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Log of Written Comments on the LIHP Evaluation FAQs,  
Received by May 31, 2011 

 
UCLA Center for Health Policy Research 

June 2, 2011 

 

This document includes a summary of responses to all comments received, including 
comments from: 

• Department of Health Care Services 

• County Medical Services Program (CMSP) 

• Alameda  

• Los Angeles  

• San Mateo 

• San Diego 

• Santa Barbara 

• Placer 

• CAPH, CSAC and CHEAC  
 

Comment and Source: Action/Response 

DHCS: 

Will the LIHPs be required to provide the same 
enrollment and utilization data elements for the 
inmates enrolled in the LIHPs? 
  If yes, has anyone given any thought to what needs 
to be done to ensure the LIHPs have access to all of 
the data elements for the LIHP inmates in order to 
report?  

Clarification is incorporated into the document. For 
enrollees who are inmates, LIHPs should provide as much of 
the requested data as is available to the LIHP. If LIHPs do not 
have access to selected data elements, they are not required 
to begin collecting them for the purposes of the evaluation, 
unless they are required data elements for DHCS or CMS 
reporting.  
 
For UCLA Evaluation purposes, at a minimum, LIHPs must 
assign a unique enrollee ID number, track “enrollment” via 
Aid Codes, identify the enrollee as an inmate, and provide 
core data on utilization of health services paid for by the 
LIHP. 
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Comment and Source: Action/Response 

Question 1 makes it sounds as if it's an evaluation of 
the entire waiver.  Narrative is on LIHP so think it 
should be clear here too.  
 

Change is incorporated. 

Why wouldn't you want to request and examine 
HCCI's previous data as well?  I know that this is to 
gather a baseline but I think historical info may also 
serve to show better quality/access, areas of 
improvement, ???, etc. .   
 

Clarification has been incorporated into the FAQ: Baseline 
data are requested from all LIHPs.  
 
UCLA is aware of the differences in the pre and program 
implementation periods and will account in those 
differences in all analyses. 

Q15.  
Will UCLA be required to destroy the data they 
acquired from us at some point?  
 

According to business associate agreements (BAAs) and IRB 
protocols, which will be obtained for this project, UCLA will 
retain data received from the LIHPs for a defined period of 
time, and will have the ability to conduct research with this 
data with explicit permission of the LIHP.  
 

Table 2 –  
Some of the deleted reporting items seem important 
to keep but defer  
 

UCLA is awaiting clarification from DHCS regarding any 
deleted reporting items that should be included. Therefore, 
some data elements currently listed in Table 2 may be re-
incorporated. 

One area of review I find lacking is in the accuracy of 
eligibility determination stats (no OHC, income 
eligible, etc.)  
 

These issues may be monitored through progress reports or 
other aggregate reporting by the county. 

Is it possible to add data on previous insurance 
status? 

In the HCCI program, these data were very rarely available 
and not informative. However, fields to gather this data 
have been incorporated into the data request to provide as 
much detail on this issue as possible: 
 

- We have requested “payer code” to be included in 
the utilization data. This field would contain 
information about the payer for services rendered to 
enrollees. We may know whether an enrollee has 
other insurance and that insurance pays for services 
provided under LIHP.  

- We have added a field to enrollment datasets to 
indicate “previous/current insurance status”. 
Further discussion with DHCS may be required to 
determine the specific purpose of this data, and to 
ensure that the added fields address this concern. 
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Comment and Source: Action/Response 

Inclusion of substance abuse and mental health 
services 

These services are included. The ICD-9 coding system 
corresponds to the coding system established in the DSM-IV 
(Diagnostic and Statistical Manual of Mental Disorders 
(DSM)). ICD-9 codes will provide data on diagnoses for 
mental and behavioral health issues, and CPT codes are used 
to document the mental and behavioral health services 
rendered. 
 

[Utilization data must] distinguish by type of service 
in categories used in HCCI program progress reports 

UCLA will incorporate the necessary fields into the 
evaluation data request to distinguish between types of 
service to this level of detail. However, it is unlikely that 
UCLA will directly report monthly aggregate utilization 
statistics to DHCS and CMS on behalf of the LIHPs, because 
UCLA will only receive quarterly data. Therefore, DHCS and 
UCLA have agreed to implement a web-based reporting 
portal through which LIHPs will report monthly CMS-
required utilization summary counts to DHCS. 
 
