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December 2, 2014  
 
 
 

Dear Stakeholder,  
 
Welcome to the first meeting of the California Children’s Services (CCS) Redesign Stakeholder 
Advisory Board (RSAB). This event is hosted and presented by the Department of Health Care 
Services and the UCLA Center for Health Policy Research. 
 
We appreciate your participation. This meeting was planned to initiate the CCS redesign 
process. Our goal is to engage you in discussions about developing a roadmap for the CCS 
redesign, current trends in the program, issues of concern and importance, and existing models 
of care in CCS. Topics include: An overview of the Redesign Partners and Stakeholders 
Blueprint, the vision for the stakeholder input process and structure, a presentation on the 
ongoing Title V needs assessment, Stanford’s findings from an analysis of CCS administrative 
data, and presentations on the CCS pilot projects currently underway. 
 
For your convenience, we have compiled this packet for you, which includes pertinent 
information on the meeting and other logistical information. Specifically, this packet includes: 
 

 Agenda 

 Redesign Partners and Stakeholders Blueprint  

 Program Redesign Team Contact List 

 Stanford CPOP Health Policy Fact Sheets 
 
Again, thank you for attending our meeting. We look forward to your participation throughout 
this process! 
 
Sincerely, 
 

 

Dylan H. Roby, Ph.D. 

Principal Investigator 
Assistant Professor, UCLA Fielding School of Public Health, Department of Health Policy and 

Management  

Program Director, UCLA Center for Health Policy Research  

 



 

 

 

 

California Children’s Services Program Redesign 
 

Redesign Stakeholder Advisory Board Meeting #1 
Tuesday, December 2, 2014 

11:00am – 4:00pm 

 
 Meeting Call-in Number – (888) 921-8686  

Meeting ID Number – 103-120-2607 

 

AGENDA   
Shriners Hospital for Children - Auditorium 
2425 Stockton Blvd, Sacramento, CA 95817 

 
10:30-11:00 

 
Registration 
 

11:00-11:15 Welcome and Purpose Statements 
Welcome & Overview of CCS Redesign Process 

Dylan Roby, UCLA 
Vision, Goals, and Groundwork for the Stakeholder Process 

Anastasia Dodson, DHCS 
Louis Rico, DHCS 

 

11:15-12:15 
 
 
 

Developing a Roadmap for the CCS Redesign Process 
Overview of Redesign Partners and Stakeholders Blueprint & Stakeholder Input 
Process 

Dylan Roby, UCLA 
Developing a Roadmap for the CCS Redesign 

Neal Halfon, UCLA 
Facilitated discussion on RSAB perceptions of the CCS program 

Neal Halfon, UCLA 
 

12:15-1:00 Lunch Break 

1:00-2:00 Current Trends in CCS 
Update on Title V Needs Assessment 

Jill Abramson, DHCS  
Findings from CCS Administrative Data 

Lee Sanders, Stanford 
Q&A 

Moderator: Dylan Roby, UCLA 
  

2:00-2:10 Break 
 
 



 
2:10-3:10 

 
Existing Models of Care in CCS 

Overview of Full-Risk Managed Care Demonstration Pilot 
Maya Altman, HPSM  

Overview of Accountable Care Organization Demonstration Pilot 
Domonique Hensler and Erin Fisher, Rady Children’s Hospital-San Diego  

Q&A 
Moderator: Dylan Roby, UCLA 

 
3:10-3:30 
 
 
3:30-3:50 

Questions and Comments from RSAB Members 
     Moderator: Dylan Roby, UCLA 
 
Public Comment Period for Audience Members 

Moderators: Dylan Roby, UCLA and Louis Rico, DHCS 
 

3:50-4:00 Wrap-Up, Closing and Next Steps 
    Louis Rico, DHCS 
    Dylan Roby, UCLA 
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California Children’s Services (CCS) Redesign  
 

 Redesign Partners and Stakeholders Blueprint 
 
 
Background 

 

On October 31, 2015, the 2010 Medicaid Section 1115 waiver, which includes 
demonstration projects for California Children’s Services (CCS), will expire. The 
Department of Health Care Services (DHCS) intends to renew the waiver for new 
opportunities for innovation and improvement in the CCS program. DHCS proposes 
investigation of the potential for improvements and design changes to improve the 
program’s ability to provide access to health care for children and youth with special 
health care needs (CYSHCN), and to improve coordination and eliminate the 
fragmentation that exists in the current health care delivery system.  
 

