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Appendix A: Data Availability and Methods 
This appendix contains detailed information about the methodology used in evaluation of the 
HCCI program. Methodological information contained here supplements the information 
provided within the report. In cases where methodology was sufficiently explained within the 
report document, this appendix does not re-state methods.  

General Data Structure and Scope 
The evaluation utilized data available as of April 30, 2012. Both individual-level data and self-
reported aggregate data were used, as described in the introduction to the evaluation report.  

All analyses were based on the following time periods: 

• Baseline Year: September 1, 2006 to August 31, 2007 
• Program Year One: September 1, 2007 to August 31, 2008 
• Program Year Two: September 1, 2008 to August 31, 2009 
• Program Year Three: September 1, 2009 to August 31, 2010 

 

The extension of the HCCI (September-October 2010) is outside the scope of this report. 

The one-year Baseline data (September 1, 2006 to August 31, 2007) was available for all 
counties except Santa Clara, that provided eight months of baseline data. Baseline claims data 
were limited to service use of HCCI program enrollees who received care under the medically 
indigent programs operated by participating counties in the year prior to HCCI implementation. 
Data on service use in the Baseline Year was not available for HCCI enrollees who had not used 
the counties’ medically indigent programs in that year. In addition, the baseline data does not 
include health care service use at non-county providers. Therefore, the baseline data were 
likely to underestimate the service use of the HCCI enrolled population in the baseline year. 

HCCI enrollees with baseline data differed systematically from those without baseline data. 
Those with baseline data were significantly different from those without baseline data in 
multiple characteristics, including chronic conditions such as asthma and diabetes (Appendix A, 
Exhibit 1). 
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Appendix A, Exhibit 1: Characteristics of HCCI Enrollees With and Without Baseline Claims Data. 

 
Baseline User Not in Baseline p-value 

  N % N %   
Gender  

    
<.0001 

Male 82,281 50.4 29,884 40.8 
 Female 80,985 49.6 43,353 59.2 
 Age group  

    
<.0001 

< 30 36,777 22.5 6,289 8.6 
 30 to 39 21,142 12.9 6,515 8.9 
 40 to 49 36,451 22.3 16,254 22.2 
 50 to 59 50,682 31 30,017 41 
 ≥ 60 18,219 11.2 14,163 19.3 
 Race  

    
<.0001 

White 36,156 22.1 14,103 19.3 
 Black 13,332 8.2 6,366 8.7 
 Hispanic 50,684 31 25,614 35 
 Asian and PI 23,972 14.7 12,944 17.7 
 Other 9,492 5.8 5,874 8 
 Unknown 29,667 18.2 8,337 11.4 
 Language  

    
<.0001 

English 110,700 67.8 32,995 45.1 
 Spanish 31,447 19.3 5,889 8 
 Asian, Pacific Islander 12,304 7.5 6,773 9.2 
 Other 4,454 2.7 542 0.7 
 Unknown 4,398 2.7 27,039 36.9 
 Marital status 

    
<.0001 

Married 16,395 10 10,735 14.7 
 Separated 12,941 7.9 8,689 11.9 
 Single 44,596 27.3 22,530 30.8 
 Unknown 89,371 54.7 31,284 42.7 
 Federal Poverty Level (FPL) 

    
<.0001 

≤ 133 123,747 75.8 52,424 71.6 
 >133 24,732 15.1 7,065 9.6 
 Unknown 14,824 9.1 13,749 18.8 
 Citizenship status 

    
0.07811 

US Citizen 75,373 46.2 29,949 40.9 
 Legal Resident 10,067 6.2 3,861 5.3 
 Unknown 77,863 47.7 39,428 53.8 
 Any Chronic Condition 

    
<.0001 

Yes 71,887 30.4 50,983 21.6 
 No 91,416 38.6 22,255 9.4 
 Specific Conditions 

     Diabetes 27,485 11.6 22,582 9.5 <.0001 
Asthma/Chronic Obstructive Pulmonary Disease 9,784 4.1 7,537 3.2 <.0001 
Congestive Heart Failure 2,236 0.9 1,771 0.7 <.0001 
Coronary Arterial Disease 5,413 2.3 4,999 2.1 <.0001 
Dyslipidemia 36,187 15.3 29,074 12.3 <.0001 
Hypertension 47,281 20.0 37,899 16.0 <.0001 
Depression 11,164 4.7 8,611 3.6 <.0001 

Source: UCLA analysis of HCCI enrollment and claims data. 
Note: Categories may not sum to total due to unknown or unavailable data. 
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Of the 10 participating HCCI counties, six provided the comprehensive claims and enrollment 
data requested by UCLA. Large variations existed in the extent and quality of data provided. 
Variations were because the county did not capture such requested data, did not have 
electronic version of the data, or did not receive the data from participating network providers. 
No baseline enrollment data were available because the medically indigent programs in 
participating counties did not have the same type of enrollment as the HCCI program. 

After an extensive period of planning, which included completion of data use and Business 
Associate Agreements with participating counties, we received data beginning in mid to late 
2009. The final data delivery was scheduled for October 2011 to allow time after the end of the 
program for claims submission and adjudication. We did not receive data from counties after 
April 2012.  

We processed individual-level data provided by the counties. Extensive differences in the detail, 
layout, and completeness of data from each county required differential methods of data 
processing and analysis by county. We created a uniform database for the entire HCCI program 
when possible. Due to differences in data processing and methods, our findings may not match 
analyses completed by the counties or their agents. 

Planned Analysis, Data Availability, and Methods 
 

We developed and submitted an evaluation design document to DHCS and CMS, describing a 
detailed analysis plan and variable list. This document was prepared and submitted in July 
2008, prior to receipt of data from participating counties. We acknowledged that the proposed 
analyses would be dependent on the availability and quality of the data and that revisions to 
the analytic plan would be made if the underlying data were not available or of poor quality. 
This appendix is organized to follow the sections of Chapter 2 of the evaluation report. 

Each section includes information on planned analysis based on the evaluation design 
document, whether those analyses were completed, and the reasons for not completing 
specific planned analyses. We also provide information on alternative or additional analyses 
conducted. Each section also discusses the data availability and analytic methods employed to 
deal with significant variations in data by county.  
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Program Implementation  

HCCI was expected to be implemented in an expeditious manner to meet federal requirements 
regarding the timing of expenditures. We examined this component of the Evaluation Design in 
the Program Implementation section. This evaluation question is addressed through a narrative 
analysis, summarizing the experiences of each county and synthesizing those experiences to 
highlight important “lessons learned” for future implementation of coverage expansion 
programs. 

Planned Analysis 

Appendix A, Exhibit 2 displays the proposed evaluation measures, expected source of data for 
each measure, and whether the analysis was completed as originally planned. We were able to 
complete all the proposed analysis in this chapter and provide additional informative analysis. 

Appendix A, Exhibit 2: Planned Analysis of Expansions in Coverage and Outcomes 
 
Proposed Measure Data Source Outcome 
Expeditious Implementation 
Components of program 
implementation 

County  Qualitative data was collected from appropriate 
county officials involved in Coverage Initiative 
implementation. 
 
Please note: Implementation is considered the 
beginning of the program.  
 
 

Barriers to implementation 

Significant program changes, both at 
implementation and after 
implementation 

New contracts; administrative arrangements (Appendix A, Exhibit 7) 
Number and timing of new 
contracts/administrative arrangements; 
number and timing of new county staff 
hired to implement Coverage Initiative 
programs; and time to “full” 
implementation of the Coverage 
Initiative programs. 

County This analysis is presented in a separate chapter. 
Appendix A, Exhibit 7 displays the evaluation 
measures, expected source of data for each measure, 
and whether the analysis was completed as originally 
planned. We were able to complete many of the 
proposed analyses in this chapter but some of the 
analyses were not possible due to reasons described 
in Appendix A, Exhibit 7. In addition, some of the 
analyses planned for this are presented in other 
sections.  

Data Availability and Methods 

Please refer to Expansions in Safety Net Infrastructure; Data Availability and Methods (page 
205) for a detailed description of the data collection methods. In summary, we conducted a 
series of structured surveys and key informant interviews with county administrators, focused 
on facts related to the implementation, design, progress, and outcomes of their HCCI program. 
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County PPRs were designed by DHCS as a tool to gather information required for program 
monitoring and reporting to CMS.  

 

Expansions in Coverage 

HCCI was expected to expand health care coverage for eligible individuals by increasing the 
number of eligible individuals who received health services, expanding the type and number of 
covered services to existing eligible individuals, or both types of expansion. We examined 
outreach, enrollment, and service expansion. 

Planned Analysis 

Appendix A, Exhibit 3 displays the proposed evaluation measures, expected source of data for 
each measure, and whether the analysis was completed as originally planned. We were able to 
complete all the proposed analysis in this chapter and provide additional informative analysis. 

Appendix A, Exhibit 3: Planned Analysis of Expansions in Coverage and Outcomes 
 
Proposed Measure Data Source Outcome 
Outreach and recruitment 

Number of contacts made as a 
result of outreach strategies  

County Addressed in Outreach and Recruitment section. 
Completed as planned, using data from Program 
Progress Reports 
Furthermore, we present: 
- Total Number of Applications Received by County, 
by Program Year. 
-Number of Applications Denied by Reason, by 
County. 

Number of referrals to Medi-Cal, or 
other public insurance program  

Completed as planned, using data from Program 
Progress Reports 

Increasing Coverage 
Number of enrollees in the 
Coverage Initiative programs 

County Our analyses in Chapter 2B include cumulative and 
point in time counts of enrollees.  

- Cumulative counts by Program Year and 
quarter  

- Point in time counts by Program Year and 
quarter 

Further we present enrollees as:  
- Percent of estimated size of the HCCI-eligible 

population from the 2007 and 2009 
California Health Interview Survey (CHIS)  

- Percent of counties’ non-binding estimate of 
annual enrollment target  

Characteristics of Coverage Initiative Completed as planned. 
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Appendix A, Exhibit 3: Planned Analysis of Expansions in Coverage and Outcomes 
 
Proposed Measure Data Source Outcome 

enrollees (e.g., age, gender, 
race/ethnicity, income, chronic 
conditions, and pre-enrollment 
insurance/care status) 

We further described enrollees characteristics 
stratified by 

- Baseline claims data availability 
- Program Year claims data availability 

Number of new enrollment to Medi-
Cal, Healthy Families, AIM or other 
public insurance programs 

County, DHCS 
Medi-
Cal/HF/AIM 
enrollment  

Completed as planned, using data from Program 
Progress Reports 

Retention rate of Coverage Initiative 
enrollees  

County Our analyses in Chapter 2B include 
 

- Retention of enrollees for HCCI total and by 
county 

o  All Program Years combined  
o By Program Year of first enrollment 

- Length of enrollment for HCCI total and by 
county 

o All Program Years combined 
o By Program Year of first enrollment 

 
We further analyzed enrollment patterns of enrollees 
(continuous, re-enrolled, and disenrolled). We 
characterized re-enrolled individuals by  

- Socio-demographic and selected chronic 
condition characteristics 

- Pattern of re-enrollment 
o number of times re-enrolled  
o length of time between enrollment 

periods in months per year 
 

Decrease in the number of 
emergency department visit or 
hospitalization by individuals in the 
Coverage Initiative program 

County, 
OSHPD2 
Inpatient 
Hospital 
Discharge and 
Emergency 
Department 
data  

Included in Access chapter analyses. 