To respond to this request, UCLA has requested two fields 
(“place of service” and “provider ID”) to determine the 
location of care and the provider type for each service. 
 
UCLA will not necessarily need to distinguish between 
service types in the same categories implemented in 
progress reports. In HCCI, the evaluation did not reported on 
utilization using the type of service categories from progress 
reports, and UCLA does not plan to do so for LIHP since 
these service categories are different from standard 
reporting fields of service use which are inpatient, 
emergency room, and outpatient (including clinic and 
physician) visits. 
 

Although enrollment data will be collected quarterly, 
will monthly enrollment reporting be possible? 

UCLA will only receive data from LIHPs once a quarter. 
Therefore, UCLA can only provide reporting after the close 
of each quarter. The first UCLA reporting based on LIHP 
enrollment data is likely to be three months after data are 
received by UCLA. 
 
If DHCS requires monthly reporting of month-by-month 
statistics, another reporting mechanism will be necessary. 
UCLA has proposed web-based reporting through the 
evaluation website.  
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Comment and Source: Action/Response 

CMS requires monthly reporting of enrollment and 
utilization statistics. Can UCLA provide this based on 
current evaluation data request? 
 

No. Please see responses to similar questions above. 

Monitoring of contract compliance, such as network 
adequacy or appointment wait time. 

These issues will be monitored through progress reports or 
other aggregate reporting by the county. 
 

For MEDS, all of the info in table 3 is required, and 
would suggest adding citizenship status, household 
size and disenrollment reason, as applicable 
 

These three fields have been added. 

Evaluation goals should also include information on 
utilization. The information will also have implications 
for CA if a Basic Health Program is contemplated - the 
information from this evaluation can further inform 
policy makers on the utility of developing this 
program and its role as a safety net for those who 
have incomes fluctuating between Medi-Cal and the 
Exchange 
 

Clarification added to the evaluation goals stated on page 1 
of the Evaluation FAQs.   

One area missing for utilization data is the use of 
primary vs specialty care services - again this 
information can further inform policy makers on 
delivery systems and benefit packages under Medi-
Cal and the Basic Health Program, if applicable.  
 

The requested provider ID number (NPI) to be included in 
the utilization data will enable distinction between primary 
care vs specialty care. The NPI number provides data on the 
specialty of the individual provider. If a LIHP does not collect 
NPI, a field listing provider specialty is requested to allow 
this distinction. 
 

On page 10 of the document, in terms of Table 3 and 
the field names, not sure what is envisioned for the 
month 1,2,3 enrollment indicator - is this designed to 
get at waitlist information - this needs to be clarified.  
 

Clarification is added. In addition, DHCS has requested that 
the monthly enrollment indicators are changed to monthly 
Aid Code indicators. Further detail is included in the FAQ 
document. 

In terms of the policy briefs, for policy brief #1, would 
suggest including retention and utilization 
information; for brief #4, would include information 
on enrollment strategies which also has implications 
for brief #3.  
 
 
 
 
 
 

Content is added. 
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Comment and Source: Action/Response 

CMSP: 

We concur with the input provided by CAPH, CSAC 
and CHEAC on the matter of quarterly reporting of 
data.  This is far more practical for CMSP, particularly 
because we have claims payment lags of up to 6 
months. 

All reporting has been changed to quarterly. 
 
CMS requires some reporting on a monthly basis, and 
monthly data are not collected by UCLA. Therefore, LIHPs 
will need to provide limited monthly reporting to DHCS, 
likely through an on-line reporting portal established by 
UCLA. 
 

The ability of CMSP to provide data is driven by the 
kind of data we collect, which is all payment related.  
Thus, CMSP would not be able to provide any type of 
lab data because it is not collected in any aggregated 
way.  This is provider-level data that CMSP does not 
receive. 
 

Understood. UCLA does require collection of any new data 
for the evaluation other than what is required by CMS and 
DHCS.  

