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For the better part of a decade, we have partnered with the State of California, clinics,  
community-based organizations, consultants and others to close Encounter Data  
Deserts across the state. Our focus is to make California healthier, one person at a time.  
One way to do that is to gain more insight into the quality of care each patient receives.  

Data-driven choices can help us make further gains, reduce barriers and measure  
the progress. Thank you for your partnership on this journey. Let’s continue to make a  
difference for all Californians. 

Nancy Wongvipat Kalev  
Senior Director, System of Care 



 
 

  
 

 

  
  

  

 
 

 
 

 
 

 

Introduction 

Encounter Data Deserts 
During the past decade, the State of California has migrated Medi-Cal members into managed 
care, which focuses more on quality over quantity. Data from patients’ encounters with 
providers hold the keys to evaluation of the care, coordination and outcomes. Over time, 
the state noticed gaps in that data at the provider level, which ranged from records of patient 
visits, treatments ordered, medications prescribed and ongoing patient conditions. 
That’s because, in managed care systems, utilization data and healthcare 
quality scores build off the aggregate information from clinics and hospitals. 
That can help gauge the success of incentives, efforts for populations of 
focus and health equity on the whole. Ideally, patients get regular checkups 
with their doctor, dentist, optometrist and others. It’s important to share 
that information with patients’ providers within the healthcare ecosystem so 
they have a more complete picture of their patients’ health and well-being. 

Located in various geographic
 
locations throughout California,
 
these Encounter Data Deserts pose
 
a serious problem.
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Why We Need to Shrink Encounter Data Deserts
 

1 To take opportunities to close gaps in care
and elevate patient care 

We can make the greatest impact when we focus on what’s better for every 
person. That means coordinated efforts that go beyond just our members 
and network of contracted providers. 

We need accurate and timely encounter data to track health care quality, 
costs and improvements within the healthcare system. Our Encounter Data 
Improvement Program started with a collaborative effort to find common 
pain points. 

This included many types of providers and care settings. The goal remains 
to mitigate barriers to the timely submission of complete and accurate 
encounter data. 

In addition, the program aims to strengthen the governance, data 
standardization and collection and reporting infrastructure of the Medi-Cal 
Managed Care healthcare delivery system. Through funding, action plans 
and assessments, it became clearer where we could make improvements. 

However, to address the encounter data requirements, Health Net initially 
awarded grants to nine provider groups, seven federally qualified health 
centers, two individual practitioners and one community clinic (in Northern 
California, the Central Valley and Southern California). This provided funds 
to assess encounter data submissions to provide technical assistance and 
training. Subsequently, 13 of these sites got further technology upgrades, 
data standardization support and oversight to help address encounter data 
barriers. 

So, how does this work in practice? For instance, when a baby arrives, 
the hospital/provider borrows the medical record number from the person 
who gave birth. If the child needs to stay in the hospital longer after birth, 
the record may not reflect their total stay. The child was at the hospital 
during that time, not the parent. Also, use of a temporary name in records, 
like “Babyboy Smith,” could lead to misidentification. 

Other issues could arise if: 

• Vaccinations get administered by different providers and are not included
in medical records

• A patient’s allergies to certain medication are unknown to a new provider

• Behavioral health records are not accessible because of note transcription
backlogs

Funding was the 
catalyst for 

(continued) 

New software to marry 
patient care with data 
accuracy 

Dashboards that shine a light 
on workflow tweaks 

Cross-departmental training 
sessions to promote data 
precision 
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Health Net also collects sexual orientation and gender identity (SOGI) and 
demographic data from members on an opt-in and consent basis. These 
are other vital pieces of information that may not fit into a claim form. 
But funding could help with incremental progress to improve outcomes. 
Beyond this, there are many health equity gaps to close and we can map the 
disparities in order to focus where and how to help address them. Robust 
encounter data could help plans and providers close them through stratified 
care with certain treatment needs to enhance quality. For example: 

• American Indian and Alaska Native (AIAN) and Black babies have a 
shorter life expectancy at birth. 

• Black women are three times more likely to die from pregnancy-
related causes. 

• Latino adults have a more than 50% chance to get type 2 diabetes 
and higher rates of kidney failure caused by diabetes as well as vision loss
and blindness.

• Asian American and Pacific Islander (AAPI) men are 60% more likely 
to die from liver and colon cancer. 

• LGBTQIA+ people are three to six times more likely to have mental 
health needs, including depression, anxiety and suicide.

• Inadequate housing conditions lead to more chronic disease 
and injury. Factors include lead/mold/asbestos exposure and poor
water quality.

2 To drive targeted patient education and
coordinated interventions 

Accurate, relevant data can lead to patient care that’s not just good, but 
excellent. It means targeted education and coordinated interventions at 
the individual and population health levels. Also, it includes involvement in 
health decisions and treatment and prescriptions that stick. 

The dream? That each bit of data from patient to doctor can help 
create a full picture. Errors inevitably arise. The challenge is to fix them 
and shape programs that genuinely meet specific needs. 

Doctors need to gather data and direct patient care. Often, the emphasis 
is understandably on patient care, for more face-to-face time. So, patient 
support efforts might not always adequately or accurately show in patient 
medical records. 

(continued) 

Community health 
clinics need good 
data to function. 
That allows for: 

Payments that match up 
with claims 

Proper risk assessment for 
certain population segments 

Screenings and reminders 
that catch population health 
opportunities, like substance 
use, need for vaccinations or 
lack of routine dental care 

Necessary funds and support 
to tackle systemic flaws 

Participation in state-driven 
payment models 
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3 To focus member outreach during natural
disaster crises 

The encounter data and other data we get on an opt-in basis and with 
consent from patients craft a healthcare picture. What members choose 
to share can steer services towards those who need them most. This 
background differs from clinical and claims data. It adds to encounter data 
and we can use it to focus on accommodations for a patient. 

This clear picture helps provide a roadmap when crises occur. When natural 
disasters strike like a wildfire or flood, informed outreach provides a hand. 
Such as medication reminders, help with appointments and safety checks. 

For example, when atmospheric rivers hit California, storms brought floods, 
road closures and worse. Health Net was able to call more than 1,700 of 
its members, warn them of danger and guide them through. This includes 
information on available shelters nearby and help with medication needs. 

When people choose to share personal insights, that opens a door for 
personalized attention. That’s true, especially if they have conditions like 
anxiety or post-traumatic stress disorder. More insight into their struggles 
helps to create paths to stability. Support for housing, mental health 
services or disability benefits are a few examples. 

Health Net
 
was able to call more
 

than 1,700 of its
 
members, warn them
 
of danger and guide
 

them through.
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What to Do About Encounter Data Deserts 
In partnership with the state, Health Net invested $50 million in Undertakings funds since 2017 
to close gaps in the data infrastructure. The work helped to prioritize and direct support to 
address gaps and challenges  with Encounter Data Deserts throughout California. 

Likely because California is such a large state, Encounter Data Deserts 
persist to this day. One such is example is a current lack of perinatal data 
noted in a recent report by the California State Auditor. Accurate and 
plentiful perinatal data would aid providers in the effort to reduce how many 
children are born with dangerously low birthweights every year. 

A decade after the Affordable Care Act, many people remain on the  
healthcare sidelines. There are still many Californians, especially Latinos,  
who remain uninsured. It’s a challenge to track someone’s health status if  
they aren’t part of the system.  

To help minimize Encounter Data Deserts in California, the state 
invests money into grants through: 

• Providing Access and Transforming Health (PATH Program)

• Incentive Payment Program (IPP) and

• Encounter Data Technical Assistance Program (via a Health Net grant)

This is a targeted approach to solve issues with providers who participate in  
California Advancing and Innovating Medi-Cal (CalAIM) and enhanced care  
management (ECM).  

The big takeaway 
• The results show that 

it’s possible to shrink  
Encounter Data Deserts,  
one provider at a time. 

• There’s will and skill at 
provider offices to make 
this transformation 
possible. Their motivation 
and capability exist when 
technical help coincides 
with money for software 
and system upgrades.  
To get the right outcomes, 
it’s essential to have 
partnerships between 
the state, health plans, 
providers’ offices and 
information technology 
vendors. 
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 How We Shrunk Encounter Data Deserts 

with our Targeted Approach 

Most important, we carried our strategic approach throughout the execution process. 
This approach featured three strategic pillars: 

A realistic, although long, execution timeline to set 
expectations among stakeholders 

Focused investments based on specific criteria 

A hands-on, on-site engagement model to support 
providers and  their staff 

How we began 
Phase 

1 
During Phase 1 of the Encounter Data Improvement 
Program, launched in spring 2018, Health Net awarded 
grants to 19 Medi-Cal managed care providers to assess 
their encounter data submission processes. The goal was 
a pilot to identify, document, and recommend steps that 
would lead to increased volume, timeliness and accuracy of 
encounter data. 