The need to improve and redesign the CCS program, and more broadly health care 
delivery for CYSHCN, has been acknowledged in various forums in California, CCS-
specific research and publications, and national publications addressing health care 
for CYSHCN.1 Recognizing that the many health care providers, CCS-affiliated 
associations, local CCS program administrators, family members, and caregivers for 
CYSHCN in California have a wealth of knowledge about both the CCS program and 
the complex care required by CYSHCN, DHCS is launching a stakeholder-based 
process to inform the CCS program redesign. 
 

As part of this stakeholder-based redesign, DHCS has partnered with the UCLA 
Center for Health Policy Research, the UCLA Center for Healthier Children, Families 
and Communities, the Stanford Center for Policy, Outcomes, and Prevention, the 
Lucile Packard Foundation, and Harbage Consulting to help inform and facilitate the 
process. This partnership is committed to assembling a Redesign Stakeholder 
Advisory Board (RSAB) composed of approximately 30 individuals from various 
organizations and backgrounds with expertise in both the CCS program and care for 
CYSHCN. As the lead organization, the UCLA Center for Health Policy Research will 
organize five to six topic-specific technical workgroups composed of experts in issues 
identified by the RSAB as being of greatest importance to CYSHCN and the CCS 
redesign process.  
 

 

 
                                                            
1
 “Stakeholder Process for California Children’s Services.” Department of Health Care Services. August 2014. Available at: 
http://www.dhcs.ca.gov/services/ccs/Documents/CCSStakeholderProcess.pdf 
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Throughout the meetings of the RSAB and the technical workgroups, and in the CCS 
redesign process generally, two key goals will be pursued:   
 

1. Improve care and outcomes for CYSHCN by ensuring that they receive 
coordinated care and  

2. Identify indicators that will measure quality in order to improve care for these 
children and their families.  

 

In pursuit of these goals, the parties will uphold the following guiding principles: 
 

1. Maintaining CCS provider standards will be a high priority; required use of 
CCS paneled providers will continue to be maintained and the existing CCS 
regionalized provider network will be maintained and required of contracting 
organized health care delivery systems;  

2. The State must ensure the continued viability of the CCS program; the 
fundamental goals of improving health care delivery and improving health 
outcomes for CYSHCN must be maintained;  

3. Simplification of the existing funding structure will be considered as a 
component of the CCS redesign foundation;  

4. CCS clients and families must be provided with enhanced consumer 
protections that are not available in the current fee-for-service environment;  

5. The utilization of the existing county care coordination teams as a transitional 
approach to maintain continuity of care coordination to provide local CCS 
programs with sufficient time to transition care coordination if necessary;  

6. The utilization of comprehensive, patient-centered medical care, behavioral 
health, and wraparound services; and  

7. One size does not fit all – DHCS will work with stakeholders to look for 
solutions that will work for different localities and/or populations.  

 
 
Redesign Stakeholder Advisory Board (RSAB) Involvement 

 

To ensure that the CCS program redesign is stakeholder-driven and achieves 
the aforementioned goals, DHCS has selected you to be a member of the 
RSAB. The first task of the RSAB will be to provide guidance to DHCS and the 
consultant parties as all participants work collaboratively to identify areas in 
need of improvement, best practices, lessons learned, ongoing concerns, and 
viable options for reforming or restructuring the CCS program.  
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RSAB Members 
 

As an RSAB member, each participant will commit to the following: 
 

1. Attend as many of the RSAB meetings as possible (consistent participation  
is critical to the success of the stakeholder process). 

2. Actively contribute his/her knowledge, expertise, and vision for the CCS 
program, to promote an environment of collaboration and knowledge 
exchange. 

3. Recognize that each RSAB member has a different background that informs 
their opinions and logic, and therefore the goals of each member may vary.  

4. In recognition of these differences, try to make values and goals explicit, and 
work to strike a balance among seemingly discordant interests. 