We can consider asking some type of question 
around the time of enrollment about perceived 
health status of the enrollee, but we’ll need to think 
about how to do this.  At the time of application may 
not be very helpful if the target group is enrolled 
persons, not applicants.  We’ll need to discuss this 
concept further.        
 

We recommend collection of the single question at the time 
of application. However, this data can be collected via 
another mechanism at the LIHP’s discretion. LIHPs can also 
decide whether to collect this information more frequently 
to assess changes in health status of all enrollees or the 
individual enrollee. 

Finally, the Governing Board is pretty protective 
about the CMSP data and will want to frame a clear, 
written understanding with DHCS and their evaluator 
about how the data is used and how the findings are 
presented.    
 

The use of data in the evaluation will be described in the 
evaluation plan and will be approved by DHCS and CMS.   

Alameda County: 

We are not sure whether we can collect the 
Discharge DRG Code. We do not collect it currently. If 
the medical center collects this data we can request 
that it be added to the data that we submit. We are 
following up with them about that. 
 

UCLA does not require collection of this field if not currently 
collected. However, it is likely that such data are available 
since DRGs are typically collected/reported for Medicare 
claiming. 

We don’t currently collect the Record Adjustment 
Code or Place of Service code. We think that we will 
be able to accommodate this request. 

Technical assistance is available if needed to assist in 
preparing these fields. Further details regarding coding of 
place of service will be provided in detailed data 
specifications at a later time. 
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Comment and Source: Action/Response 

We will not be able to report lab results with our 
utilization reports. Our clinics do collect lab results 
and can pull reports from i2i, but there is no way to 
pull it into our reports that we send to UCLA. We 
could probably send some separate summary reports 
with that data but it wouldn’t be tied to the 
individual. 
 

Laboratory results are optional. Summary reports are not 
required. 

Another challenge will be reporting on the mental 
health visits. The visits that are provided through our 
Behavioral Health Care Services are collected in a 
different system. We will work with them to try to 
figure out how we can report on the data but we 
don’t believe that we will have all the information 
that we have for our medical visits. 
 

This is likely to be a common experience in many LIHPs. 
Please provide all available fields for mental health visits. If it 
is possible to provide utilization data for physical and mental 
health services within a single data file, as described in Table 
4 of the FAQs, please do so. If not, two separate data files 
will be accepted. 

LA County: 

My comments are mainly that the data sets will be 
useful to us because we would have to make them 
anyway for our internal evaluation, but the reports 
will not be useful.  Data will now be submitted 
quarterly, so they can give us "rapid feedback".  
However, the only rapid-feedback reports UCLA will 
make (according to the draft) are the policy briefs, 
notes and fact sheets.  I had asked on our conference 
call with them and CAPH if they could give us 
summary findings of our utilization data instead, 
which are more pertinent to us.  It would be 
wonderful to receive quarterly updates from them on 
our ER, inpatient, outpatient, etc. utilization rates, as 
well as summary cumulative tables of our enrollment 
by FPL level.   

UCLA will report quarterly data via a “Performance 
Dashboard”, which will present summary findings of 
utilization data. UCLA is pleased to be able to provide these 
Dashboard reports, which will be iterative, and are likely to 
change throughout the program period to respond to 
current needs and interests of LIHPs. It is important to note 
that Dashboard reports will take 2-3 months to generate 
following each data delivery, and will be reliant on the 
quality and timeliness of data reported by the LIHPs.  
 
UCLA would like to know specifically what metrics and 
measures will be most useful, in order to incorporate them 
into the dashboard reports if possible. We have 
incorporated these suggestions, and welcome others. 
 

We would like to comply with UCLA's request to add 
the patient's self-rating of health status to our 
application form.  Could you please send me the 
exact wording we should use?  I have the responses, 
but the exact wording of the question was not 
included on the LIHP Data Requirement FAQs. 
 

The exact wording UCLA recommends is:  
 
"Would you say that in general your health is excellent, very 
good, good, fair, or poor?” 
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Comment and Source: Action/Response 

I would like to see them develop a "Medicaid 
Readiness Index" so we can track how much progress 
we're making towards what we will need to look like 
in 2014.  They did not include this measure in the 
revised evaluation plan 
 

UCLA will explore if such an index already exists, or if it can 
be created given evaluation funding. It is an excellent idea, 
but may require significant development unless a model or 
algorithm for this index is already established.  

