Name: Mao Moua

Language Assistance 
Services Fullfillment Y Continued

2.0-Reach or exceed an average fulfillment rate of ninety-five percent (95%) or more for in-person, video, and telephonic interpreter services.

1. Q1- 99% fulfillment rate for all modalities (Metric Met for Q1). 1. Q2- 99% fulfillment rate for all modalities (Metric Met for Q2). 2.0- Q3-99% fulfillment rate for all modalities (Metric met for Q3). 2.0-Q4-99% fulfillment rate for all modalities (Metric met for Q4). 

Cultural and Linguistic Services Committee/Quality Improvement Health Equity 
Committee

12/31/2025 Y

Title: QI Senior 
Director

Name: Michelle Stott

Title: QI Medical 
Director
Name: 

Title: Director of Population  
Health and Equity

Name: Linda Ayala

Title: Manager of Cultural and 
Linguistic Services
Name: Mao Moua

Language Assistance 
Services Fullfillment Y Continued

3.0-Increase monthly use of on-demand vs in-person services by 2 percentage through improvements to on-demand access.

1. Planned implementation in Q2. 1. Met with Provider Relations team to present situation and plan to address high-
utilizing prescheduled interpreter services provider sites.
2. Presented and reviewed situation and plan with QI Senior Leadership for review and 
approval. 
3. Pulled utilization data for top 5 high-utilizing prescheduled interpreter service 
provider sites. 

3.0- Met with Tri-City (09/02/2025) and East Bay GI (09/04/2025) to discuss transition to on-demand interpreter 
services carts.
3.1- Discussed interpreter services carts information and deployment plan with the interpreter services vendor, 
Propio. 

3.0- Met with Tri-City (11/12/2025) to discuss on-demand interpreter services carts transition 
plan.
3.1- Provided updates regarding interpreter services carts deployment plan with the interpreter 
services vendor, Propio. Cultural and Linguistic Services Committee/Quality Improvement Health Equity 

Committee
12/31/2025 Continued planned 

implementation in Q1 2026

Title: QI Senior 
Director

Name: Michelle Stott
Title: Director of Population  

Health and Equity
Name: Linda Ayala

Title: Manager of Cultural and 
Linguistic Services
Name: Mao Moua

Language Assistance 
Services for Behavioral 

Health
Y Continued 4.0-Ensure tracking, analysis and reporting of interpreter services utilization for behavioral health services.

1. The Alliance met with the vendor to re-evaluate the call prompt categories. The vendor confirmed they 
would review the data collection points within the call flow to explore alternative methods for inputting data 
into the platform, specifically to accurately indicate whether it was a BH call. 

1. The vendor reviewed call flow data and reported that utilization tracking is only 
feasible if the initial call prompt identifies the call as involving a behavioral 
assessment.
2. Met with Member Services Quality Assurance and Regulatory Reporting Manager 
to explore existing member call tracking and determine whether behavioral 
assessment calls are currently being identified  

4.0-The CLS team will track utilization of interpreter services for behavioral health through our internal (AAH 
Behavioral Health Department) and external (AAH Behavioral Health Providers) PIN #s along with prescheduled 
interpreter service requests. 

4.0-Goal completed in Q3 2025.

Cultural and Linguistic Services Committee/Quality Improvement Health Equity 
Committee

12/31/2025 Y

Title: QI Senior 
Director

Name: Michelle Stott
Title: Director of Population  

Health and Equity
Name: Linda Ayala

Title: Manager of Cultural and 
Linguistic Services
Name: Mao Moua

Provider Language Capacity
(Member Satisfaction) Y Continued 5.0-Based on the Member CG-CAHPS Survey 81% of adult members and 92% of child members who need interpreter services will report receiving 

a non-family qualified interpreter through their doctor’s office or health plan.

1. Q4 2024-Adult: 87.4%;  Child: 92.1% (Metric Met for adult and child in Q1).
2. Q1 2025-Planned implementation Q2. 

1. Q1 2025-Adult: 83.7%;  Child: 91.9% (Metric Met for adult and child in Q2).
2. Q2 2025-Planned implementation Q3. 

5.0-Q2 2025-Adult: 85.8%;  Child: 92.3% (Metric met for Adult and Child in Q3).
5.1- Q3 2025-Planned implementation Q4. 

5.0-Q3 2025-Adult: 88.1%;  Child: 93.4% (Metric met for Adult and Child in Q3).
5.1- Q4 2025-Planned implementation Q1 2026. Cultural and Linguistic Services Committee/Quality Improvement Health Equity 

Committee
12/31/2025

Goal met for Q1-Q3; 
planned review of Q4 2025  

in Q1 2026.

Title: QI Senior 
Director

Name: Michelle Stott
Title: Director of Population  

Health and Equity
Name: Linda Ayala

Title: Manager of Cultural and 
Linguistic Services
Name: Mao Moua

Language Assistance 
Services

(Member Satisfaction)
Y New

6.0-Increase the Timely Access Requirement (TAR) Survey response rate by 2% for combined adult and child. 
(2024 Adult Baseline: 3.4%)
(2024 Child Baseline: 5%)

6.1-NCQA HE6 Create member facing outreach and education on access to interpreter services in additional languages and distribute through 
providers. 

6.2-NCQA HE6 Launch multilingual education campaign reinforcing interpreter service rights. 