5. Recognize that any redesign efforts must be in keeping with the rapidly 
changing epidemiology of child health and the organization and financing of 
health services generally. 

 
 
DHCS and its CCS redesign partners  
 

DHCS and its CCS redesign partners will: 
 

1. Work with stakeholders to develop a “roadmap” that identifies the current 
state of the CCS program, the intended direction for the program, and the 
specific proposed policies and actions needed from each stakeholder to 
achieve determined aims. 

2. Identify and develop a plan for implementation of recommendations resulting 
from the CCS stakeholder process. A component of this plan will include 
engagement strategies that are specific to counties and regional CCS 
programs. 

3. Ensure accountability to the needs and demands of CYSHCN, their 
caregivers and families, and stakeholders. 

4. Weigh the technical research and evidence, goals and knowledge of the 
stakeholders, needs of CYSHCN, and identified State priorities prior to 
making any final decisions in choosing an implementation plan(s) for 
recommendation, and  

5. Make such decisions in conversation with the RSAB and clearly 
communicate the decision-making rationale to the stakeholders and public. 
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Additional Support 
 

DHCS and its CCS redesign partners will call on the help of guest experts and the 
technical workgroups to provide the data and background research necessary for 
RSAB members and DHCS to make informed decisions on the direction of the CCS 
program. DHCS will also seek input from the RSAB regarding what data it considers 
necessary to inform the process, as well as suggestions for the technical workgroup 
topics and recommendations for their members. 



 

For General Inquiries: chpr_ccs@em.ucla.edu 
 

California Children’s Services  

 Program Redesign Team 
 

 
Dylan H Roby 
Principal Investigator 
Assistant Professor, UCLA Fielding School of Public   
     Health, Department of Health Policy and  
     Management  
Program Director, UCLA Center for Health Policy  
     Research  

droby@ucla.edu 
 
Jessica Padilla 
Project Manager  
UCLA Center for Health Policy Research 

jessicap@ucla.edu 
 
Michaela Ferrari 
Research Analyst 
UCLA Center for Health Policy Research 

michferrari@ucla.edu 
 
Nathan Moriyama 
Research Assistant 
UCLA Center for Health Policy Research 

nmoriyama@ucla.edu 
 
Neal Halfon 
Co-Principal Investigator 
Director, UCLA Center for Healthier Children,  
     Families & Communities 
Professor of Pediatrics, UCLA School of Medicine 

nhalfon@ucla.edu 
 
Moira Inkelas 
Investigator 
Assistant Director, UCLA Center for Healthier  
     Children, Families, & Communities 
Assistant Director, Child and Family Health  
     Program  
Associate Professor, UCLA Fielding School of Public  
     Health, Department of Health Policy and  
     Management 

minkelas@ucla.edu 
 
 
 

 
 
Lee M Sanders 
Expert Consultant 
Co-Director, Stanford's Center for Policy,  
     Outcomes, and Prevention (CPOP) 
Associate Professor of Pediatrics, Stanford  
     University School of Medicine 
 
Paul H Wise 
Expert Consultant 
Co-Director, Stanford's Center for Policy,  
     Outcomes, and Prevention (CPOP) 
Richard E. Behrman Professor of Child Health and  
     Society and Professor of Pediatrics and Health  
     Policy, Stanford University School of Medicine 

 
Lisa Chamberlain 
Expert Consultant 
Associate Director, Stanford's Center for Policy,  
     Outcomes, and Prevention (CPOP) 
Associate Professor of Pediatrics, Stanford  
     University School of Medicine 

 
Jess Schumer 
Research Expert and Consultant 
Pediatrician and Fellow, Health Resources and  
     Services Administration (HRSA) Maternal and  
     Child Health Training Program 

 
Mimi Choi 
Research Expert and Consultant 
Pediatrician and Fellow, Health Resources and  
     Services Administration (HRSA) Maternal and  
     Child Health Training Program 

 
Peter Harbage 
Expert Consultant 
President, Harbage Consulting 
 

mailto:chpr_ccs@em.ucla.edu
mailto:droby@ucla.edu
mailto:jessicap@ucla.edu
mailto:michferrari@ucla.edu
mailto:nmoriyama@ucla.edu
mailto:nhalfon@ucla.edu
mailto:minkelas@ucla.edu
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"CCS enrollee" is any child enrolled in California Children's Services from 7/1/2006 to 6/30/2012 with costs > $0. As the nation's largest Title V program,
CCS provides case management each year for >150,000 children with a serious chronic medical condition and whose family has an eligible adjusted
annual income. Most CCS enrollees are enrolled in MediCal or Healthy Families. http://www.dhcs.ca.gov/services/ccs. Data analyzed were de-identified
information from all paid claims for these CCS enrollees, as abstracted from the state's Management Information System / Decision Support System.