San Mateo County: 

Can dual reporting of information to DHCS and UCLA 
for the evaluation be avoided/streamlined? 

Duplication of reporting will be avoided wherever possible. 
Because CMS requires some reporting on a monthly basis, 
and because some data are not collected for the evaluation, 
LIHPs will need to provide limited monthly reporting to 
DHCS, likely through an on-line reporting portal established 
by UCLA. Please see the FAQs questions 6, 7 and 8 for more 
information. 
 

The draft evaluation document refers variously (in 
the policy briefs sections) to mental health and 
behavioral health.  It would be clearer to specifically 
call out mental health and substance use.  All of the 
LIHPs have some mental health component, and a 
number also will include substance use treatment 
services.  The evaluation should address these as 
distinct issues. 
 

Changed. All references now state “mental health/substance 
use services” and the evaluation will address these services 
separately. 

We would be interested in receiving the list of CPT 
codes for lab services that you offered to provide to 
any requesting LIHP (p 13) to inform our assessment 
of whether we can provide these data. 
 

UCLA will provide this to the county directly. 

We would appreciate cpt-code definitions and/or 
other data definitions for the elements described in 
the document.  When would you be providing further 
detail in the data definitions?   
 
Do you plan to adopt the data definitions used by 
DHCS for the quarterly utilization data provided for 
the prior Coverage Initiative? 
 

Further detail on all data elements requested will be 
provided in a detailed data specification document, once the 
evaluation design has been completed and approved. Please 
contact UCLA with any specific questions or areas of 
concern. 
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Comment and Source: Action/Response 

Could you please describe what you are seeking in 
the "Record Adjustment Code" field (p. 11)? 

Further detail has been added to the FAQs. This field is 
necessary in order to distinguish the number of unique 
encounters, in LIHPs that use more than one record/claim to 
report a single care episode. 
 
Additional description will be provided in detailed technical 
specifications, to be developed once the evaluation design 
has been approved. 
 

Could you please provide further information on the 
"Medi-Cal Place code" (p. 12)? 

Place of service codes are used to identify the 
entity/location where services were rendered. National 
standard codes will be used if possible. UCLA is currently 
researching the most commonly available standard. Place / 
Location of Service Codes from the CPT manual are a 
possible option. If the LIHP cannot comply with the exact 
coding requested by UCLA, it may provide the source 
variables or local codes that provide the necessary detail. 
Technical assistance for coding of this field will be provided 
to LIHPs if requested. 
 
Further detail on all data elements requested will be 
provided, once the evaluation design has been completed 
and approved. 
 

Do you plan to compare data collected for the LIHP 
with prior data collected under the CI?  Given 
changes in program rules, scope, etc, this may not be 
valid.   
 
 

UCLA acknowledges the differences between using baseline 
data collected under a different program and has experience 
dealing with this issue from the HCCI program. UCLA will 
acknowledge all caveats related to program design when 
using baseline data. 
 

We also plan to have reporting done in a different 
way for the LIHP and the identifiers will not match 
those used for prior reporting.  Do you foresee any 
problems with this? 

It is essential that a method is established to link individual 
enrollee’s data from the previous HCCI program to LIHP. This 
can be achieved either by using a single patient ID number 
system in both demonstrations, or by creating a “crosswalk” 
between the two different ID numbers for each enrollee. 
UCLA is happy to provide consultation and technical 
assistance to resolve this problem. If it is not possible to link 
individual enrollees using patient identifiers, UCLA cannot 
report “baseline” data and cannot accurately describe the 
changes in patient care and utilization due to LIHP. 
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Comment and Source: Action/Response 

Will you be releasing a separate technical document 
to counties? 

Further detail on all data elements requested will be 
provided in a detailed technical specifications document, 
once the evaluation design has been completed and 
approved. 
 

We asked previously whether you foresee any 
increased coordination of data collection between 
UCLA and DHCS regarding the quarterly data 
submitted to each.  We would appreciate 
understanding what streamlining is possible in these 
two sets of reporting responsibilities. 
 

DHCS and UCLA are working to understand the CMS 
reporting requirements that must be met, and will identify 
and implement the least burdensome method of gathering 
and reporting the necessary data. 