1. Mail Dropped: 03/11/2025 1. Data Collection ended on 04/16/2025.
2. Received raw data files on 04/21/2025.
3. Scrubbed raw data files and developed final report.  
4. Submitted the TAR Survey Report to DMHC via Regulatory Affairs on 04/30/2025.
5. Overall, 2% increase in responses from MY 2023.

6.0-Goal completed in Q2 2025.
6.1-Planned implementation for Q1 2026.
6.2-Planned implementation for Q1 2026.

6.0-Goal completed in Q2 2025.
6.1-Planned implementation for Q1 2026.
6.2-Planned implementation for Q1 2026.

Cultural and Linguistic Services Committee/Quality Improvement Health Equity 
Committee

12/31/2025
Partially met due to 

planned implementation in 
Q1 2026

Monitoring plan for 2025 Update: 
Met goal from the first year for both 

adult and child responses. 

Title: QI Senior 
Director

Name: Michelle Stott
Title: Director of Population  

Health and Equity
Name: Linda Ayala

Title: Manager of Cultural and 
Linguistic Services
Name: Mao Moua

 Provider Language Capacity 
and Race and/or Ethnicity 

(Provider Network) 
Y New 7.0-Conduct NCQA NET 1 A Report: Analysis of Capacity of Alliance Provider Network to meet Cultural and Linguistic and share findings with 

internal and external stakeholders by May 31, 2025

1. Completed gathering of data and reports. 
2. Started on draft Net 1 A Report. 

1. Finalized draft Net 1A Report.
2. Submitted to NCQA consultants and received feedback. 
3. Assessed feedback and gap in reporting. 
4. Updated report to fill gap in reporting/data. 
5. Presented Net 1 A Report at CLSS (04/23/2025) and QIHEC (05/09/2025) and 
received approval. 

 7.0-Goal completed in Q2 2025.  7.0-Goal completed in Q2 2025. 

Cultural and Linguistic Services Committee/Quality Improvement Health Equity 
Committee

12/31/2025 Y

Title: QI Senior 
Director

Name: Michelle Stott
Title: Director of Population  

Health and Equity
Name: Linda Ayala

Title: Manager of Cultural and 
Linguistic Services
Name: Mao Moua

Community Engagement: 
Community Advisory 

Committee (CAC)
Y New 8.0-Recruit at least one (1) committee member in each of the three (3) identified areas of representation gaps: Men, individuals aged 19-44 and 

those who are Limited English Proficient (LEP). 

1. Connected and presented information about the CAC as part of membership recruitment efforts to the 
following organizations:  
• Greater New Beginnings on 01/17/2025 and received two (2) CAC candidate applications.
• Asthma Start Program, ACPHD, 1/29/2025
• Oakland Catholic Worker on 3/13/2025
2. Conducted initial outreach and provided information to Native American Health Center and Asian Health 
Services via email. 

1. Connected and presented information about the CAC as part of membership 
recruitment efforts to the following organizations:  
• Children First Medical Group (CFMG), 04/29/2025
• Alameda County Public Health Department-Local Health Department (ACPHD-LHD), 
05/20/2025
• Community Health Center Network (CHCN), 05/21/2025
• Native American Health Center (NAHC), 05/29/2025
2. Held a CAC Selection Committee Meeting to present CAC interests. 
3. CAC Selection Committee reviewed and voted on 8 new CAC members from the 
following representation areas: providers, men, diverse racial and ethnic backgrounds, 
SPD, youth/at-risk youth, ages 19-44, and representatives from an Indian Health 
Center Provider. 

8.0-Connected with Alameda County Social Services to recruit CAC interests for foster youth who have AAH or 
parents or caregivers of foster youth who have AAH. 
8.1-Sent CAC information, including application materials to five (5) CAC interests. 
8.2-Received three (3) applications. 

8.0-Connected and presented information about the CAC as part of membership recruitment 
efforts to the Senior Services Coalition of Alameda County (10/09/2025) and received one (1) 
application. 
8.1-Held a CAC Selection Committee Meeting to present CAC interests (11/14/2025). 
8.2-CAC Selection Committee reviewed five (5) CAC candidates and approved four (4) new CAC 
members from the following representation areas: Foster parents of Alliance members, 
advocates, and/or youth and LTSS advocates, or Alliance members participating in LTSS.
8.3-Discussed recruitment strategies with the DSNP team for DSNP members or caregivers.

Cultural and Linguistic Services Committee/Quality Improvement Health Equity 
Committee

12/31/2025 Y 

Title: QI Senior 
Director

Name: Michelle Stott
Title: Director of Population  

Health and Equity
Name: Linda Ayala

Title: Manager of Cultural and 
Linguistic Services
Name: Mao Moua

Potential Quality Issues-
Quality of Language (PQI-

QOL)
Y Continued 9.0-Monitor, evaluate, and conduct appropriate interventions for PQI-QOLs with a closure rate of 95% or more within 60 business days.  

1. Q1-95% closure rate. 1. Q2-94% closure rate (Goal Not Met).
2. CLS team experienced staffing challenges and increased volumes in 
coordinating/scheduling interpreter services. 

9.0- Q3-92% closure rate (Goal Not Met).
9.1-CLS team experienced staffing challenges and increased volumes in coordinating/scheduling interpreter 
services. 

9.0- Q4-92% closure rate (Goal Not Met).
9.1-CLS team experienced delays in getting a timely response from an interpreter services 
vendor regarding one case. Cultural and Linguistic Services Committee/Quality Improvement Health Equity 

Committee
12/31/2025 N
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