Phase 

2 
In Phase 2 of the Encounter Data Improvement Program, 
Health Net awarded grant funding to 13 of the original 
19 providers to implement changes to governance, 
data standardization or technology,  to improve encounter 
data quality. 

The results gathered from Phase 1 left us with questions about encounter 
data. To get more information, Health Net awarded Manatt Health 
Strategies (Manatt) a grant to support a 12-month stakeholder engagement 
process to engage health care industry stakeholders to address challenges 
of encounter data for Medi-Cal managed care providers and plans. 

This included a summit in 2019 to address challenges of encounter data 
for Medi-Cal managed care providers and plans. Nearly 100 stakeholders 
from across California gathered to provide input on priorities and to discuss 
challenges facing encounter data reporting and how to solve them. 

(continued) 

6
 



 
 

 
  

 

  
 

  

  
 

 
 

  
 

 
 
  

  
 

 
 

 

This led to strategies to create three workgroups to improve statewide  
encounter data reporting (1) governance; (2) data standardization; and  
(3) technology, training and technical assistance. The governance group  
recommended that an entity facilitate encounter data improvements. 

An additional virtual Encounter Data Closing Summit occurred in August 
2020, which led to the recommendation for Encounter Data Governance 
Entity (EDGE). 

Since every community is different, we need to see the technology 
capabilities and staff capacity for a certain doctor’s office. From there, 
we can tailor solutions and technical upgrades as needed. 

There is no one-size-fits-all solution to improve 
encounter data quality 
• Key issues exist across provider organizations of various types and sizes;

how those issues impact individual provider organizations can vary. 

• Solutions require customization to individual provider needs.

Each recommendation was also rated for feasibility and scalability. 
Feasibility refers to the likelihood that providers would use the 
recommendation. Scalability defines the likelihood that the program can 
address this issue across multiple providers and impact overall encounter 
data quality. 

The provider level recommendations (in the chart on the next page) appear 
in descending order of how often they appeared in action plans, from 16 to 
four instances. 

Health Net also awarded a 
contract to the Integrated 
Healthcare Association as 
the EDGE to administer 
$26 million in grants to 
oversee efforts in California. 
To reduce those Encounter 
Data Deserts, it takes a lot of 
money, time and partnership. 
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High-Impact Provider Level Recommendations 


Recommendation Frequency Feasibility Scalability 
Upgrade technology and electronic health record (EHR) 
systems 16 Medium Low 

Provide standardized trainings 14 Medium High 

Update/create more robust policies and procedures 13 High High 

Automate processes 11 High Medium 

Improve internal workflow and communication 9 Low Low 

Employ certified coders 9 Medium Medium 

Improve data analytics 8 High Medium 

Conduct regular audits 4 High Medium 

Feasibility: Likelihood of provider level use of recommendation. 

• High: Return on Investment (ROI) is high, provider organization
readiness to implement is high and barriers are low.

• Medium: ROI is medium, provider organizations will need additional
support to implement and will experience some barriers.

• Low: ROI varies; provider organizations require supplemental training
and will face a myriad of barriers to implementation.

Scalability: Likelihood to address this issue across multiple 
providers and impact overall encounter data quality. 

• High: Replicability is easy; ability to leverage common elements
across provider type.

• Medium: Replication of a few elements; some leverage of
resources through adaptation for individual providers needed.

• Low: Limited replicability; require tailored solutions.
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Conclusion 
To shrink Encounter Data Deserts throughout the broad landscape of California, partnerships  
across the healthcare and technology ecosystems are vital. They must align on targeted goals and  
establish realistic timelines for implementation. These multifaceted efforts range from technology  
upgrades and data standardization to comprehensive, hands-on training programs. 

This approach not only addresses immediate challenges, but also sets 
the stage for ongoing improvements in care coordination and outcomes. 
However, challenges persist, particularly in metropolitan regions like 
Los Angeles County with millions of Medi-Cal enrollees. 

To make a long-term impact, we can: 
Get stakeholder buy-in to further enhance the quality
 
and accuracy of encounter data, which can ensure a more
 
comprehensive view of patient care. This would involve
 
continuous refinement of the technology and processes already
 
implemented, as well as ongoing training to support healthcare
 
providers.
 

Drive quantifiable improvements in patient outcomes if
 
health plans, providers, community-based organizations
 
and other stakeholders work together. That could set up
 
best practices for how to interpret Encounter Data and build
 
coordinated care responses that account for social drivers
 
of health. Only this data-driven approach, which considers
 
the whole person care of California’s Medi-Cal members, can
 
ultimately drive critical improvements in quality patient care
 
outcomes.
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