San Diego County: 

We are happy that the reporting responsibility was 
changed to quarterly from monthly. 

Understood. 

We are easily able to provide enrollment and claim 
data and have already been providing this data under 
the CI program evaluation. 
 

Understood. 

There may be issues in obtaining some of the 
laboratory results.  We will likely be able to obtain 
HgA1c results and LDL results.  Fasting Blood Glucose 
results, Renal Function Panel results and PAP smear 
results may be problematic because we will have to 
rely on the clinics to provide these results. 
 

Laboratory results are optional. LIHP can elect to provide 
laboratory results when available. 

Finally we are happy that UCLA and the State are 
willing to work with the Counties in obtaining the 
requested data. 
 

Understood. UCLA is happy to provide any specific technical 
assistance to support LIHPs. 

Santa Barbara County: 

While we understand that you would like one file that 
contains all data, we anticipate that this may be 
challenge. Data would originate from our Lab IS, our 
Pharmacy IS, our Eligibility database, and CenCal 
Health (COHS plan). Would this be a problem? 
 

UCLA will accommodate data in the format and layout 
available in local data systems. However, the ability of UCLA 
to rapidly process the quarterly data and implement the 
Dashboard is dependent on more standardized data. UCLA is 
happy to provide technical assistance to  standardize data 
structure into uniform datasets, as described in the FAQs 3-5 
 
Once the evaluation begins, UCLA will have direct 
conversations with each LIHP about the way data systems in 
each LIHP are structured, and how data will be provided. 
Please contact UCLA if any internal timelines make this 
discussion urgent, or if there are any more concerns. 
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Comment and Source: Action/Response 

What definition will you use for the Ethnic code? Can 
you please expand the definition and describe this 
requirement in more detail? (We see different 
definitions from HUD and HRSA so the detail is 
helpful) 
 

For race/ethnicity, UCLA requests that data are collected in 
the following categories.  
 
A 2-part question is requested, (aligned with HRSA and 
Census guidelines): 

1. Is the enrollee Hispanic or Latino: yes/no 
2. Race of enrollee: Asian / American Indian or Alaskan 

Native / Black or African-American / Native Hawaiian 
or Pacific Islander / White / Other (specify if 
possible) / Refused / Don't Know 
 

These can be stored in the data system as a single field 
combining the overall race/ethnicity, or they can be 
provided in 2 data fields. Please note that if your system 
uses a different method for collecting race/ethnicity 
information, UCLA will accept data as it is collected. 
 

Placer County: 

The timing of briefs 3 and 4 is potentially too early, 
and progress is dependent of state and DHCS 
leadership 

The timing may change, and is intended to provide timely 
feedback to allow an opportunity for 
impact/implementation, while acknowledging that county 
progress is dependent on other forces and actions, and is 
not expected to be complete by this time. 
 

CAPH, CSAC and CHEAC: 

It was the consensus that monthly reporting is too 
onerous and that a quarterly reporting frequency 
should be sufficient. This frequency would fulfill the 
requirements which are outlined in the STCs and 
would ensure the usefulness and validity of the data 
received by UCLA from LIHPs. As you know, data 
change frequently, thus, reporting on a monthly basis 
would likely not allow for an increased understanding 
of the population. In addition, as was previously 
noted, monthly reporting would be burdensome for 
LIHPs and would impose additional responsibilities 
during a time when budgets are being cut and 
resources are extremely limited.  
 

All evaluation reporting has been changed to quarterly. 
 
Because CMS requires some reporting on a monthly basis, 
and because some data are not collected for the evaluation, 
LIHPs will need to provide limited monthly reporting to 
DHCS, likely through an on-line reporting portal established 
by UCLA. 
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Comment and Source: Action/Response 

Counties reported that they were generally okay with 
the data elements that are proposed for collection 
though they indicated that they would need some 
clarity regarding what some of the data elements 
would include.  
 

Further detail on all data elements requested will be 
provided, once the evaluation design has been completed 
and approved. 