Exhibit 1: Distribution of Annual Expenditures by Children enrolled in California Children Services

Nov. 2013, Issue 1
The Cost of Care for Children

Enrolled in CCS

This work was funded by the California Health Care Foundation www.chcf.org

Health Policy Facts

THE FINDINGS

 Health care expenditures are concentrated in a
small number of children: 10% of children
account for 72% of CCS patient-care expenditures.

 Most CCS enrollees cost the system relatively
little.  50% of children account for 2% of program
expenditures.

POLICY IMPLICATIONS

 Cost savings may be realized by focusing
cost-containment endeavors on the
highest expenditure populations.

 Increased use of alternatives to inpatient
care (e.g., home-health care, community-
based therapy) may improve health care
system efficiency.
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THE FINDINGS

 Children who are “high-cost” over consecutive years use
care differently than children who are only “high-cost”
for one year. These “persistently high-cost” children are
more likely to have higher use of home-health and
pharmacy services, compared with “acutely high-cost”
children.

 “Persistently high-cost” children are most likely to have
primary diagnoses in the categories of neurology,
cardiology, and oncology.

 “Acutely high cost” children are most likely to have
primary diagnoses in the categories of neonatology,
injury and ENT.

Health Policy Facts
Care Use by “High-cost” Children

Enrolled in CCS

Exhibit 1: Service Use by Cost over Time among California Children Services Enrollees

This work was funded by the California Health Care Foundation www.chcf.org

Nov. 2013, Issue 2

POLICY IMPLICATIONS

 Different systems of care may be
necessary to attend to the special
requirements of the highest-cost
children with serious chronic illness.

 Increasing the efficiency of home-
health service delivery should be a
dominant feature of any improved
system of care for these children.

Persistently High-Cost Enrollees Acutely High-Cost Enrollees
 (Upper decile of total costs for 4 consecutive years) (Upper decile of total costs for only 1 year)

32%

18%

19%

3%

0%

28%

Inpatient Home health Pharmacy
Outpatient clinic Other outpatient Durable Medical Equipment

"CCS enrollee" is any child enrolled in California Children's Medi-Cal fee-for-service from 7/1/2006 to 6/30/2012. As the nation's largest Title V program,
CCS provides case management each year for >150,000 children with a serious chronic medical condition and whose family has an eligible adjusted
annual income. Most CCS enrollees are enrolled in MediCal or Healthy Families. http://www.dhcs.ca.gov/services/ccs. Data analyzed were de-identified
information from all paid claims for these CCS enrollees, as abstracted from the state's Management Information System / Decision Support System.
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"CCS enrollee" is any child enrolled in California Children's Services for > 6 months from 7/1/2006 to 6/30/2012. As the nation's largest Title V program,
CCS provides case management each year for >150,000 children with a serious chronic medical condition and whose family has an eligible adjusted
annual income. Most CCS enrollees are enrolled in MediCal or Healthy Families. http://www.dhcs.ca.gov/services/ccs. Data analyzed were de-identified
information from all paid claims for these CCS enrollees, as abstracted from the state's Management Information System / Decision Support System.

Health Policy Facts

POLICY IMPLICATIONS

 Quality improvement and cost-
containment initiatives will vary
significantly depending upon
condition. Unlike adult medicine,
pediatrics is not a “one-size-fits-all”
field.

THE FINDINGS

 Patterns of health-service use vary by diagnosis.
 Children with neurologic diagnoses have high home

health care use.
 Children with hematologic and oncologic diagnoses

have high use of pharmaceutical products.