Scope of Service Expansions 
Types of existing/new services (e.g., 
disease management, home health 
care, mental health care) 

County Completed as planned. Our definition of “old” 
services as defined as those required under W&I 
Code §17000 and §17001. A “new” service is a 

2 OSHPD is the California Office of Statewide Health Planning and Development. OSHPD produces annual inpatient 
hospital discharge, annual hospital financial and utilization, primary care clinic financial and utilization data, as well 
as outpatient and ER visit data that may be useful in this evaluation if claims level data is unavailable for either the 
Coverage Initiative enrolled population or the low-income uninsured population in the pre period. 
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Appendix A, Exhibit 3: Planned Analysis of Expansions in Coverage and Outcomes 
 
Proposed Measure Data Source Outcome 

covered service as defined in the county contract 
Appendix A that is not stipulated as a minimum 
standard for county indigent care. 

Number of people using 
existing/new services 

Our analysis includes the number of enrollees using 
selected categories of services within the project 
period by Program Year and is included in the Access 
Chapter analysis. 

Number of encounters for 
existing/new services 
Number and type(s) of existing/new 
service(s) per Enrollee 

Data Availability and Methods 

Eligibility 

The number of eligible individuals was estimated using small area estimates, which is discussed 
in more detail below.  

Small Area Estimates  

CHIS analysis was completed using a method called small area estimation (SAE), which 
supplements CHIS with data from the American Community Survey (ACS). Estimates were based 
on general program eligibility criteria, including: age, residency status, insurance status, and 
maximum allowable income level (200% FPL in all counties except Los Angeles, where income 
was limited to 133.33% FPL).  

The method of producing Small Area Estimates (SAEs) was developed by the Center for Health 
Policy Research and has been used over the past 10 years. It can be characterized as a design-
oriented and model-based synthetic estimation. The method uses CHIS survey data with ACS 
data to build models predicting estimates for the “finite” population in larger geographic areas, 
with patterns of associations used to derive estimates for smaller geographic areas. Predicted 
values for the outcomes of interest in the population data are calculated and then aggregated 
to derive the final SAEs for the desired area level. For the SAEs used in this report, the model 
was built on CHIS 2007 and 2009 data, accounting for year-to-year differences. The model 
parameter estimates were then applied to decennial U.S. Census population data from ACS, 
representing the population from which CHIS 2009 survey was drawn.  

Rigorous attention was given to assessing the accuracy of SAEs. The variances were derived 
through bootstrapping, a computer-intensive statistical method. The final SAEs were checked 
for consistency with survey direct estimates. Confidence intervals and coefficients of variation 
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of the final estimates were calculated and presented. As a final review, experts within the 
Center were asked to examine the results based on their expertise and then compare them to 
external data sources, when available, to assess their validity. 

Patient Identification Numbers 

Patient identification numbers were used to track an individual person over time and to link 
data related to a single individual across different data files, including enrollment, claims, 
laboratory, and pharmacy files.  

Analysis of Patient Identification Numbers for Kern County: All counties except Kern provided a 
single unique patient ID number across all datasets. For Kern County, we created a crosswalk to 
link the data files using other available identifiers, such as such as first and last names, and date 
of birth. Data from separately provided datasets were not used (other than enrollment), if we 
were not able to match information using the unique crosswalk we created.  

Enrollment Dates 

Counties provided one or more of the following data: date of application initiation, date of 
application submission, date of application approval, date of eligibility determination, date of 
enrollment, and date of disenrollment. We created a monthly enrollment status indicator for 
each individual, whereby an individual was considered enrolled for a month if he or she was 
enrolled on any day within that month. 

Enrollment Analysis for Los Angeles County: The only exception to this methodology was that 
Los Angeles lacked dates of enrollment and disenrollment for their enrolled population. To 
address this we estimated enrollment dates for each individual using the first day of the month 
in which a claim appeared as the first day of enrollment , and considered the individual enrolled 
for the next 12-months after that date of enrollment (in accordance with program rules). After 
the 12-month enrollment period was up, we again searched for the next claim for that 
individual and repeated the process. Despite the limitations of this methodology, it was the 
best possible approximation of the program operations because Los Angeles primarily enrolled 
individuals at the point of care. Therefore it was reasonable to conclude that most enrollees 
received a covered service on their date of enrollment.  

Baseline Enrollment Dates 

We applied the same method to enrollment dates for the baseline year for all HCCI 
participating counties that was used for creating enrollment months for Los Angeles. 
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Enrollment Year Assignment 

We classified enrollees into enrollment year cohorts based on the Program Year in which they 
first enrolled into the program.  

Enrollment Patterns  

We categorized enrollees into three groups, including those who were continuously enrolled in 
the program without any gaps in enrollment, those who re-enrolled after at least one break of 
one month or longer in enrollment, and those who disenrolled and did not re-enroll before the 
end of the program.  

Retention was measured as the proportion of the total enrollees who were continuously 
enrolled or re-enrolled throughout the Program Years.  

Socio-Demographics 

Appendix A, Exhibit 4 provides information on the availability of socio-demographic data. We 
reported the demographic characteristics of enrollees at the time of initial enrollment into the 
program, as provided by counties in enrollment data.  

We calculated age based on enrollee reported date of birth. We categorized age into the 
following five categories: younger than 29 years old, 30-39 years old, 40-49 years old, 50-59 
years old, and 60 years old and older. We created a race/ethnicity variable that was consistent 
with U.S. Census categorizations of White, Black, Hispanic, Asian and Pacific Islander, Other- 
including American Indian, and N/A. [33] 

 The Federal Poverty Level (FPL) was consistent with poverty guidelines in the Federal Register 
by the Department of Health and Human Services (HHS). [34] Counties provided FPL in one of 
three formats: a continuous FPL variable, a categorical FPL variable, or with family size and 
income. We calculated the FPL using family size and monthly or annual income, when available. 
If counties provided a, we categorized it. We grouped enrollees according to FPL into two 
categories (≤133% and >133%). 

There were gaps in FPL in several counties. Los Angeles halted collection of detailed income 
information in May of 2010 which resulted in a larger percentage of unknown FPL for new 
enrollees after that date. Santa Clara did not provide the number of children within the 
household, but rather an indicator of whether children were present in the home.  
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In some cases, the county did not collect or was unable to report demographic characteristics 
of enrollees. All enrollees were required to meet program eligibility criteria, regardless of the 
county’s ability to report data documenting the characteristics of the enrollee. Unavailable data 
is indicated in Appendix A, Exhibit 4. 

 

Appendix A, Exhibit 4: Availability of Unique Personal Identifiers and Socio-Demographic 
Characteristics. 
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Unique patient identifier    P       

Gender           

Date of Birth           

Race/ Ethnicity          -- 

Language  --         

FPL           

   Income            

   Number of members in household   --    -- -- -- -- 

   Number of adults in household           

   Number of children in household  --  -- -- --   P  

   Continuous variable for FPL -- -- -- -- -- -- --  --  

   Categorical variable for FPL  -- --  -- -- --  --  -- 

Marital Status  --    --    -- 

Citizenship  --   --  --   -- 

Notes: “” = Yes, “--” = No, “P” = Partial.  
FPL (%), Federal Poverty Level in Percent using poverty guideline issued each year in the Federal Register by the 
Department of Health and Human Services (HHS). 
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Chronic Conditions  

We identified the prevalence of seven of the most common chronic conditions using ICD-9 
diagnostic codes. An enrollee was considered to have the specific chronic condition if they had 
at least one claim with specific ICD-9 diagnostic codes (Appendix A, Exhibit 5).We used the 
three-digit root of the ICD-9 codes when appropriate (Appendix A, Exhibit 6). Enrollees were 
assigned multiple chronic conditions if claims had codes for more than on condition.  

The number of ICD-9 codes available per claim varied by county (Appendix A, Exhibit 6). In 
addition, some counties submitted their data at the encounter level rather than at the claim 
level, which may have led to an undercount of chronic conditions in those counties.  

Appendix A, Exhibit 5: Diagnosis Codes Used to Assign Enrollees to a Chronic Condition 
Condition ICD-9 Diagnostic Codes 

Diabetes 250, 357.2, 362.0, 366.41 

Asthma/Chronic Obstructive Pulmonary Disease (COPD) 492, 493, 496 

Congestive Heart Failure (CHF) 428 

Hypertension 401, 402, 403, 404 

Dyslipidemia 272 

Coronary Artery Disease (CAD) 410, 411, 412, 413, 414 

Depression 296, 300.4, 301.13, 311 

 

The file structure for claims can be at the encounter level or claims level. Encounter level claims 
generally have one line of information per visit. Claims level data has one line per service within 
a visit, resulting in multiple lines per encounter. Encounter level data may contain less 
information than claims level files, due the limited space available. Many counties have a mix of 
claims and encounter level data, so Appendix A, Exhibit 6 indicates the predominant file 
structure. 
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Appendix A, Exhibit 6: Claims Data Availability of Diagnosis (ICD-9) and Procedure (CPT) Codes.  
County Number 

of ICD-9 
Diagnosis 
Codes 

Encounter 
level or 
claim line 

CPT 
Codes 
Available 

Urgent Care 
Covered and 
Data 
Available 

PT/ OT/ ST 
Covered and 
Data 
Available 

Dental 
Covered 
and Data 
Available 

General limitations to claims data 
availability 

Alameda Up to 2  Encounter      
San Diego Up to 3  Encounter     ER visits resulting in hospitalization were 

unavailable. 
Contra Costa Up to 32  Encounter      
Kern Up to 11  Cope: 

claims; KHC, 
KMC, 
baseline: 
encounter. 

    Claims were excluded if we were unable to 
determine a unique patient identification 
number. See methods for Expansions in 
Enrollment analysis for more detail. Link to 
location: Patient Identification Numbers. 

Los Angeles Up to 3  Encounter     Outpatient provider type was unavailable in the 
Baseline Year.  
Enrollment data was unavailable. We generated 
estimated enrollment based on claims history. 
See methods for Expansions in Enrollment 
analysis for more detail. Link to location: Patient 
Identification Numbers. 

Orange Up to 8  Encounter      
San Francisco Up to 27  Encounter      
San Mateo 1  Encounter     Claims for one of the medical homes 

(Ravenswood clinics) care were unavailable. 
Santa Clara Up to 12  Claims     Baseline claims were not available for 

September through December, 2006. 
Ventura Up to 4  Encounter      
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Expansions in Safety Net Infrastructure 

HCCI sought to expand the role of safety net providers not as the episodic provider of care, but 
as the medical home. We measured the expansions in infrastructure, including provider type 
and supply, volume of health care to low-income uninsured individuals, provision of continuity 
of care, ambulatory care sensitive hospitalizations and emergency department visits, funding, 
services to deal with low-income uninsured/vulnerable populations, and measures to assess the 
existence of a medical home. 

Planned Analysis 

Appendix A, Exhibit 7 displays the proposed evaluation measures, expected source of data for 
each measure, and whether the analysis was completed as originally planned. We were able to 
complete many of the proposed analyses in this chapter but some of the analyses were not 
possible due to reasons described in Appendix A, Exhibit 7. In addition, some of the analyses 
planned for this are presented in other sections. 

 
Appendix A, Exhibit 7: Planned Analysis of Expansions in Safety Net Infrastructure and 
Outcomes. 
Proposed Measure Data Source Outcome 
Safety Net Provider Size and Types  

Total number of clinics before, during, and after 
Coverage Initiative involved in providing health 
care county-wide 

County 
Informants 

County informants did not know the 
total number of health care providers 
operating in their county.  
 
The total number of hospitals in each 
county was available in OSHPD annual 
data, but did not change substantially 
during the program period. Therefore we 
did not produce these measures. 

Total number of hospitals before, during, after 
Coverage Initiative involved in providing health 
care county-wide 
Total number of private providers before, during, 
and after Coverage Initiative involved in 
providing health care county-wide 
Total number of specialists before, during, and 
after Coverage Initiative involved in providing 
health care county-wide 
Total number of other providers (i.e. behavioral 
health, disease management nurses, etc) before, 
during, and after Coverage Initiative involved in 
providing health care county-wide 
Number of clinics providing health care through 
Coverage Initiative program 

County 
Informants 

Counties reported the number of 
providers in their HCCI network during 
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Appendix A, Exhibit 7: Planned Analysis of Expansions in Safety Net Infrastructure and 
Outcomes. 
Proposed Measure Data Source Outcome 

Number of hospitals providing health care 
through Coverage Initiative program 

the program. However, we opted to 
present the overall change in the number 
of network contracts, rather than the 
county-reported number of providers, 
because of differences in the method or 
accuracy of the provider counts. For 
example, counties that contracted with 
comprehensive health centers with 
several locations were not always able to 
report the number of providers 
employed in a given location.  
 
Furthermore, in most counties, the 
participating providers accepted patients 
from a range of payers/insurers. Since 
the percent of practice occupied by HCCI 
patients varied between providers, a 
count of full time equivalent (FTE) 
providers would have been the most 
appropriate measure. However, these 
data were not available.  

Number of private providers providing health 
care through Coverage Initiative program 

Number of specialists providing health care 
through Coverage Initiative program 

Number of other providers (i.e. behavioral 
health, disease management nurses, etc) 
providing health care through Coverage Initiative 
program 

Volume of Services Provided by Safety Net Providers 
Total number of patients seen by clinics before, 
during, and after Coverage Initiative involved in 
providing health care in county 

Claims and 
other 
Administrative 
Data from 
providers 

We were unable to obtain claims data or 
other administrative records 
documenting the total number of 
providers in the county regardless of 
participation in HCCI. Therefore, we did 
not produce these measures. 

Total number of patients seen by hospitals 
before, during, and after Coverage Initiative 
involved in providing health care in county 
Total number of patients seen by private 
providers before, during, and after Coverage 
Initiative involved in providing health care in 
county 
Total number of patients seen by specialists 
before, during, and after Coverage Initiative 
involved in providing health care in county 
Total number of patients seen by other service 
providers (i.e. behavioral health, disease 
management nurses, etc) health providers 
before, during, and after Coverage Initiative 
involved in providing health care in county 
Number of patients seen by clinics providing 
health care through Coverage Initiative program 

Claims The level of detail in claims data from the 
HCCI program differed, and in most cases 
did not permit us to distinguish claims 
originating from a provider within a clinic 
from those originating from a provider 
not in a clinic. Therefore, we were not 
able to calculate these measures as 

Number of patients seen by hospitals providing 
health care through Coverage Initiative program 
Number of patients seen by private providers 
providing health care through Coverage Initiative 
program 
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Appendix A, Exhibit 7: Planned Analysis of Expansions in Safety Net Infrastructure and 
Outcomes. 
Proposed Measure Data Source Outcome 

Number of patients seen by specialists providing 
health care through Coverage Initiative program 

originally planned.  
 
However, the available data allowed us 
to uniformly count the number of 
patients seen by hospitals, primary care 
providers, and specialists. This analysis is 
presented in Chapter 2C. Expansions in 
Infrastructure. 

Number of patients seen by other service 
providers (i.e. behavioral health, disease 
management nurses, etc) health providers 
providing health care through Coverage Initiative 
program 

Expansions of Low-Income Uninsured Health Care Enrollment and Eligibility 
Number of Uninsured in County prior to 
Coverage Initiative 

CHIS3 Completed as planned, and included in 
Chapter 2B: Expansions in Coverage. 

Number of Uninsured in County receiving care 
through Coverage Initiative 

Claims and 
Administrative 
Data 

Number of Uninsured in County NOT receiving 
care through Coverage Initiative 

CHIS/Claims/ 
Admin 

Number of Eligibility Workers dedicated to 
Coverage Initiative enrollment activities in safety 
net facilities  

Administrative 
Records 

Data documenting the number of 
eligibility workers were not available to 
UCLA. Moreover, few counties 
employed eligibility workers dedicated 
to HCCI only. 
 
We reported other information about 
eligibility workers, such as the use of 
certified application assistants, in 
Chapter 2B. Expansions in Coverage. 

Locations of staffed eligibility workers in safety 
net facilities, (i.e. clinics or hospitals compared to 
county social services offices). 

Administrative 
Records 

Completed as planned, and included in 
Chapter 2B: Expansions in Coverage. 

Continuity of Care 
Number of specialty, diagnostic, or laboratory 
referrals before and after Coverage Initiative 

Administrative 
Records from 
Safety Net 
Providers and 
Health Plan 
data 

We did not have a data source for the 
number of referrals before HCCI. 
Appointment system data were 
inconsistent between counties, and in 
most cases did not permit this analysis as 
planned. 
 
Counties provided extensive qualitative 
data about their activities to support 
referral systems, which we reported in 
several other publications.[6, 7] 
 

3 California Health Interview Survey (CHIS) is a biennial survey of California’s population. Survey data will be 
available for 2001, 2003, 2005, 2007, and 2009. 
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Appendix A, Exhibit 7: Planned Analysis of Expansions in Safety Net Infrastructure and 
Outcomes. 
Proposed Measure Data Source Outcome 

Our analysis in Chapter 2D. Access to 
Care documented the number of visits or 
services that occurred, although we 
could not identify which visits were due 
to a referral.  

Proportion of patients reporting delays in 
specialist, diagnostic, or laboratory referrals 
before, during, and after Coverage Initiative 

Administrative 
Records from 
Safety Net 
Providers and 
Health Plan 
data 

Counties provided extensive qualitative 
data about their activities to support 
referral systems, which we reported in 
several other publications.[6, 7]. We did 
not receive any data documenting 
patient-reported barriers. 

Safety Net Performance and Care Related Outcomes 
Number of Inpatient Hospitalizations for 
Ambulatory Care Sensitive (ACS) conditions 
before and after Coverage Initiative 

Claims or 
OSHPD 
Inpatient 
Discharge 

HCCI claims data lacked necessary fields 
to implement the ACS condition 
algorithm fully. OSHPD data do not 
distinguish between HCCI patients and 
other indigent patients. As an 
alternative, we calculated the number of 
admissions and emergency room visits 
for individuals with chronic conditions 
that are likely ACS (such as diabetes), as 
presented in Chapter 2D. Access to Care. 

Number of Emergency Room Visits for ACS 
conditions before and after Coverage Initiative 

Claims or 
OSHPD 
Emergency 
and Outpatient 
Care Data 

Overall Inpatient Hospitalizations for total low-
income uninsured population before and after 
Coverage Initiative 

Claims or 
OSHPD 
Inpatient 
Discharge 

Safety Net Revenue Streams 
Revenue sources and share by provider type for 
health care before and after Coverage Initiative 

OSHPD 
Financial, 
UDS4, and 
Administrative 
Claims 

HCCI claims data did not contain uniform 
expenditure data. In OSHPD financial 
data, HCCI revenue is not identified as a 
unique category, and is comingled with 
other county indigent program revenue. 
HCCI counties were required to maintain 
their baseline expenditure level, 
according to their contractual 
Maintenance of Effort requirement. 
Therefore, we presented analysis of the 
total volume of new funding from federal 
sources, due to the HCCI program. 

Service Provision for Vulnerable Populations 
Number and type of enabling (transportation, 
interpretation, child care, etc) services provided 
(before and after Coverage Initiative) by provider 

OSHPD 
Primary Care 
Clinic, UDS, 

No data on enabling services were 
available. Counties self-reported 
transportation services in program 

4 UDS is the Bureau of Primary Health Care’s Uniform Data System for monitoring Federally Qualified Health 
Centers (FQHC), which can be used to calculate summary data by county and health center grantees for a variety 
of financial and utilization measures. 
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Appendix A, Exhibit 7: Planned Analysis of Expansions in Safety Net Infrastructure and 
Outcomes. 
Proposed Measure Data Source Outcome 

type Administrative progress reports, but data were very 
sparse. 
 
We discussed the number of counties 
that covered enabling services in their 
core service package. 

Perception of barriers to health care before and 
after Coverage Initiative 

Provider 
Interviews 

Data on perceived barriers were 
collected from program administrators, 
and are presented. We were unable to 
conduct provider interviews. 

Perception of barriers to specialist referrals 
Perception of barriers to enrollment 
Perception of barriers to eligibility processes 
Perception of benefits provided 
Perception of utilization review and case 
management 
Perception of barriers to disease management 

Medical Home  
Distance to Medical Home Administrative We did not have access to patient zip 

code, and were therefore unable to 
assess distance to medical home. We 
reported qualitative information about 
county practices in monitoring access to 
care, including travel time or distance. 

Medical Home assignment Administrative Counties provided data documenting the 
assigned medical home for each 
individual. We assessed medical home 
assignment and use of the assigned 
provider. Data are presented in Chapter 
2D. Access to Care. 

Is Assigned Primary Care Provider the primary 
treating physician? 

Administrative
/Health Plan 

 

Data Availability and Methods 

We used four major data sources to assess Expansions in Safety Net Infrastructure: key 
informant interviews; county program progress reports (PPRs); California Health Interview 
Survey (CHIS) Small Area Estimates; and, HCCI claims and enrollment data. 

1. Key Informant Interviews:  
We conducted a series of structured surveys and key informant interviews with county 
administrators, focused on facts related to the implementation, design, progress, and 
outcomes of their HCCI program. We developed surveys to elicit uniform information on 
specific topics and followed up with telephone interviews to obtain further insight into 
each topic. Interviews were taped and transcribed with the permission of interviewees. 
The survey responses and results of the follow-up interviews were verified for accuracy 
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and recall bias. We conducted two successive interviews with each county during the 
program period, on the topics of medical home implementation and provider network 
structure. Questions were designed to assess the general approach to and components 
of implementation in each area.  
 
After the HCCI program ended, we conducted two more interviews with each county. 
The first was completed immediately after the program ended, and was designed to 
gather updated information on final status of the program at the end of the third year. 
Finally, we conducted the last survey more than a year after the program ended, to 
gather more detailed and nuanced data about the nature and scope of medical home 
and network implementation activities. 
 
Three of these surveys and publications were supported with additional funding from 
sources external to the evaluation. The first two surveys were supported by the 
California HealthCare Foundation and The California Endowment, with the California 
Medicaid Research Institute (CaMRI). The final survey was supported by Blue Shield of 
California Foundation. Each of these three surveys was associated with a publication.[5-
7] 
 
Key informant interviews relied on self-reported information, and were subject to all of 
the limitations of similar qualitative data. Counties did not answer every question in 
each survey, and gaps in data were not uniform. Furthermore, information provided by 
the counties was inconsistent in some cases, when similar questions were repeated in 
multiple subsequent surveys. Some changes were attributable to progress in program 
implementation or changes in practice. However, some inconsistencies were not clearly 
attributable to real change over time, and may have been due to recall bias, different 
respondents, question phrasing, or other issues. We did not use data from key 
informant interviews in cases where data were unavailable from multiple counties, or 
data were conflicting with other available information without known cause. 
 

2. County Program Progress Reports (PPRs): 
County PPRs were designed by DHCS as a tool to gather information required for 
program monitoring and reporting to CMS. During the first Program Year, only the final 
annual report was required. In the following years, the PPRs were collected on a 
quarterly basis. County administrators were able to retroactively revise PPRs at the time 
of each quarterly submission. The final revised PPRs were due by March 2012.  
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PPRs contained information on expenditures, utilization of services, enrollment and 
disenrollment, applications, outreach activities, network providers, program 
implementation milestones, challenges, successes, and other qualitative information.  
 
We processed PPR data including all submissions and revisions to aggregate data across 
years (where possible) or between counties. We conducted basic validity review of PPR 
data, and when inconsistencies were found, we reported these to DHCS and to the 
county for revision. There were several limitations to PPR data. First, counties were not 
required to retroactively revise prior year PPRs, although they were given the 
opportunity to do so. Second, counties had differential processes for completing PPRs, 
at times changing responsibility between departments or personnel. Third, the 
measures included in PPRs were designed for program monitoring, and were not always 
suited to quantitative analysis. For these reasons, the accuracy and utility of PPR data 
was varied. We used PPR data for select evaluation analyses when no other data source 
was available, such as select outreach activities. 
 

3. California Health Interview Survey (CHIS) Estimates: 
To estimate the number of eligible individuals, we used the 2007 and 2009 CHIS data 
available from the UCLA Center for Health Policy Research.  
 

4. HCCI Enrollment and Claims Data: 
We used HCCI claims and enrollment data for two specific aspects of analysis in the 
section addressing expansions in infrastructure: enrollment data were used to count the 
number of enrollees in the program; claims data were used to count the number of 
individuals who used covered services in general, and by provider type. The nature, 
structure, contents, and limitations of HCCI claims and enrollment data are explained in 
other sections of this appendix, where the data were primarily used. 

Although we also initially proposed to use data from Office of Statewide Health Planning and 
Development (OSHPD), or Uniform Data System (UDS), we did not use these data sources in the 
final evaluation. These data lack clear distinctions of categories of low income patients, and do 
not contain a payer type for HCCI. Therefore, it would not be possible to use these data to 
evaluate care or expenditures for HCCI patients. We also lacked sufficient information to 
identify providers in OSHPD who participated in HCCI, and therefore could not focus analysis 
accordingly. 
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Expansions of Health Care Enrollment and Eligibility 

We calculated the proportion of the eligible population that was ever enrolled by dividing the 
total number of cumulative unduplicated enrollees in each county by the population estimate 
for eligible adults, based on CHIS analysis. Population estimates were constructed to match the 
general program eligibility criteria, but did not account for specific target populations or 
eligibility criteria established by the individual counties. This is likely to impact the analysis for 
Alameda and San Diego counties in particular, which restricted enrollment to those with 
specific chronic conditions. This caveat is noted within the report. Analysis of expansions in 
eligibility and enrollment is presented in Chapter 2 B: Expansions in Health Care Coverage. 

Number and Type of Safety Net Providers 

Counties were asked to report the number of providers in the network several times during the 
program. However, counties had differing abilities to identify the number of unique providers in 
their system, depending on the structure of the network. For example, counties that contracted 
with community clinic organizations did not always have reliable data on the number of 
individual providers working within the clinic system or their specialty. Similarly, counties varied 
in their approach to describing the number and role of providers within network hospitals. 
Because of these differences, the provider network data in program progress reports and other 
sources were of limited utility.  

As an alternative, we assessed the addition of new contracts to the network, focusing on the 
overall network structure rather than the discrete count of providers. We gathered this 
information from key informant interviews and surveys. At the time of the surveys, counties 
were asked to review and verify the description we derived from their responses. We feel this 
approach may be more appropriate than counting individual providers because most providers 
were not dedicated to HCCI and their patient mix varied. Counts of providers would therefore 
be misleading, because counties with providers who were more focused on HCCI would appear 
to have fewer providers per enrollee than counties with many providers that were minimally 
involved in HCCI. 

Volume of Services Provided by Safety Net Providers 

We measured the proportion of enrollees who were active users, which was defined as those 
enrollees who used at least one covered service, based on HCCI claims data. We completed 
more detailed analysis presented in Chapter 2D.Access to Care, and more detailed methods are 
reported in the corresponding section of this appendix. We also reported the total volume of 
services provided to HCCI enrollees, based on HCCI claims data.  
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We also reported the number of unique enrollees who were seen by HCCI providers, by 
provider type, including hospitals, primary care providers, and specialists. This measure was 
created by isolating all claims for services provided by each provider type, and then counting 
the unique patients with at least one claim. 

Continuity of Care 

Because the availability of referral data was limited, we focused on self-reported processes and 
outcomes related to referrals in HCCI (Appendix A, Exhibit 8). We used self-reported 
information from key informant interviews to assess the types of referral systems and activities 
in each county, and the reported barriers to referrals.  

Appendix A, Exhibit 8: Availability of Appointment Scheduling Data Elements 

  Kern Los 
Angeles Orange San 

Francisco 
Unique patient ID     
Referring physician     
Reason for appointment    --   --  
Date appointment made     
Date of appointment     
Type of referral (e.g., to specialist, urgent care, etc.)   --    
Referral flag (is the appointment the result of a referral)  --   --    
“No show” flag    --   
Notes: Alameda, Contra Costa, San Diego, San Mateo, Santa Clara, and Ventura did not provide data documenting 
referrals and appointments. 
 
 

Safety Net Performance and Care Related Outcomes 

We lacked the necessary data fields to measure ambulatory care sensitive (ACS) hospitalizations 
and emergency room visits according to the methodology defined by The Agency for Health 
Care Research and Quality (AHRQ).[22] We measured utilization rates for enrollees with chronic 
conditions, including diabetes and asthma. Utilization analysis is presented in Chapter 2D. 
Access to Care and methods are reported in the corresponding section of this appendix.  

We also used self-reported data based on key informant interviews to discuss quality 
improvement efforts undertaken by each county. 

Safety Net Revenue Streams 

We cited analysis completed in the section of the report devoted to Program Income and 
Expenditures. Methods for that analysis are discussed later in this appendix. 
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Implementation of the Medical Home Model 

We used self-reported data from key informant interviews to describe implementation of the 
medical home model. We analyzed claims and medical home assignment data to assess use of 
the medical home; utilization analysis is presented in Chapter 2D. Access to Care and methods 
are reported in the corresponding section of this appendix.  

Barriers to Care Delivery in the Safety Net 

We used self-reported data from key informant interviews to describe barriers to care delivery 
in the safety net. We did not interview providers, and were therefore unable to assess 
provider’s perceptions of barriers to care delivery. Therefore, analysis focuses on the 
perceptions of program administrators.  
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Access to Care 

The HCCI program was designed to provide access to health care for low-income uninsured 
populations in the participating counties. The primary indicators of access to care are level of 
service use by program enrollees. We examined hospitalizations, emergency room visits, and 
outpatient service use of program enrollees at baseline and during the program. 

Planned Analysis 

Appendix A, Exhibit 9 displays the proposed evaluation measures, expected source of data for 
each measure, and whether the analysis was completed as originally planned. We were able to 
complete the great majority of the proposed analysis in this chapter. We also conducted a 
number of additional analysis, including two cohort analyses of enrollees who were enrolled for 
all three years of the program versus those enrolled for less and those enrolled for two 
Program Years or more versusthose enorlled for less to answer additional analytic questions. 

Appendix A, Exhibit 9: Planned Analysis of Access to Care and Outcomes. 
 
Proposed Measures Data Source Outcome 
Acute care  
Number of visits (total and condition specific) Claims, appointment & 

scheduling 
We reported number of 
hospitalizations for selected 
chronic conditions and reported 
emergency room visits that lead to 
hospitalization vs. those followed 
by discharge to assess care 
provided for chronic conditions or 
in response to urgent need for 
care. We reported the total 
number of outpatient services as 
well as medical and surgical 
procedures and evaluation and 
management visits.  
Counties provided extensive 
qualitative data on 
condition/care/case management, 
which we reported in Expansions 
in Safety Net Infrastructure 
chapter. We were not able to 
analyze the number of case 
management contacts by type of 
service due to health information 
technology limitations. Often 
counties could not link case 

Number and type of procedures Claims 
Chronic care 
Number of doctor’s visits Claims, appointment & 

scheduling 
Number and type of procedures Claims 
Condition/care/case management Claims, Encounter 

sheets, tracking data, 
DCCM data systems 

     Type of service and targeted population 
     Services (e.g., nurse hotline) 
     Number of patient contacts by type of service 
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Appendix A, Exhibit 9: Planned Analysis of Access to Care and Outcomes. 
 
Proposed Measures Data Source Outcome 

management systems to unique 
patient identifiers used in 
enrollment and claims systems. 

Emergency room care 
Number of patient contacts by type of service Claims Completed as planned. 
Inpatient care 
Number of hospitalizations (total, condition 
specific) 

Claims, EMR Completed as planned. 

Occupational, physical, speech therapy 
Number of visits by type of therapy (total and 
condition specific) 

Claims, EMR Completed as planned. 

Prescription medications 
Number of prescriptions filled (total, condition 
specific) 

PBM Completed as planned. 

Behavioral health 
Number of visits Claims Completed as planned. 
Home health 
Number of visits Claims Not completed, data were not 

available. 
Dental care 
Number and type of visits (e.g., preventive, 
treatment) 

Claims Completed as planned. 

Other care i.e., vision care, rehabilitation, etc. 
Number of visits Claims Primary care, specialty and urgent 

care visits were analyzed. 
Laboratory tests 
Number of tests annually (total and condition 
specific) 

Lab Completed as planned. 

Imaging 
Number of imaging procedures (total and 
condition specific) 

Claims, EMR Completed as planned. 

Medical home 
Has a medical home Claims, appointment & 

scheduling 
Completed as planned. 

 

Data Availability and Methods 

In some counties, claims were reported at the medical encounter level, rather than as claims or 
claim lines, which limited our ability to identify all specific services provided during a visit 
(Appendix A, Exhibit 6).  

A major limitation of claims data presented in this report was that no county was able to 
provide data on all covered services for all enrollees provided under HCCI. This is due to a range 
of factors, including network design and health information technology limitations. There were 
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sectors of the network in each county for which electronic data were not available, and some 
counties used payment models that resulted in differential claiming incentives for some or all of 
their providers, such as capitation or budget-based systems. Furthermore, data are not 
available from periods during which a member experienced a lapse in coverage.  

As described in the General Data Structure and Scope at the beginning of this appendix, the 
limitations in the data for the Baseline Year may have led to an underreporting of the services 
provided by HCCI counties and/or used by enrollees who sought services outside of the county 
system.  

Our utilization analysis relied on claims data, including ICD-9 Diagnosis codes, Current 
Procedural Technology (CPT) procedure codes, and other codes that were provided by select 
counties. We also relied on dates of service, unique patient ID numbers, and information about 
the provider location and specialty. The general availability of core features of claims data used 
for utilization analysis are displayed in Appendix A, Exhibit 6. More detailed information about 
the fields used for each specific analysis is presented below. 

We restricted all utilization data to include only: (1) paid claims, (2) claims that occurred during 
the evaluation period, and (3) enrollees that could be identified in enrollment data. 

We present three types of data:  

1. Total number of active users of services; 
2. proportion of active users that used a specific service per year; and, 
3. annual number of services used per 1,000 active enrollees. 

The methods for creation and analysis of these data are described in Appendix A, Exhibit 10.  
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Appendix A, Exhibit 10: Approach to Access to Care Analysis. 
Data Methods 

Number of Active 
Users 

Active users were defined as enrollees who had at least one charge/claim/encounter in the 
claims data for any service including prescription medications and ancillary services. We 
restricted the analysis of access and service use to active users, because counties differed in 
the proportion of enrollees who used services. In some counties, all enrollees used services 
since enrollment occurred when the individual sought care at a county provider. In other 
counties, broader outreach led to enrollment of individuals who never used services. 

The number of active enrollees who used covered services was obtained for each type of 
service by counting the number of unique enrollees with a charge/claim/encounter for the 
type of service in question. The proportion of active enrollees was calculated by dividing the 
number of enrollees with a given service type by the total number of active enrollees during 
the corresponding time period.  

Proportion of 
active users that 
used a specific 
service per year 

We counted the volume of a given service based on paid claims data provided by each 
county. For each service type, the method of counting services varied and is discussed in 
more detail below. We calculated the proportion of active users who had reported at least 
one specific service of interest per baseline and Program Years. 

Annual number of 
services used per 
1,000 active 
enrollees 

We used monthly enrollment data to standardize measures of utilization to control for 
variations in service use due to the size of the county’s enrolled population. It is important 
to note that this adjustment did not account for length of enrollment, variations in program 
implementation, or population characteristics of each county. The HCCI programs were 
diverse in these regards.  

• We calculated annualized number of visits per 1,000 active enrollees by Baseline 
and Program Year.  

• To calculate rates for the Baseline Year, we assigned the first date of service in the 
utilization data as the start date of the baseline enrollment period, as described 
earlier in this appendix.  

• In the program period, rates are based on actual months of enrollment in the 
program, with some exceptions as described earlier in this appendix.  

• The annual number of services per 1,000 enrollees was calculated by dividing the 
overall utilization of a given service by the total number of member years (the 
number of member months divided by 12) for active enrollees during the same 
time period and multiplying the result by 1,000. 
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Inpatient Admissions and Inpatient Days 

For inpatient stays with admission and discharge on the same day, we counted the number of 
inpatient days as one. For all other inpatient stays with admission and discharge on different 
days, the number of inpatient days was calculated as the difference between the date of 
discharge and the date of admission, essentially counting the number of nights spent in the 
hospital. 

Our interest in regard to inpatient claims was acute care admissions. For this reason, we 
excluded long-term, skilled nursing, and inpatient psychiatric care services reported by the 
county. These alternative services were covered by few counties (Appendix B, Exhibit 8: 
Covered Services by County.). Therefore, our results indicated short-term hospitalizations for 
medical services. We categorized number of hospital visits into no visits, one visit, and two or 
more visits to report on any hospitalizations as well as repeat hospitalizations. 

Emergency Room Visits 

We investigated emergency room (ER) visits that were followed by hospitalizations as well as 
those that were followed by discharge. Due to variations in data structure and availability, the 
method for identifying individual ER visits varied across the counties. Only Orange and San 
Diego counties contracted enough hospitals operating within the county to have captured all ER 
visits paid for by HCCI. ER visits that resulted in hospitalization were reclassified in county 
claims systems as hospitalizations in some hospitals, without a separate claim for the preceding 
ER visit. The only known case of this issue was in San Diego, where ER visits that resulted in 
hospitalization could not be determined from the available data. In these cases, the number of 
ER visits only includes those that were followed by discharge.  

Contra Costa, San Francisco, San Mateo, and Santa Clara did not report ER visits that led to 
hospitalizations, however, they provided admission source per inpatient stay, which we used to 
count emergency room visits that resulted in hospitalization. In all other counties, an 
emergency room visit that occurred on the same or consecutive day as an inpatient stay was 
counted as an emergency room visit that resulted in hospitalization.  

We calculated the annual number of emergency room visits followed by discharge. Emergency 
room records with the same date of service or the date of service on consecutive days were 
counted as part of the same emergency room visit. Emergency room visits were grouped into 
no visits, one visit, and two or more visits. 
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Outpatient Visits by Provider Type 

We excluded claims for transportation, skilled nursing, home health, anesthesiology, medical 
and surgical supplies, and durable medical equipment from count of outpatient services. 
Outpatient services were grouped into no services, one to four services and five or more 
services. We separately reported visits to providers for evaluation and management services, 
outpatient procedures, dental services, physical/ occupation/speech therapy services, 
behavioral health, ancillary services including laboratory and radiology, and outpatient 
prescription drugs. 

Due to the variations in data structure and availability, different methods for identifying 
individual outpatient services were applied to each county. We counted services by combining 
any claims that occurred on the same day, with the same provider. When provider ID was not 
provided for individual physicians, such as in Los Angeles, services were counted for each 
enrollee by combining any claims that occurred on the same day, at the same clinic/site. We 
identified the type of provider for outpatient services. We created the following provider type 
categories to the extent possible in each county: 

• Primary care provider (PCP) visits included primary care visits with internal medicine, 
general practice, and obstetrics and gynecology physicians. 

• Specialist visits included visits to cardiologists, nephrologists, gastroenterologists, or 
other specialist identified as providers. 

• Other visits included dental, podiatry, psychology, and optometry services. 
• Urgent care included visits at facilities dedicated to unscheduled, walk-in care, such 

as minute clinics in Orange County or urgent care centers.  

 
See Appendix B: Access to Care for county-specific analysis of outpatient care by provider type. 
For counties for which a particular service type is not reported may have covered that service, 
but data were not available or did not contain sufficient detail to be analyzed (Appendix B, 
Exhibit 8: Covered Services by County.).  

Current Procedure Terminology (CPT) codes were used to identify evaluation and management 
visits, outpatient procedures, dental services, and physical/occupational/speech therapy 
services. This analysis could not be done for Contra Costa, Kern, and Santa Clara counties where 
CPT codes were not available (Appendix A, Exhibit 6). Total HCCI rates did not include counties 
where data were unavailable or services were not provided.  
Ventura County generated special behavioral health procedure codes in their utilization data 
which indicated the number of minutes claimed for behavioral health services. We examined 

216 APPENDICES  
Final Evaluation of the Health Care Coverage Initiative in California 

 



UCLA Center for Health Policy Research, Health Economics and Evaluation Research Program  

 

the proportion of active enrollees with at least one behavioral health service, as well as the 
annual number of behavioral health services in 60 minute increments per 1,000 active enrollees 
in Ventura. Appendix A, Exhibit 11 lists the CPT codes used to identify selected outpatient 
services:  

Appendix A, Exhibit 11: CPT Codes Identifying Outpatient Services  
Measure CPT Codes 

Evaluation and Management 99201-99205, 99211-99215, 99241-99245, 99271-99275, 99381-99387, 99391-
99397 

Outpatient Procedures Medical: 90281 – 99199, 99500 – 99602, M0000-M0999 

Surgical: 10021-69990 

Dental D0000-D9999 

Physical/Occupational/Speech 
Therapy 

Physical Therapy: 97001-97006, 97010, 97012, 97014, 97016, 97018, 97022, 
97024, 97026, 97028, 97032, 97033, 97034, 97035, 97036, 97039, 97110, 97112, 
97113, 97124, 97139, 97140, 97150, 97530, 97532, 97533, 97535, 97537, 97542, 
97545, 97546, 97597, 97598, 97602, 97605, 97606, 97750, 97755, 97760, 97761, 
97762, 97799 

Occupational Therapy: 97003, 97004 

Speech Therapy: 92506, 92507, 92508 
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Outpatient Ancillary Services 

CPT codes were used to identify outpatient laboratory and radiology services. This analysis 
could not be done for Contra Costa, Kern, and Santa Clara counties where CPT codes were 
unavailable. Total HCCI rates did not include counties where data were unavailable or services 
were not provided. Appendix A, Exhibit 12 lists the CPT codes used to identify ancillary services. 

Appendix A, Exhibit 12: CPT Codes Identifying Laboratory and Radiology Services 
Measure CPT Codes 

Laboratory 80048-89356 
Laboratory Test Panel: 80047, 80048, 80050, 80051, 80053, 80055, 80061, 80069, 80074, 
80076, 80400, 80402, 80406, 80408, 80410, 80412, 80414-80418, 80420, 80422, 80424, 
80426, 80428, 80430, 80432, 80434-80436, 80438-80440, 86870 
 

Radiology 70010-79999 
MRI: 70336, 70540, 70542, 70543, 70544, 70545, 70546, 70547, 70548, 70549, 70551, 70552, 
70553, 70554, 70555, 70557, 70558, 70559, 71550, 71551, 71552, 71555, 72141, 72142, 
72146, 72147, 72148, 72149, 72156, 72157, 72158, 72159, 72195, 72196, 72197, 72198, 
73218, 73219, 73220, 73221, 73222, 73223, 73225, 73718, 73719, 73720, 73721, 73722, 
73723, 73725, 74181, 74182, 74183, 74185, 75557, 75559, 75561, 75563, 75565, 76376, 
76377, 76390, 76498, 77021, 77022, 77058, 77059, 77084 
CT Scan: 70450, 70460, 70470, 70480-70482, 70486-70488, 70490-70492, 70496, 70498, 
71250, 71260, 71270, 71275, 72125-72133, 72191-72194, 73200, 73201, 73202, 73206, 
73700-73702, 73706, 74150, 74160, 74170, 74175-74178, 74261-74263, 75571, 75572-75574, 
75635, 76376, 76377, 76380, 76497, 77011-77014, 77078, 77079 

 

  

218 APPENDICES  
Final Evaluation of the Health Care Coverage Initiative in California 

 



UCLA Center for Health Policy Research, Health Economics and Evaluation Research Program  

 

Prescription Medications 

We calculated the percentage of active users who filled a prescription in each Program Year, 
among all active users. This analysis was completed for all active users in general and by chronic 
condition.  

Pharmacy data were limited and subject to numerous caveats. Different counties implemented 
different refill policies. For instance, Orange and San Diego had one-month refill policies, while 
San Francisco had a three-month refill timeline. Other counties used different refill policies. In 
addition, counties differed in pharmacies used. Prescriptions were dispensed by pharmacies at 
some clinic sites in some counties, pharmacies in hospitals at others, and contracted 
commercial chain pharmacies in other counties. The amount of information collected and 
reported varied by pharmacy setting. For example, medications dispensed at clinic pharmacies 
may have been systematically underreported. Also, medication strength and dosing information 
were not consistently provided by some settings. Due to these caveats, our analyses of 
pharmacy data were limited.  

Appendix A, Exhibit 13 shows a partial list of variables provided by each county in pharmacy 
claims.  

Appendix A, Exhibit 13: Prescription Medication Data Availability 
County NDC 

Code 
Dosage Quantity Refill 

Flag 
Fill Date Fill 

Location 
Comments 

Alameda        
San Diego       Two data sets were available with 

different layouts 
Contra 
Costa 

       

Kern        
Los 
Angeles 

      Prescription data not available 

Orange        
San 
Francisco 

      Most of the variables had to be 
created using two complicated text 
fields. 

San Mateo        
Santa 
Clara 

       

Ventura        
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Medical Home Use 

The medical home definition differed by county. Counties defined medical home as a 
comprehensive health center, a clinic, or an individual physician, as described in the medical 
home section of Chapter 2D. Access to Care. Also, the amount of information on the assigned 
medical homes per enrollee differed by county (Appendix A, Exhibit 14). In most counties, we 
lacked data to track when medical home assignments were made, and how often changes to 
the medical home assignment occurred. Among the counties (Alameda, San Francisco and 
Ventura) that provided clear information on when medical home changed, the percentage of 
active users whose medical home ever changed was very small. This may be because the 
counties did not consistently capture the change data or the enrollees did not change their 
medical home because adherence to the medical home was not enforced and enrollees could 
choose to go any provider. We chose to assess adherence of the enrollee to the assigned 
medical home for primary care visits as a better method of assessing the impact of medical 
home on access to care.  

Medical home data were frequently provided in a distinct dataset separate from claims data 
(Appendix A, Exhibit 14). In some cases, we used a broader definition of medical home due to 
lack of detail in claims data regarding the place of service when analyzing utilization of care at 
the medical home based on claims data,. For instance, Alameda enrollees were assigned to 
medical homes at both the clinic level and at the health center level, according to the medical 
home assignment data. However, claims data from Alameda contained identified the health 
center as the place of service. Similarly, most counties did not provide a direct linkage between 
medical home data and claims data. We invested substantial effort to establish linkages 
between the two data sets for each county, using several methods including clinic name-based 
matching.  

After linking the medical home data with claims data to the maximum extent possible, we 
analyzed the patterns of medical home use for primary care visits. We classified active users 
with any primary care visit into three groups, according to their level of adherence to their 
assigned medical home. 

• Never Used the Medical Home: None of the enrollee’s primary care visits were to the 
assigned medical home during the specified time period. 

• Sometimes Used the Medical Home: Some of the enrollee’s primary care visits were 
to the assigned medical home and some were not, during the specified time period.  

• Always Used the Medical Home: All of the enrollee’s primary care visits were to the 
assigned medical home, during the specified time period. 
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Appendix A, Exhibit 14: Medical Home Data Availability 
County Dataset 

containing 
medical 
home 
information 

Level of 
matching 
between 
claims and 
medical home 
data  

Link between 
medical 
home data 
and claim 
data 
provided 

Comments 

Alameda Medical 
Home 

Health Center  Provides medical home information at both clinic 
and health center level in the medical home data, 
but only health center level medical home 
information is available in claims data 

San Diego Eligibility  Health Center  Crosswalk between the eligibility data with claim 
data was created by UCLA at health center level.  

Contra 
Costa 

Medical 
Home 

Health Center  Crosswalk between the medical home data with 
claim data was created by UCLA at health center 
level. 

Kern Enrollment Clinic  Using only COPE claims data, which covers only 
20% of enrollees. Unable to match medical home 
and claims from KMC and KHC.  

Los 
Angeles 

Demographic Clinic   

Orange Medical 
Home & 
Claims 

Physicians and 
clinics 

 Medical home identifier exists in claims data; no 
matching data set was necessary. 

San 
Francisco 

Medical 
Home 

Clinic   

San 
Mateo 

Medical 
Home 

Health Center  Crosswalk between the medical home data with 
claim data was created by UCLA at health center 
level. 

Santa 
Clara 

Medical 
Home 

Clinic  Using Diamond claims 

Ventura Enrollment & 
Medical 
Home 
Changes 

Clinic   
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Cohort Analysis 

We have described the cohort analyses in some detail in Chapter 2D. Access to Care. We 
identified a cohort of enrollees with 34 months of enrollment and a cohort with 23 months of 
enrollment. Both two and three year enrollment cohorts were restricted to enrollees with 
claims during the Baseline Year. The three year cohorts captured fewer enrollees from counties 
that implemented their programs in the middle or latter part of the first year (Appendix A, 
Exhibit 15). However, the two cohorts did not differ significantly in the utilization measures 
presented in this report.  

We chose generalized estimating equation (GEE) method for all the cohort analyses. We 
estimated population averaged effects of Program Year and cohort for count and binary 
outcome variables and accounted for individual inter-correlation due to repeated measures. 
Post-hoc comparison tests based on GEE models were conducted to evaluate the effect of 
cohort and the effect of Program Year. The analyses were all done using pooled data across all 
the counties for the purpose of estimating the overall effect of program or cohort. Pooling also 
allowed for a sufficient sample size for the analyses. In all the analyses, counties dummy 
variables are included for controlling potential county differences.  
 
Appendix A, Exhibit 15: Cohort Sample Size by Years of Enrollment 
 Sample Size 
 Three Years of Enrollment Two Years of Enrollment 
Alameda 2 1,800 
San Diego 0 640 
Contra Costa 207 1,275 
Kern 349 919 
Los Angeles 7,626 18,561 
Orange 844 3,943 
Santa Clara 830 3,856 
San Francisco 427 2,563 
San Mateo 7 542 
Ventura 111 788 
HCCI Total 10,403 34,887 
Note: Samples were further restricted to availability of at least one claim in the Baseline Year per enrollee. 
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Quality of Care 

The HCCI program was expected to provide high quality health care for low-income uninsured 
populations in the participating counties. We assessed structure, process, and outcome quality 
measures by selected chronic conditions. 

Planned Analysis 

Appendix A, Exhibit 16 displays the proposed evaluation measures, expected source of data for 
each measure, and whether the analysis was completed as originally planned. We were able to 
complete the majority of the proposed analysis in this chapter and provide additional 
informative analysis. 

Appendix A, Exhibit 16: Planned Analysis of Quality of Care and Outcomes. 
 
Proposed Measures Data Source Outcome 
Primary and Preventive Care 
Pap smear (women 18-69) Claims These preventive services were not required 

under the HCCI program. We did not include 
these measures because very few claims had 
the related information. 

Mammogram (women 40-49) 
Mammogram (women >=50) 
Colorectal cancer screening – flex sig, 
colonoscopy, hemoccult 
Flu shot (50 and over) Claims, EMR Assessed by disease condition.  
Blood pressure screening EMR, chart These data were very infrequently provided 

by participating counties and any available 
data were sparsely populated with values. 

Cholesterol screening (men beginning at 35 
women at 45 

EMR, lab 

Assessment of BMI  EMR, chart 
    Weight loss advised for BMI >= 25kg/m2 

Assessment of tobacco use 
   Smoking cessation advised 
Assessment of physical activity 
Diabetes 
Hemoglobin A1C Claims, labs Completed as planned. 
   HbA1C scores or range (less than 7, less than 
9) 

Labs, EMR Completed as planned. We followed the 
updated diabetes guidelines of >8 rather than 
>9. 

Dilated retinal exam Claims, EMR Completed as planned. 
Flu shot (irrespective of age) 
Pneumovax (irrespective of age) Claims, EMR Did not include – very few claims had the 

related information. 
Cholesterol testing Claims, labs Completed as planned. 
   LDL-c less than 100 mg/dL Labs, EMR 
Foot exam for neuropathy (i.e., microfilament) EMR Did not include – no data available. 
Urine microalbumin test for nephropathy Labs, EMR 
   If positive should be on ACE-I or ARB EMR, chart, 

PBM 
Blood pressure control < 130/80mmHg EMR, chart 
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Appendix A, Exhibit 16: Planned Analysis of Quality of Care and Outcomes. 
 
Proposed Measures Data Source Outcome 
Baby aspirin (ASA) EMR, chart, 

PBM 
Asthma and Chronic Obstructive Pulmonary Disease 
Flu shot annually (irrespective of age) Claims, EMR Completed as planned. 
Action plan EMR, chart Did not include – no data available. 
Asthma treatment EMR, chart, 

PBM 
Congestive Heart Failure 
Flu shot (irrespective of age) Claims, EMR Completed as planned. 
Pneumovax (irrespective of age) 
Cholesterol testing Claims, labs 
   LDL-c less than 100mg/dL Labs, EMR 
Low sodium diet EMR, chart Did not include – no data available. 
Daily weights 
Hypertension 
   SBP < 140mmHg, DBP < 90mmHg EMR, chart Did not include –few counties had the related 

information and the available data were 
sparsely populated. 

Cholesterol testing  Claims, labs Completed as planned. 
   LDL-c less than 130mg/dL if < one 
comorbidity 

Labs, EMR 

   LDL-c less than 100mg/dL if diabetes, CAD, 
CVA 

Labs, EMR Cholesterol testing for LDL-c under 100 is 
included; however, it is not controlled for 
enrollees with diabetes. This measure yielded 
very low number of observations. Data on 
CAD and CVA are unavailable. 

Dyslipidemia 
Cholesterol testing 
   LDL-c: 
     0 to 1 risk factors: < 160mg/dL 
     2 or more risk factors: < 130mg/dL 
   Atherosclerotic vascular disease or diabetes: 
< 100mg/dL 
   Triglycerides: 
     Desirable: <150mg/dL 
     Borderline: 150-199 
     High: >=200 mg/dL 

Claims, Labs, 
EMR 

 

Data on cholesterol screenings are presented; including a break out of LDL-c scores less than 100, 101-130, and 
above 130. Measures on atherosclerotic vascular disease or diabetes and triglycerides were sparsely populated 
and infrequently provided. 
Self-rated health status and quality of life (SF-7 
or SF-12) 

County Health 
Plans 

Did not include – no data available. 

Patient satisfaction (CAHPS) 
Provider experiences  County Health 

Plans, Provider 
Interviews 
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Data Availability and Methods 

Quality of care was assessed using enrollment and claims data. When available, laboratory 
values and pharmacy data were also analyzed. We used ICD-9 diagnosis codes, CPT procedure 
codes, and National Drug Classification (NDC) codes when applicable and as recommended by 
clinical guidelines. The availability of ICD-9 and CPT codes is shown in Appendix A, Exhibit 6. 
 

No county was able to provide data on all covered services provided to enrollees. However, 
laboratory or disease registry data were available from selected counties, and were often 
limited to particular facilities or patient populations. For example, San Diego provided lab data 
for patients of the Vista clinics only; Ventura provided lab data from their diabetes disease 
registry known as PECS; and Alameda’s lab data were based on chart review.  
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Appendix A, Exhibit 17: Available Laboratory Data by County 
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Number of Enrollees 
(Percent with lab 
values) 

 1,658 
(16%)  

13,280 
(68%)  

4,440 
(53%)  

 29,039 
(45%)  

24,014 
(48%)  

315  
(7%)  

7,810 
 (41%)  

6,102 
(67%)  

18,126 
(78%)  

1,684  
(11%) 

TESTS           
HbA1C               

HDL-c -  - -  -      

LDL-c    -    -     

FIELDS*           
Unique patient ID           

Date of service           

Value / reading           

Test name or type           

ICD-9 code - -  -  - - -  - 
Notes: “”=Yes, “–” = No.  
* Several counties provided additional fields not reflected in this table.  
In some counties, data were systematically unavailable or limited: San Diego provided lab data for patients of the Vista clinics only; Ventura provided lab data 
from their diabetes disease registry known as PECS; Alameda’s lab data were based on chart review. 
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Enrollee Inclusion Criteria 

• The process and outcome quality measures were constructed according to HEDIS 
guidelines, which indicate allow a maximum of one 45-day break in enrollment during 
each 12-month period. Given that our enrollment data were on a monthly basis, we 
defined continuous enrollment as 11 out of 12 months enrolled within each year for two 
consecutive Program Years.  

• Only individuals with at least one outpatient primary care visit during each 
measurement year were included. 

• For prescription data, an individual was considered to have received continuous therapy 
for a medication within a given year if their claims for that year indicate a supply of 
medication that is sufficient to cover at least 80% of year (292 days). 

Clinical outcome measures were controlled for chronic condition status as identified by UCLA. 
Details about the method used to assign chronic condition status to enrollees can be found in 
Appendix A: Data Availability and Methods, Appendix A, Exhibit 5.  

Measure Definitions 

The tables below include specific parameters used to define the numerator and denominator in 
each clinical outcome measure. Tables are provided for HEDIS measures, measures common to 
all conditions, and measures that are specific to each HCCI condition, respectively. 
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Appendix A, Exhibit 18: Definition of Quality Outcome Measures by Conditions 
 
Item  Measure Data 

Source 
 Definition (numerator) CPT or NDC Code 

Condition DIABETES       
Sample: Enrollees with diabetes who were continuously enrolled (>=11 months) and has at least one outpatient visit during the measurement year. 
1.  Cholesterol 

Screening 
Claims and 
Laboratory 
Data 

Individuals who had at least one cholesterol screening, either by CPT 
or lab test result for cholesterol screening during the measurement 
year. 

80061, 82465, 83700, 83701, 83704, 
83718, 83721 

2.  Flu shot Claims 
Data 

Individuals with at least one flu shot during the measurement year. 90655, 90656, 90657, 90658, 90660, 
90662, 90663, 90664, 90666, 90667, 
90668 

3.  Eye 
Examinations 

Individuals with at least one eye exam during the measurement year. 67028, 67030, 67031, 67036, 67038, 
67039, 67040, 67041, 67042, 67043, 
67101,67105,67107,67108,67110,67112, 
67113, 67121, 67141, 67145, 67208, 
67210, 67218, 67220, 67221, 
67227,67228, 92002, 92004, 92012, 
92014, 92018, 92019, 92135, 92225, 
92226, 92230, 92235, 92240, 92250, 
92260 

4.  Receiving 
HbA1c 
Screening 

Claims and 
Laboratory 
Data 

Individuals with one or more HbA1c screen by CPT or lab results 
during the measurement period. 

83036, 83037 

5.  -- 6 Month 
Screening  

Individuals who had at least two HbA1c screen with at least 6 
months interval during the measurement year. 

6.  --Annual 
Screening 

Individuals who had at least one HbA1c screen during the 
measurement year. 

Sample: Enrollees with diabetes who were continuously enrolled (>=11 months) and has at least one outpatient visit and one HbA1c lab result during 
the measurement year. 

7.  Mean HbA1c 
Level 

Claims and 
Laboratory 
Data 

Mean of the HbA1c test results during the measurement year. 
 If individuals have more one measurement, the mean of multiple 
tests. 

Same as Item 4 

8.  HbA1c Level 
Above 8.0 

Individuals with HbA1c screening test mean value > 8 during the 
measurement year. 
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Appendix A, Exhibit 18: Definition of Quality Outcome Measures by Conditions 
 
Item  Measure Data 

Source 
 Definition (numerator) CPT or NDC Code 

9.  HbA1c  Level 
Below 7.0 

Individuals with HbA1c screening test mean value < 7 during the 
measurement year. 

Sample: Enrollees with diabetes who were continuously enrolled (>=11 months) and has at least one outpatient visit and has at least one LDL-c lab 
results during the measurement year. 

10.  LDL-c Score 
Under 100 

Claims and 
Laboratory 
Data 

Individuals with LDL-c test mean value < 100 during the 
measurement year. 

Same as item 1 

Condition ASTHMA OR COPD      
Sample: Enrollees with asthma or COPD who were continuously enrolled (>=11 months) and has at least one outpatient visit during the measurement 

year. 
11.  Receiving at 

Least One Flu 
Shot 

Claims 
Data 

Individuals with at least one flu shot by CPT during the measurement 
year. 

Same as Item 2 

Condition CONGESTIVE HEART FAILURE (CHF)    
Sample: Enrollees with CHF who were continuously enrolled (>=11 months) and has at least one outpatient visit during the measurement year. 
12.  Cholesterol 

Screening 
Claims and 
Laboratory 
Data 

Individuals with at least one cholesterol screening by CPT or lab 
results during the measurement year. 

Same as item 1 

13.  Flu Shot Claims 
Data 

Individuals with at least one flu shot by CPT during the measurement 
year. 

Same as Item 2 

14.  Pneumovax  Claims 
Data 

Individuals with at least one pneumovax by CPT during the 
measurement year. 

90732 

Sample: Enrollees with CHF who were continuously enrolled (>=11 months) and has at least one outpatient visit and has at least one LDL-c lab results 
during the measurement year. 

15.  LDL-c Score 
under 100 

Claims and 
Laboratory 
Data 

Individuals with LDL-c test mean value < 100 during the 
measurement year. 

Same as item 1 

Condition HYPERTENSION     
 

APPENDICES  
Final Evaluation of the Health Care Coverage Initiative in California  

229 

 



 UCLA Center for Health Policy Research, Health Economics and Evaluation Research Program 

 

Appendix A, Exhibit 18: Definition of Quality Outcome Measures by Conditions 
 
Item  Measure Data 

Source 
 Definition (numerator) CPT or NDC Code 

Sample: Enrollees with hypertension who were continuously enrolled (>=11 months) and has at least one outpatient visit during the measurement 
year. 

16.  Cholesterol 
Screening 

Claims and 
Laboratory 
Data 

Individuals with least one cholesterol screening by CPT or lab results 
during the measurement year. 

Same as item 1 

17.  Flu shot Claims 
Data 

Individuals with at least one flu shot by CPT during the measurement 
year. 

Same as Item 2 

18.  LDL-c Score 
under 130 

Claims and 
Laboratory 
Data 

Individuals with LDL-c test mean value < 130 during the 
measurement year. 

Same as item 1 

Sample: Enrollees with hypertension who were continuously enrolled (>=11 months) and has at least one outpatient visit and has at least one LDL-c 
lab results, and comorbid with diabetes, during the measurement year. 

19.  LDL-c less than 
100mg, dL if 
diabetes 

Claims and 
Laboratory 
Data 

Individuals with LDL-c test mean value < 100 during the 
measurement year. 

Same as item 1 

Condition DYSLIPIDEMIA      
Sample: Enrollees with dyslipidemia who were continuously enrolled (>=11 months) and has at least one outpatient visit during the measurement 

year. 
20.  Cholesterol 

Screening 
Claims and 
Laboratory 
Data 

Individuals with at least one cholesterol screening by CPT or lab 
results during the measurement year. 

Same as item 1 

Sample: Enrollees with dyslipidemia who were continuously enrolled (>=11 months) and has at least one outpatient visit and has at least one LDL-c 
lab results during the measurement year. 

21.  LDL-c Scores Claims and 
Laboratory 
Data 

Individuals with LDL-c test mean value less than 100, 101-130, and 
above 130 during the measurement year. 

Same as item 1 
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Cohort Analysis 

We used a similar cohort analysis as described for Access to Care with a few differences. We 
compared the quality of care for cohorts of enrollees with continuous enrollment to those 
without continuous enrollment.  

Similar to the analysis of access measures, we used generalized estimating equation (GEE) 
approach. The post-hoc comparison tests were conducted to evaluate the effect of cohort and 
the effect of Program Year. 

Similarly to the cohort analysis done for the Access to Care section, we chose generalized 
estimating equation (GEE) method for all the cohort analyses. We estimated population 
averaged effects of Program Year and cohort for count and binary outcome variables and 
accounted for individual inter-correlation due to repeated measures. Post-hoc comparison tests 
based on GEE models were conducted to evaluate the effect of cohort and the effect of 
Program Year. The analyses were all done using pooled data across all the counties which 
provided available data for the purpose of estimating the overall effect of program or cohort. 
Pooling also allowed for a sufficient sample size for the analyses. In all the analyses, counties 
dummy variables are included for controlling potential county differences.  
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Program Income and Expenditures 

Planned Analysis 

 Appendix A, Exhibit 19 displays the proposed evaluation measures for evaluating the income 
and expenditures of the HCCI program, expected source of data for each measure, and whether 
the analysis was completed as originally planned. We were able to complete some of the 
proposed analysis in this chapter. Data limitations were a major barrier to completion of the 
analyses as planned.  

Appendix A, Exhibit 19: Planned Analysis of Program Income and Expenditures and Outcome. 
Proposed Measures Data 

Source 
Outcome 

Total Expenditures and Utilization Per Enrollee, by Type of Service and Site of Care, including: 
Inpatient hospital  

• Days (routine, ICU) 
• Ancillary Services 
• Surgical Procedures 
• Pharmacy 
• Type of admission: 

o Diagnosis (MDC, DRG) 
o Surgical, Medical, Mental Health 

Claims-
based data 

Analysis of service-specific expenditures 
was not possible.  
 
Reimbursement methodologies and 
negotiated rates varied substantially by 
county and did not allow for appropriate 
comparison of expenditures by service 
type. Furthermore, claims-based 
expenditure data were frequently 
incomplete or inconsistent and did not 
allow for meaningful and comprehensive 
analysis of expenditures based on claims 
data.  
 
UCLA requested access to county invoices 
and workbooks (used to submit CPEs to 
DHCS), which would have provided 
aggregate data on expenditures by service 
type. However, these materials were not 
available to UCLA.  
 
Service-specific utilization analysis was 
completed as planned, and is presented in 
the section on Access to Care. 

Outpatient 
• Visits 
• Ancillary Services (Diagnostic, Therapeutic) 
• Procedures 
• Pharmacy 

Claims-
based data 

Emergency Room 
• Visits 
• Ancillary Services (Diagnostic, Therapeutic) 
• Pharmacy 

Claims-
based data 

Sufficient demographic information to allow 
stratification by: 

• Age groups 
• Gender 
• Race/ethnicity 
• Language 
• Chronic vs. acute conditions 
• Disease management category 

Claims-
based data 

Aggregate Program Data  
• Expenditures for services, calculated using 

Certified Public Expenditure methodology 
• Reimbursement 
• Unreimbursed expenses (if any) 

County 
program 
reports 

Completed as planned. 

Average payment period, i.e., time between 
submission of invoices and receipt of payment 

County 
program 
reports 

Data documenting the timing of invoice 
submission were not available to UCLA. 
Therefore analysis was restricted to timing 
of payments. 
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Proposed Measures Data 
Source 

Outcome 

Note: Three counties submitted invoices 
and seven used the workbook method. 
The timing of invoice payments does not 
apply to workbook counties. The 
workbook method is based on the P14 
workbook and payments are scheduled on 
a quarterly basis.  

 

Data Availability and Methods 

We assessed program income and expenditures using aggregate data sources provided by 
DHCS. Our analysis was supplemented with enrollment data and self-reported information from 
key informant interviews.  

In April 2012, DHCS provided records documenting the CPEs that were the basis of the 
reimbursement at the applicable FMAP, the total FFP reimbursement issued to each county for 
health care services and administrative expenditures, and the date and amount of each 
payment of FFP. In July 2012, DHCS provided updated records showing recent payments of FFP.  

We did not have access to data on any additional CPEs submitted by the counties but not 
reimbursed. Therefore, to estimate total expenditures by counties for health care services, we 
used county’s reported Total Funds Expenditures (TFEs) from their revised annual Program 
Progress Reports. TFEs represent the total allowable expenditures for covered services 
provided to HCCI enrollees.  

The evaluation plan included analysis of the average period of time between submission of 
invoices and reimbursement of FFP. We did not have data documenting the dates of 
invoice/workbook submission by counties. Therefore, we were only able to measure the timing 
of reimbursements, and cannot evaluate the duration of time between invoice submission and 
payment.  

We were unable to complete individual-level expenditure analysis. We did not use expenditure 
data contained in HCCI claims data for several reasons. Provider payment rates were negotiated 
individually in each county. Some counties used methods such as capitation or bundled per visit 
fees, others used fee for service, and there were instances of alternative approaches like 
general “budget” approach where total available funds were allocated between providers. 
Furthermore, in many cases, counties that operated their own delivery system did not pay 
themselves for care, or paid themselves at cost. Even within a county, the payment methods 
and rates varied between providers. Therefore, data for both charged and paid amounts were 
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not comparable between counties. We did not anticipate the variation in payment methods at 
the time the evaluation design was created.  

Regardless of the challenges related to variation in payment methods, claims data from the ten 
counties contained varying types and levels of payment data, such that we lacked uniform and 
comparable data within and across counties. Ideally, individual-level expenditure analysis would 
be completed based on the dollar amounts of claims paid. Four counties provided 
comprehensive payment data, including the amounts of claim charges and claim payments 
(Appendix A, Exhibit 20). However, the majority of counties provided expenditure data fields 
that were incompletely populated, were restricted to a portion of the network such as the 
county facilities, or were limited to charged amounts only. 

Appendix A, Exhibit 20: Availability of Charge and Payment Fields in Claims Data, by County. 
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Date claim filed     --   --    --   --   P 
Date claim paid  --     --   --      P 
Dollar amount of claim 
charged  --      --       

Dollar amount of claim 
paid P    --  P   --  P  P 

Cost sharing / co-
payment amount paid 
by patient 

  --     --      --   --  

 Notes: “” = Yes, “--” = No, “P” = Partial. 
 

Health Care Services  

We summed quarterly expenditure and reimbursement data by year and total, for each county. 
In cases where TFEs reported in program progress reports were less than the amount of CPEs 
according to DHCS records, we used the CPE amount as the total local expenditure.  

We compared total reimbursements to the allocation of FFP based on county contracts.  

We estimated FFP per member per month (PMPM) by dividing total reimbursement for each 
county by the total number of member months in that county, based on our analysis of HCCI 
enrollment data.  
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We used self-reported data from key informant interviews to assess the total estimated 
revenue from cost sharing, by year and by county. 

Administrative 

We summed quarterly administrative services expenditure and reimbursement data by year 
and total, for each county. We aggregated expenditures and reimbursements generated 
through time study and non-time study claiming. We compared the proportion of total 
expenditures claimed via time studies, by dividing the amount claimed via time studies by total 
claimed amount.  

We did not have data on total local expenditures for administrative services, and were 
therefore restricted to analysis of expenditures that were claimed by the counties as CPEs. 
DHCS provided data on the amounts of claims that had been submitted by were not yet paid as 
of July 2012. We believed administrative expenditure CPEs were more complete than health 
care services CPEs, because there was no cap on available FFP for administrative services, and 
therefore counties had an incentive to report all allowable expenditures.  

Per Enrollee Costs 

We conducted analyses of average costs per member per month (PMPM). PMPM expenditure 
analysis that compared costs between counties was not appropriate, due to variation in 
covered services, covered population, provider network, provider reimbursement agreements, 
availability of local funds, claiming methodologies, and propensity to report excess 
expenditures over the amount needed to claim allocated FFP. Therefore, we presented only the 
total average PMPM costs for all counties in aggregate. 

To generate the total average PMPM cost, we divided the overall total reported local 
expenditures for health care services (TFEs) for all counties combined, by the total number of 
member months in the HCCI program.  

Payment Period 

We analyzed information from DHCS reimbursement records related to the dates of FFP 
payments, to map the total cumulative reimbursement by month and by county. We calculated 
monthly cumulative reimbursement to date, and graphed the value of total FPP distributed by 
month, to demonstrate the payment period/speed of payment.  
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Efficiencies and Sustainability 

The HCCI program was expected to lead to efficiencies in the delivery of care, infrastructure, 
and financing, and the resulting outcomes for care delivery and quality. The program was also 
expected to be sustainable, preferably in e the long term.  

Planned Analysis 

Appendix A, Exhibit 21 displays the proposed evaluation measures, expected source of data for 
each measure, and whether the analysis was completed as originally planned. We were able to 
complete some of the proposed analysis in this chapter. Lack of data was a majore barrier to 
completion of some of the planned analysis. 

Appendix A, Exhibit 21: Planned Analysis of Efficiencies and Sustainability and Outcome. 
 
Proposed Measure Data Source Outcome 
Enrollment in other Public Programs 

Number of Medi-Cal, Healthy Families, and 
AIM enrollees (before and after Coverage 
Initiative) 

County and 
Administrative, 
Claims 

Amended based on available data. We 
reported referrals to other public 
programs. 

Number of non-Coverage Initiative low-
income uninsured health care enrollees 
(before and after Coverage Initiative) 

County 
Administrative 
and Provider 
Records 

Not completed – no data available. 

Timeliness of Application and Enrollment Processes 
Time taken between application and 
eligibility determination 

Administrative/ 
Eligibility Records 

Amended based on available data. We 
reported the efforts and initiatives 
implemented by counties to streamline 
eligibility processes.  

Time taken between eligibility 
determination and enrollment 

Retention and Referral 
Number of Enrollees over time Claims Completed as planned. 
Proportion disenrolled over time 
Proportion of Applicants referred to other 
programs (not necessarily enrolled) 

Administrative 

Cost Savings 
Inpatient Claims Costs over Time Claims Amended based on available data. We 

reported utilization over time, and inferred 
corresponding trends in costs. 

Outpatient Claims Costs over Time 
Lab/Imaging claims Costs over Time 
Pharmacy Claims Costs over Time 

Cost of Administration and Overhead 
Admin/Overhead cost of prior health 
care system for low-income uninsured 

Administrative Amended based on available data. We 
presented the administrative costs in HCCI, 
and the systems enhancements made 
during HCCI. 

Admin/Overhead cost of Coverage 
Initiative system 
Admin/Overhead cost of present health 
care system for low-income uninsured 
(w/o Coverage Initiative) 

Continuity of Care 
Waiting time for appointments Surveys or Health Amended based on available data. We 
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Appendix A, Exhibit 21: Planned Analysis of Efficiencies and Sustainability and Outcome. 
 
Proposed Measure Data Source Outcome 

Waiting time for specialist referrals (in 
days/weeks) 

Plan reported on key informant perceptions of 
provider supply, improvements in care 
coordination and referral management, 
and efforts or initiatives to promote access 
to care. 

Waiting time for prescriptions/refills 

Clinical Outcomes and Incurred Costs 
Number and Cost of Inpatient 
Hospitalizations for the Uninsured with 
Ambulatory Care Sensitive (ACS) conditions 
(before and after Coverage Initiative) 

Claims or OSHPD Not completed. We lacked sufficient data 
to assess Ambulatory Care Sensitive (ACS) 
conditions or costs of specific 
hospitalizations. 

Number and Cost of Emergency Room Visits 
for the Uninsured for ACS conditions (before 
and after Coverage Initiative) 
Number and Cost of Emergency Room Visits 
for the Uninsured for ACS conditions (before 
and after Coverage Initiative) 
Overall Cost Inpatient Hospitalizations for 
low-income uninsured population (before 
and after Coverage Initiative) 

Analysis was possible, but was intended as 
a benchmark for HCCI costs. We did not 
complete this analysis because it is not 
relevant in the absence of HCCI-related 
analyses.  

Quality of Care 
Patient satisfaction and experiences or 
ratings of care 

Survey or Health 
Plan 

Not completed – no data source available.  
We discussed efforts and initiatives to 
improve quality.  Self-rated health status and quality of life 

Qualitative/Contextual Issues 
Provider experiences Survey/Interviews Not completed – no provider survey data 

available. 
Program Staff Experiences – patient flow 
and new efficiencies 

Survey/Interviews Completed as planned. 

 

Data Availability and Methods 

We synthesized information and data presented throughout the report as the basis for this 
chapter. Data availability and methods discussed in earlier sections of this appendix are all 
representative of our analysis of efficiencies and sustainability. 
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