Expanding/modifying how UCLA manipulates and 
reports the data moving forward is of importance. 
Including consideration of things such as length of 
stay increases/decreases and hospital readmissions. 
The general feeling is that this would ensure a better 
understanding of the population and how to best 
provide care as we prepare to transition LIHP 
enrollees in 2014. We look forward to working with 
both the State and UCLA on defining what these 
analyses would include. 
 

These proposed metrics have been incorporated into the 
quarterly “dashboard” performance reports. 

Clarification regarding Table 2 is needed. The 
document indicates that this information will no 
longer be collected, however, page 10 references the 
reporting of this data for New LIHPs. 
 

This typo has been corrected. 

Q4: Products of the Evaluation 
“While some of the documents will focus on 
opportunities for improvement in the LIHPs, others 
may focus on the implementation of health care 
reform and how LIHPs can contribute or inform that 
transition in 2014 and beyond.” 
CAPH would recommend that since these are short-
term programs, there be a greater emphasis on 
documents which will provide insight into the 
transition in 2014 and beyond. This information can 
be used to both help inform the State’s transition 
plan for the population and provide counties with a 
better understanding of the patients whom they will 
likely serve in 2014. 
 

 Every effort is made to balance the needs and interests of 
all parties. All briefs will provide some insight into 2014 and 
beyond, as all LIHP enrollees and activities will impact ACA 
implementation in California. 

Q4, Number 4 -- Comparison of the LIHP enrolled 
population 
Some sort of inclusion of a diagnosis variable should 
be included to better understand the health care 
status of enrollees. 
 

This is now explicitly stated. 
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Comment and Source: Action/Response 

Q6: Required Data 
OON ER data should be limited to visits/days which 
are paid for by the LIHP and not unreimbursed 
visits/days since non-paid data would not be 
collected. 
 

This was assumed and is now explicitly stated. 

Q7: Data and Goals of the Evaluation 
Laboratory test result analysis should be limited to 
enrollees who had two or more visits during a 
program year. Including individuals who touched the 
system only once would skew the data since very 
little management, if any, would occur in an initial 
visit and future management could not happen. 
 

The evaluation methods will account for this concern. Every 
effort is made to identify and acknowledge all possible 
factors that impact each analysis, and to structure each 
analysis in the appropriate manner. 

Q11: Time Period 
Q11 suggests that baseline data would be requested 
and then later says it must be provided. Baseline data 
may not be available for some counties since 
uninsured data is often times not associated with 
actual clams or encounter data. 

Clarification has been added. Baseline data are required. 
However, UCLA understands that most LIHPs will only have 
baseline data for individuals who were served by the 
preexisting MIA care infrastructure, and potentially only for 
select service types or time periods, so baseline data are 
only required to the extent they are available to the LIHP. 
 

Requested Laboratory Services Results 
UCLA reported on the phone that it will be analyzing 
management for diabetes and heart disease. Given 
this, we would recommend narrowing the lab results 
collected to create less of a burden on counties when 
reporting. Several of the measures suggested for 
collection are not considered needed by the general 
professional provider/clinical community. Decreasing 
the number of measures reported may also increase 
the numbers of counties that report lab results since 
reporting is optional. 
 

- Heart Disease – collection should be limited 
to hemoglobin A1c and lipid panel results. 
Renal function is also reasonable for 
collecting creatinine since it is an indicator of 
kidney function, however, BUN, albumin and 
fasting blood glucose are not generally 
ordered or used to assess heart disease 
management. 

 
- Diabetes – Hemoglobin A1c is needed to 

measure control and lipid panel to check 
cholesterol. Other measures are not 

Pap smear and BUN results are removed from the list of 
requested results. LIHPs may choose to provide data for 
some or all of these requested laboratory services if 
available.  
 
Fasting glucose and microalbumin results are retained in the 
list of requested results. These results would be used for 
patients with diabetes to follow renal function and assess 
the presence of microalbuminuria. These tests are requested 
if LIHPs choose to provide lab results.  
 
All analyses will be designed to provide fair and accurate 
analysis of care provision to appropriate populations. 



13 
 

Comment and Source: Action/Response 

necessary to assess diabetes management. 
 

- Pap smears are a preventive measure and are 
not used for chronic disease management, 
thus, should not be collected. 