Exhibit 1: Service Use, by Diagnosis, among enrollees age >= 1 yr within upper decile of total costs (excluding those with
residential facility stay)

Nov. 2013, Issue 3

Health Care Use Varies by Diagnosis
among CCS Enrollees

This work was funded by the California Health Care Foundation www.chcf.org
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"CCS enrollee" is any child enrolled in California Children's Services for > 6 months from 7/1/2006 to 6/30/2012. As the nation's largest Title V program,
CCS provides case management each year for >150,000 children with a serious chronic medical condition and whose family has an eligible adjusted
annual income. Most CCS enrollees are enrolled in MediCal or Healthy Families. http://www.dhcs.ca.gov/services/ccs. Data analyzed were based on paid
claims for these CCS enrollees, as abstracted from the state's Management Information System / Decision Support System

Health Policy Facts

POLICY IMPLICATIONS

 Approaches to CCS reform should
account for individual child age and
changing needs over time.

 A tiered system – accounting for age,
diagnostic category, and diagnostic
complexity -- is needed to make health
care delivery more efficient. Tiering
should also consider family and
community-based factors.

THE FINDINGS

 Children in different age groups use health care
differently.

 Children in their first year of life primarily use inpatient
services. The CCS population is greatest among children
under age 1 year.

 Health care use is dynamic in the first 2 years of life and
then follows a consistent pattern from ages 3-18 years.
Children tend to use more outpatient and home-health
services and fewer inpatient services from age 3-18 years.

Nov. 2013, Issue 4Health Care Use Varies with Age
among CCS Enrollees

Exhibit 1: Service use, by Age among California Children’s Services Enrollees

This work was funded by the California Health Care Foundation www.chcf.org
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Index hospitalization is defined as the hospitalization that occurred 6 months after CCS enrollment and more than 28 days after the start of fiscal year
2006. This analysis excludes any child with a subsequent hospitalization within 28 days after discharge from index hospitalization.
CCS enrollee is any child enrolled in California Children's Services for > 6 months from 7/1/2006 to 6/30/2012. As the nation's largest Title V program,
CCS provides case management each year for >150,000 children with a serious chronic medical condition and whose family has an eligible adjusted
annual income. Most CCS enrollees are enrolled in MediCal or Healthy Families. http://www.dhcs.ca.gov/services/ccs. Data analyzed were de-identified
information from all paid claims for these CCS enrollees, as abstracted from the state's Management Information System / Decision Support System.

Health Policy Facts

POLICY IMPLICATIONS

 “Outpatient care after
hospitalization” may be a useful
quality indicator for some CSHCN.
This may be particularly true for
children with specific, non-complex
chronic conditions.

 Appropriate receipt of timely post-
hospital care may be a target for
policy change and program
improvement.

THE FINDINGS

 9.6% of CCS enrollees were readmitted to the hospital
within 28 days of hospital discharge.

 Of the children not readmitted
o 30% received no outpatient care during the 28

days after hospital discharge.
o 56% received no MD visit during the 28 days

after hospital discharge.
 Those in the following categories had higher-than-average

rates of “no visits after hospitalization”:
o Ages 13-21 years
o Non-chronic conditions (e.g., injuries, surgical

conditions)

March 2014, Issue 7Quality of Care:
Outpatient Care After Hospitalization

This work was funded by the California Health Care Foundation www.chcf.org

Percent of Hospitalized CCS Enrollees without an Outpatient Visit 28 Days After Hospital Discharge
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MD visit includes any EPSDT, dental, and psychiatric visits.
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2006 and that did not have a prior hospitalization 28 days prior.
CCS enrollee is any child enrolled in California Children's Services for > 6 months from 7/1/2006 to 6/30/2012. As the nation's largest Title V program,
CCS provides case management each year for >150,000 children with a serious chronic medical condition and whose family has an eligible adjusted
annual income. Most CCS enrollees are enrolled in MediCal or Healthy Families. http://www.dhcs.ca.gov/services/ccs. Data analyzed were de-identified
information from all paid claims for these CCS enrollees, as abstracted from the state's Management Information System / Decision Support System.
1Mangione-Smith, in press

Health Policy Facts

POLICY IMPLICATIONS

  “Outpatient care before hospitalization” may be a
useful quality indicator for some CSHCN.  This may
be particularly true for children with specific, non-
complex chronic conditions.

 Systems of care may be able to reduce some
preventable hospitalizations, by identifying and
improving outpatient-care delivery to children
most at risk for “no outpatient care before
hospitalization.”

Percent of Hospitalized CCS Enrollees without an Outpatient Visit 28 Days Prior to Hospitalization

March 2014, Issue 8Quality of Care:
Outpatient Care Before Hospitalization

This work was funded by the California Health Care Foundation www.chcf.org

THE FINDINGS

 12% of CCS enrollees had no outpatient care
during the 28 days prior to hospital admission.

 42% of CCS enrollees had no MD clinic visits
during the 28 days prior to hospital admission.

 Those in the following categories had higher-
than-average rates of “no visits in 28 days:”
o Ages 13-21 years
o Non-complex chronic conditions (e.g.,

Diabetes, Inflammatory Bowel Disease,
Sickle Cell Disease, Hemophilia) 1



POLICY IMPLICATIONS

 Regional pediatric specialty care
centers provide varying access to
specialty care for children with serious
chronic illness.

 Specialty care facilities are vulnerable
to shifts in public payer
reimbursement.

 There needs to be greater scrutiny of
clinical outcomes for those with
decreased access to specialty care
centers (e.g., adolescents, children from
rural areas, etc.).

May 2014, Issue 9

Variation in Specialty Care Hospitalization
for Children with Chronic Conditions in CA

Health Policy Facts

THE FINDINGS

 Significant county-level variation exists in specialty
care hospitalizations among chronically ill children in
California.

 Variation exists by type of condition. Children with
the most serious conditions tend to receive hospital
care in specialty care facilities.

 Increased specialty care use is associated with public
insurance and high pediatric specialty care bed supply.

 Decreased use was seen for adolescent patients,
African American, non-Hispanic children and children
residing in zip codes of low-income or located farther
from a specialty care center.

Data analyzed were from California’s Office of Statewide Health Planning and Development unmasked discharge data set from 1999-
2007. This full version of this work is published as: Variation in Specialty Care Hospitalization for Children With Chronic Conditions in
California. PEDIATRICS Chamberlain, L. J., Chan, J., Mahlow, P., Huffman, L. C., Chan, K., Wise, P. H. 2010; 125 (6): 1190-1199.
This work was supported by a grant from the Lucile Packard Foundation for Children’s Health awarded to Dr. Paul Wise.

Percentage of pediatric chronic illness discharges from
specialty care centers by California county, 1999-2007.



POLICY IMPLICATIONS

 Regionalized specialty services
are a central component of
modern pediatric care for all
children in California, regardless
of insurance payer.

 Specialty care centers in
California are increasingly
dependent on public payers.

 Rapid changes to public
reimbursement may destabilize
pediatric specialty care centers.

May 2014, Issue 11Regionalized Specialty Care for
California’s Children

THE FINDINGS

 In recent years, the number of hospitalizations at
pediatric specialty care hospitals has increased.

 The portion of all pediatric discharges and pediatric bed
days from specialty care hospitals that are insured by
public programs (e.g., California Children’s Services,
Medicaid, State Children’s Health Insurance Program) has
increased.

o Publicly insured children are now more likely to be
hospitalized at specialty care centers than at non-
specialty centers.

o Privately insured children are less likely to receive
care in a specialty care center than their publicly
insured counterparts.

Health Policy Facts

This work was funded by a grant from the Lucile Packard Foundation for Children’s Health awarded to Dr. Paul Wise.

Data analyzed were from California’s Office of Statewide Health Planning and Development unmasked discharge data set from 1999-
2007. This full version of this work is published as: Variation in Specialty Care Hospitalization for Children With Chronic Conditions in
California. PEDIATRICS Chamberlain, L. J., Chan, J., Mahlow, P., Huffman, L. C., Chan, K., Wise, P. H. 2010; 125 (6): 1190-1199.
This work was supported by a grant from the Lucile Packard Foundation for Children’s Health awarded to Dr. Paul Wise.

Number of bed days in specialty and non-specialty care hospitals by insurance status,
California 1999 & 2007