 
Requested Laboratory Services Results 
We would recommend that you analyze whether or 
not the tests were ordered as well as what the 
measures are showing. 
 

Both process and outcome measures of quality will be 
reported. Laboratory tests performed will be available in 
claims/encounter data. This is not explicitly stated.  

Brief 1 
An assessment of how quickly current CI counties 
have enrolled people would likely look negative 
because they have already enrolled a large 
population and so may not be adding significant 
numbers of new enrollees. 
 

The wording has been changed to clarify that CI counties will 
not be negatively impacted as a result of their prior 
experience. 

Brief 1 
Because public hospitals are mandated to serve the 
uninsured, many CIs found that a great deal of 
outreach was not necessary to meet enrollment 
goals. Most were able to enroll individuals already 
seeking care in their systems. This Brief would need 
to identify that minimal outreach was needed for 
these counties and why. 
 

Every effort is made to identify and acknowledge all possible 
factors that impact each analysis. 

Brief 3 
UCLA proposes to answer the question, do LIHPs have 
the infrastructure and resources needed for the 
transition in 2014? 
Answering this question is much bigger than looking 
at enrollment and eligibility systems and the sharing 
of resources between county departments. We 
would recommend narrowing the scope of this brief, 
for example, how is CA’s LIHP preparing the State to 
enroll individuals into the Medicaid expansion in 
2014? A more appropriate questions would be: are 
enrollment and eligibility systems at the level needed 
for transitioning the population in 2014? 
 

This change has been made. 
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Comment and Source: Action/Response 

Brief 4 
Is this brief necessary? How many people will actually 
be enrolled in the HCCI which will be the people who 
will transition to the Exchange? We estimate around 
10%. 
 
If this brief is published, CAPH would recommend 
that the State’s transition plan and guidance to 
counties be incorporated into the discussion of this 
brief. 
 

UCLA considers this brief necessary. If stakeholders agree 
otherwise, the topic of the brief can be changed to an 
alternate topic of interest. However, the discussion will not 
focus on only the enrollees in the LIHP-CI programs, but 
rather the statewide status of the population eligible for the 
exchange, and the impact of LIHP-CI on that population. 

Brief 5  
These questions are very broad and should be 
narrowed. Care coordination by whom? The system? 
PCP? 
 

The questions have been narrowed. 

Brief 6 
CAPH is concerned that focusing on the number of 
people enrolled as compared to the remaining 
population may not tell the actual story of these 
programs. LIHPs are short-term programs which are 
county funded with federal reimbursement during a 
time when counties are experiencing budgetary cuts 
from both the state and federal levels. Counties have 
limited resources and are expanding the number of 
enrollees in the programs to the greatest extent 
possible. 
 

UCLA considers this a valuable topic of evaluation for the 
LIHPs as future providers of choice under ACA. This brief will 
not evaluate LIHPs based on the proportion of eligibles that 
have been enrolled, but will rather discuss the implications 
of enrolled vs. eligible population on ACA implementation. 

Brief 6 
How would you measure if pent up demand has been 
decreased?  
 

Pent up demand can be assessed by reviewing utilization 
patterns of enrollees before and after program 
implementation and by assessing utilization trends by year 

Brief 6 
This Brief would necessitate a discussion of the 
contextual factors affecting LIHPs. For example, 
changes in realignment (if foreclosures continue at 
the same rate, property taxes will still be low), 
serious budget shortfalls (local and state budget cuts, 
federal budget cuts and changes to the Medi-Cal 
program), the economic crises, etc. Without a 
discussion of these issues, an accurate portrayal of 
the programs will not occur. 
 

This is planned for this brief, and all evaluation products. 
Every effort is made to identify and acknowledge all possible 
factors that impact each analysis. 



15 
 

Comment and Source: Action/Response 

CAPH would request that stakeholder groups also be 
interviewed when collecting information for the 
various briefs. 
 

Understood.  

We would also note that should funding be limited 
for the evaluation it would necessitate fewer briefs. 
 

Understood. 

 

Please send any additional comments, questions or requests for assistance to UCLA at: 

annadavis@ucla.edu or Kominski@ucla.edu 

Thank you. 

mailto:annadavis@ucla.edu�
mailto:Kominski@ucla.edu�

