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SECTION 1 – INTRODUCTION 

The California Department of Health Care Services (DHCS) is requesting a five-year 

renewal of the California Advancing and Innovating Medi-Cal (CalAIM) Section 1115 

demonstration, which is set to expire on December 31, 2026. California seeks to build 

upon and consolidate the successes of the CalAIM initiative through this renewal and to 

renew existing authorities with minimal modifications, discontinue authorities that are 

no longer necessary, and request authority for new initiatives. 

Through the CalAIM Section 1115 demonstration approval in December 2021 and 

subsequent amendments in the following years, California received federal authority to 

implement a range of initiatives that have led to broad delivery system, program, and 

payment reforms across the Medi-Cal program. Key initiatives included: first-in-the-

nation approval for the Justice-Involved Reentry Initiative, to provide a targeted set of 

Medicaid services to youth and eligible adults in state prisons, county jails, and youth 

correctional facilities in the 90 days prior to release; first-in-the-nation approval for 

contingency management, the only treatment that has demonstrated robust outcomes 

for individuals with stimulant use disorder; and approval to cover Traditional Health Care 

Practices for members receiving care at Indian Health Service (IHS), Tribal, or Urban 

Indian Organization facilities. Since California’s approvals, the Centers for Medicare & 

Medicaid Services (CMS) has granted approval of these critical initiatives for multiple 

states across the country.1 As described in further detail below, the state also received 

approval to offer two Community Supports—Recuperative Care and Short-Term Post-

Hospitalization Housing—under the CalAIM Section 1115 demonstration to improve 

members’ health outcomes. California’s companion CalAIM Section 1915(b) waiver 

approval allowed the state to transition and streamline authority for California’s 

managed care delivery systems—Medi-Cal Managed Care, Dental Managed Care, 

Specialty Mental Health Services (SMHS), and Drug Medi-Cal Organized Delivery System 

 
1 For example, states with approved Justice-Involved Reentry Initiatives include Arizona, Colorado, Hawaii, 

Illinois, Kentucky, Massachusetts, Maryland, Michigan, Montana, North Carolina, New Hampshire, New 

Mexico, Oregon, Pennsylvania, Utah, Vermont, Washington, and West Virginia. States with pending 

Justice-Involved Reentry Initiatives requests include Arkansas, Connecticut, District of Columbia, Louisiana, 

Maine, Minnesota, New Jersey, New York, and Nevada. States with approval for Contingency Management 

include Delaware, Hawaii, Montana, and Washington. States with pending Contingency Management 

requests include Maine, Michigan, and Oregon. States with approved Traditional Health Care Practices 

(THCP) initiatives include Arizona, New Mexico, and Oregon. States with pending THCP requests include 

Maine and Utah. 
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(DMC-ODS)—from its longstanding Section 1115 demonstration to authority under the 

1915(b) waiver. 

California has made significant strides toward realizing CalAIM’s full potential since its 

launch in January 2022 in close partnership with Medi-Cal managed care plans (MCPs), 

county behavioral health plans (BHPs), county public health departments, providers, 

Tribal partners, community-based organizations, the California Department of 

Corrections and Rehabilitation (CDCR), county sheriffs and probation offices, and other 

implementation partners. Through the renewal of the CalAIM Section 1115 

demonstration, DHCS seeks to build on prior investments and sustain the 

unprecedented changes that have led to a more coordinated, person-centered, value-

based and efficient health system for California’s Medicaid members. 

CalAIM Section 1115 Demonstration Goals 

Renewing the CalAIM Section 1115 demonstration will enable California to further 

embed and strengthen the CalAIM initiative, continuing to expand coverage and access 

to benefits for certain eligible, high-need, hard-to-reach populations, with the objective 

of improving health outcomes for Medi-Cal members across the state. In July 2025, 

California published a concept paper outlining DHCS’ vision, principles, goals, and 

priorities for Medi-Cal in 2027 and beyond. DHCS articulated several guiding principles 

to ensure that DHCS’ initiatives continue to be effective, impactful, and sustainable. By 

adhering to these principles as part of the CalAIM renewal, DHCS aims to continue 

driving meaningful improvements in health outcomes and the overall health care 

experience for Medi-Cal members while continuing to drive efficiency, strengthen 

accountability and program integrity, and align payment with value, in concert with 

statewide health care spending growth management strategies. Leveraging these 

guiding principles and in response to stakeholder feedback (described in further detail 

below), DHCS identified several goals that will govern DHCS’ efforts to continue to 

transform Medi-Cal for 2027 and beyond. Renewing key initiatives and obtaining federal 

authority for new initiatives under the state’s CalAIM Section 1115 Demonstration serves 

as the foundation for DHCS’ continued pursuit of its goals. 

https://www.dhcs.ca.gov/CalAIM/Documents/Medi-Cal-Transformation-Concept-Paper.pdf
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The state proposes three updated, primary goals that seek to expand the reach and 

impact of CalAIM from 2027 through 2031 that are aligned with California’s broader 

vision for Medi-Cal: 

1. Strengthen the ability of DHCS, plans, and providers to identify and intervene 

early to manage member risk and need through whole-person care approaches 

that optimize member experience and outcomes; 

2. Continue to move Medi-Cal to a more consistent and seamless system by further 

reducing complexity, strengthening accountability, and improving program 

efficiency; and 

3. Continue to improve quality outcomes and drive delivery system transformation 

and innovation through value-based initiatives that allow members to receive the 

right care, at the right time, in the right place, at the right cost. 

Over the current CalAIM demonstration period, the state has made significant and 

meaningful progress in meeting CalAIM’s objectives and promoting the objectives of 

the Medicaid program broadly that will be covered in greater detail in subsequent 

sections of this application. This extension will enable the state to expand the reach and 

deepen the impact of key demonstration initiatives and launch new initiatives that align 
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with CalAIM’s primary goals. Key initiatives, including Recovery Incentives (California’s 

contingency management program), Justice-Involved Reentry Initiative, and Traditional 

Healers and Natural Helpers, were launched during the current CalAIM demonstration 

and have already shown promising results. 

Longer standing demonstration initiatives—such as coverage for out of state former 

foster care youth and Institutions for Mental Diseases (IMD) waiver authority in DMC-

ODS—have expanded coverage and access to medical and behavioral health services 

across multiple delivery systems for high-needs populations. California is seeking to 

retain and strengthen these existing demonstration features and to obtain federal 

approval for new initiatives, including Employment Supports and BridgeCare Pilots, to 

improve coverage and access to care for high-needs populations. The remainder of this 

application describes the state’s vision for the continued evolution of the CalAIM 

demonstration. 

Stakeholder Engagement 

Since the launch of CalAIM in January 2022, DHCS has engaged in extensive stakeholder 

engagement efforts to support the design and implementation of the various CalAIM 

initiatives. DHCS leveraged a wealth of feedback, insights, and recommendations shared 

by DHCS partners through a wide range of forums, such as bi-weekly CalAIM 

Implementation Advisory Group meetings, regular CalAIM Behavioral Health Workgroup 

meetings, monthly MCP technical assistance and guidance webinars, weekly meetings 

with MCP associations, quarterly Stakeholder Advisory Committee (SAC)/Behavioral 

Health Stakeholder Advisory Committee (BH-SAC) meetings, standing meetings with 

MCPs, BHPs, various county associations, provider associations, advocacy groups, and 

more; comments and recommendations received through dedicated email mailboxes; 

and comprehensive feedback provided on draft policy guidance. DHCS also assessed 

grievance and appeals, monitoring, quality data, and reviewed key findings to analyze 

efficacy, outcomes, and cost effectiveness of initiatives. All of this stakeholder feedback 

has guided the overall implementation of CalAIM, including policy iterations and 

programmatic adjustments in response to on-the-ground implementation experience. It 

has also provided a foundation for the development of this CalAIM renewal application.   

From 2022 through 2026, DHCS facilitated annual post-award forums in accordance 

with 431.420(c). The Department typically hosts these forums during quarterly SAC 

and/or BH-SAC meetings, which are open to the public. SAC members are recognized 

stakeholders/experts in their fields, including, but not limited to, beneficiary advocacy 
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organizations and representatives of various Medi-Cal provider groups. SAC and BH-

SAC meetings are conducted in accordance with the Bagley-Keene Open Meeting Act, 

and public comment occurs at the end of each meeting. For each forum, DHCS 

published the date, time, and location on its website 30 days prior to the meeting date 

and included an opportunity for stakeholders to share their feedback. Meeting materials 

are available at the following DHCS webpages: DHCS SAC Past Meeting Archive and 

DHCS Behavioral Health SAC Past Meeting Archive. 

» DY 18 (CY 2022): The Department convened four joint SAC/BH-SAC meetings on 

the following dates: February 17, 2022, May 12, 2022, July 21, 2022, and October 

20, 2022. DHCS agenda items included: CalAIM and 1115 Waiver Update and 

Post-Award Forum; Quality/Equity Roadmap Measures and Metrics; Contingency 

Management; PATH funding; Justice-Involved and Natural Healers: Behavioral 

Health Policy Updates; PHE Unwinding and Implementation with Health Plans; 

Managed Care Readiness and Transition Planning for 2024. 

» DY 19 (CY 2023): DHCS hosted four joint SAC/BH-SAC meetings on the 

following dates: February 16, 2023, May 24, 2023, July 20, 2023, and October 19, 

2023. DHCS agenda items included: CMS Approval of CalAIM Justice‑Involved 

Initiative; Update on Integration of Dual Eligibles into Managed Care; Medications 

for Addiction Treatment in Residential Substance Use Disorder (SUD) Care; 

COVID‑19 PHE Unwinding; Contingency Management; Early and Periodic 

Screening, Diagnostic, and Treatment (EPSDT)/Medi‑Cal for Kids & Teens 

Education Campaign; Youth SUD Prevention; New Waiver for California 

Behavioral Health Community‑Based Continuum Demonstration; Behavioral 

Health Bridge Housing; Behavioral Health Continuum Infrastructure Program; 

Behavioral Health Payment Reform; Documentation Redesign; CARE Act Update; 

and the Opioid Settlement Fund. 

» DY 20 (CY 2024): The Department hosted four joint SAC/BH-SAC meetings on 

the following dates: February 15, 2024, May 29, 2024, July 24, 2024, and October 

16, 2024. DHCS agenda items included: CalAIM Waiver Update: Traditional 

Healers & Natural Helpers; CalAIM Justice‑Involved Reentry Initiative; Enhanced 

Care Management and Community Supports Update; CalAIM Behavioral Health 

Key Findings from Preliminary Implementation Feedback Report; Equity and 

Practice Transformation (EPT) Provider Directed Payment Program; Overview and 

Stakeholder Engagement for Behavioral Health Components; Behavioral Health 

Community‑Based Organized Networks of Equitable Care and Treatment (BH 

https://www.dhcs.ca.gov/Pages/SACPastMeeting.aspx
https://www.dhcs.ca.gov/bhsacpastmeetings
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CONNECT) Update; Children and Youth Behavioral Health Initiative Update; Final 

Update: Year of Medi‑Cal Redeterminations; CalAIM Dashboard: Bold Goals, 

Behavioral Health, and Population Health Management; Introduction of Medi‑Cal 

Connect (formerly the Population Health Management Service); BH CONNECT: 

Incentive Programs; Transitional Rent Update: DHCS Proposals and Related Policy 

Considerations; and Behavioral Health Transformation Update.  

» DY 21 (CY 2025): DHCS convened four SAC/BH-SAC meetings on the following 

dates: February 19, 2025, May 21, 2025, July 23, 2025, and October 29, 2025. 

DHCS agenda items included: CalAIM 1115 and 1915(b) Renewals; CalAIM 

Renewal Planning; Enhanced Care Management and Community Supports Data 

Update; Community Supports Cost-Effectiveness Analysis; DHCS’ Comprehensive 

Quality Strategy and Health Equity Strategy; Behavioral Health Transformation 

Updates; and BH Community-Based Organized Networks of Equitable Care and 

Treatment Waiver (BH-CONNECT) Policy and Implementation Updates; 

Transitional Rent; and Birthing Care Pathway. 

» DY 22 (CY 2026): DHCS hosted a joint SAC/BH-SAC meeting on February 25, 

2026. DHCS agenda items included: CalAIM Section 1115 Waiver Renewal; 

Justice-Involved Reentry Initiative; Behavioral Health Transformation Updates; 

Implementation Plan for New Eligibility and Enrollment Changes Under H.R. 1; 

and Children and Youth Implementation Updates. 

The CalAIM Section 1115 demonstration renewal application is also informed by a series 

of in-person listening sessions with stakeholders held in regions across the state starting 

in the fall of 2022 through 2025. Participating stakeholders included Medi-Cal members, 

community-based organizations, MCPs, BHPs, public health agencies, sheriff’s 

departments, probation agencies, housing service providers, health care providers, and 

advocates. During these listening sessions, DHCS gained deeper insights into how 

CalAIM is being implemented on the ground (including identifying successes and areas 

for improvement), learned how partners are collaborating on multisectoral initiatives 

(such as the Justice-Involved Reentry Initiative), and explored future opportunities to 

build on and strengthen CalAIM through the renewal. This renewal was additionally 

informed through dedicated structures that DHCS has established to engage with and 

hear from Medi-Cal members directly, including the Medi-Cal Member Advisory 

Committee, established in 2023, and the new Medi-Cal Voices and Vision Council. 

Through this stakeholder and member engagement, DHCS heard a consistent, core 

https://www.dhcs.ca.gov/formsandpubs/publications/oc/Pages/DHCS-Medi-Cal-Member-Advisory-Committee.aspx
https://www.dhcs.ca.gov/formsandpubs/publications/oc/Pages/DHCS-Medi-Cal-Member-Advisory-Committee.aspx
https://www.dhcs.ca.gov/provgovpart/Pages/Medi-Cal-Voices-and-Vision-Council.aspx
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theme to focus on continuing, expanding, improving, and deepening the impacts of the 

CalAIM initiatives. 

Finally, in accordance with the requirements of 42 C.F.R. § 431.408, DHCS held 30-day 

public comment and Tribal comment periods for the CalAIM Section 1115 

demonstration extension request from February 10, 2026 through March 12, 2026. 

During this time, DHCS presented and discussed the CalAIM Section 1115 

demonstration extension request during two public hearings and two Tribal webinars. 

Appendix B includes a summary of the comments received on the CalAIM Section 1115 

demonstration extension request and DHCS’ responses. DHCS greatly appreciates the 

valuable and thoughtful comments submitted by stakeholders and Tribal partners and is 

using the feedback to improve the design and implementation of the demonstration. 

Five-Year Renewal Request 

DHCS is requesting a five-year renewal to continue a subset of the waiver and 

expenditure authorities approved in the initial CalAIM Section 1115 demonstration and 

obtain new waiver and expenditure authorities for new initiatives (see Section 3). DHCS 

also plans to sunset some initiatives—such as the Providing Access and Transforming 

Health (PATH) Initiative, an initiative designed to provide time-limited support to 

community-based providers and other implementation partners—and move some of 

the other initiatives to an alternative authority, choosing not to seek renewal under the 

Section 1115 demonstration (see Section 4). 

The table below provides an overview of the current and proposed new initiatives under 

the CalAIM 1115 demonstration, noting for each initiative whether DHCS is requesting 

renewal under the Section 1115 demonstration, is requesting new authority under the 

Section 1115 demonstration, plans to transition a currently approved initiative to an 

alternate authority, or has or will sunset an initiative. 

  

https://www.dhcs.ca.gov/provgovpart/Documents/CalAIM-Section-1115-Application.pdf


CalAIM Initiative Renew Under Section 
1115 Authority

Obtain New Section 
1115 Authority

Transition Section 1115 
Authority

Sunset Section 1115 Authority

Reentry Services for Justice-Involved 
Populations 90-Days 
Pre-Release: Targeted Medi-Cal 
services for justice-involved 
individuals for up to 90 
days prior to release. (Section 3.1)

    

DMC-ODS: Waiver of the IMD Exclusion 
for SUD Services: Federal 
reimbursement for Medicaid services 
provided to short-term IMDs 
receiving SUD services.  Section 
3.2)

;    



CalAIM Initiative Renew Under Section 
1115 Authority

Obtain New Section 
1115 Authority

Transition Section 1115 
Authority

Sunset Section 1115 Authority

Peer Support Services (Renamed County 
Option to Cover Select Outpatient 
SUD Services Under Renewal): 
Culturally competent services 
provided by certified peer support 
specialists that promote recovery, 
engagement, socialization, self- 
sufficiency, self-advocacy, development 
of natural supports, and identification 
of strengths. Request also 
includes new county option to cover 
SUD care coordination, recovery 
services, withdrawal management, 
partial hospitalization and 
mobile crisis services. (Section 3.3)

    



CalAIM Initiative . Renew Under Section 
1115 Authority

� Obtain New Section 
1115 Authority

E� Transition Section 
1115 Authority

Sunset Section 1115 Authority

Contingency Management: The only intervention 
that has demonstrated robust 
outcomes for individuals living with 
stimulant use disorder, including reduction 
or cessation of  drug use and longer 
retention in treatment. (Section 3.4)

    

Traditional Healers and Natural Helpers: 
Culturally responsive care for members 
receiving care at IHS, Tribal, or 
Urban Indian Organization facilities. (Section 
3.5)

    

Coverage for Out-of- State Former Foster 
Care Youth: Medi-Cal coverage for 
former foster care youth who are under 
age 26.  (Section 3.6)

    

Chiropractic Services from IHS and Tribal 
Facilities: Chiropractic services furnished 
by Tribal providers to Medi- Cal 
members.  (Section 3.7)

    



CalAIM Initiative  Renew Under Section 
1115 Authority

Obtain New Section 
1115 Authority

Transition Section 1115 
Authority

Sunset Section 1115 Authority

Modification of Asset Test for Deemed 
Supplemental Security Income 
(SSI) Populations: Medi-Cal eligibility 
for individuals in select Deemed 
SSI populations (Pickle Group, 
Disabled Adult Child group, Disabled 
Widow/Widower group) by increasing 
the asset test.  (Section 3.8)

    

Align Dually Eligible Enrollees� Medi-Cal 
Managed Care Plan and Medicare 
Advantage Plan: Aligns a dually 
eligible beneficiary's Medicaid plan 
with their Medicare Advantage (MA) 
Plan choice, to the extent the MA 
plan has an affiliated Medicaid plan. 
 (Section 3.9)

    



CalAIM Initiative Renew Under Section 
1115 Authority

Obtain New Section 
1115 Authority

Transition Section 1115 
Authority

Sunset Section 1115 Authority

Managed Care Authority to Limit Plan Choice 
in Certain Counties: Enables the 
state to limit choice of MCPs in metro, 
large metro, and urban counties 
operating under the County Organized 
Health System (COHS) and 
Single Plan models. (Section 3.10)

    

Global Payment Program: Supports public 
health care systems that provide 
health care for uninsured Californians 
through a value-based statewide 
funding pool. Request includes 
substantive modifications to evolve 
program, adding a focus on preventive 
care, primary care and chronic 
disease management and introducing 
a level of risk to incentivize 
meeting new components of 
the GPP.  (Section 3.11)

    



CalAIM Initiative Renew Under Section 
1115 Authority

Obtain New Section 
1115 Authority

Transition Section 1115 
Authority

Sunset Section 1115 
Authority

Employment Supports: Pre-employment 
and employment sustaining 
services to address barriers 
to employment, support sustained 
workforce participation, and 
promote economic stability among 
Medi-Cal members subject to work 
and community engagement requirements. 
 (Section 3.12)

    

BridgeCare Pilot: Set of home- and community- 
based services (HCBS) and 
caregiver supports to older adults 
with Medicare and significant health 
needs with incomes above Medi-Cal 
eligibility limits who lack resources 
for adequate care.  (Section 
3.13)

    



iCalAIM Initiative Renew Under Section 
1115 Authority

Obtain New Section 
1115 Authority

Transition Section 1115 
Authority

Sunset Section 1115 
Authority

%Community-Based Adult Services: Services 
and supports for older adults 
and adults with disabilities to restore 
or maintain their optimal capacity 
for self-care and delay or prevent 
institutionalization. (Section 4)

    

iRecuperative Care: Short-term residential 
care setting that provides 
onsite clinical and supportive 
services to members who 
require continued medical oversight 
to safely recover from an illness 
or injury following discharge from 
an inpatient or institutional setting. 
(Section 4)

    

ﾧShort-Term Post- Hospitalization Housing: 
Short-term residential setting 
in which members can continue 
their medical, psychiatric, SUD 
recovery immediately after exiting 
an institution.  (Section 4)

    



CalAIM Initiative . Renew Under Section 
1115 Authority

� Obtain New Section 
1115 Authority

E� Transition Section 
1115 Authority

Sunset Section 1115 
Authority

PATH Initiative: Funds to support the capacity 
and infrastructure of community 
partners to successfully participate 
in the Medi-Cal delivery system 
and offer Enhanced Care Management 
(ECM), Community Supports, 
and pre-release services. (Section 
4)

    

Designated State Health Program (DSHP): 
DSHP financing used to support 
portions of the PATH program.  
(Section 4)

    

Low-Income Pregnant Women: Postpartum 
benefits for pregnant women 
with incomes between 109 percent 
up to and including 138 percent 
of the federal poverty level (FPL), 
which includes all benefits that would 
otherwise be covered for women with 
incomes below 109 percent of the FPL. 
(Section 4)
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Additional details about these initiatives and authorities are described in this renewal 

request as follows: 

» Section 3 describes the proposed elements of the Section 1115 demonstration 

renewal request for every initiative DHCS seeks to continue and launch under 

Section 1115 demonstration authority. 

» Section 4 describes the initiatives authorized under the CalAIM demonstration 

that have been, or will be, discontinued or which will be transitioned to alternative 

Medi-Cal coverage authority if determined appropriate by CMS. 
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SECTION 2 - MEDI-CAL SECTION 1115 

DEMONSTRATION HISTORY AND BACKGROUND 

California’s Medicaid Section 1115 demonstrations date back to 1995, when the state 

became one of the first in the nation to leverage this flexibility. Through the 

demonstration, the Los Angeles County Department of Health Services sought to reduce 

its traditional emphasis on emergency room and inpatient care by building an 

integrated system of community-based primary, specialty, and preventive care. 

» In 2005, through California’s Medi-Cal Hospital Uninsured Care demonstration, 

the inaugural Section 1115 demonstration, the state supported safety net 

hospitals with the goal of improving access to care among uninsured individuals 

by providing funding to public hospitals for uncompensated care (UCC) and 

creating safety net UCC pools. 

» In 2010, to prepare for full implementation of the Affordable Care Act (ACA) and 

continue to support safety net hospitals with the goal of improving access to and 

quality of care, California requested and received approval for the Bridge to 

Reform demonstration, a five-year renewal of the Section 1115 demonstration, to 

assist counties in implementing coverage expansions prior to the ACA’s historic 

coverage expansions that took effect in 2014, enroll new populations into the 

managed care delivery system, continue the safety net care UCC pool, and 

support safety net hospitals through the Delivery System Reform Incentive 

Program. 

» Through subsequent amendments to the Bridge to Reform demonstration, 

California integrated new populations and geographies into managed care and 

implemented reforms aimed at improving health outcomes. These reforms 

included the Coordinated Care Initiative (CCI), which helped rebalance service 

delivery from institutional care into the home and community. DHCS also 

launched the Community Based Adult Services (CBAS) program to invest in 

community-based services to serve older adults and adults with disabilities and 

prevent institutionalization. 

» Building on CCI, California further coordinated care for older adults and people 

with disabilities eligible for both Medicare and Medi-Cal (dual eligibles) through 

the Cal MediConnect Duals Demonstration as part of the Center for Medicare and 

Medicaid Innovation’s Financial Alignment Initiative to ensure dual eligibles 

https://downloads.cms.gov/cmsgov/archived-downloads/MedicaidStWaivProgDemoPGI/downloads/California%20Medi-Cal%20Hospital%20Uninsured%20Care%20Fact%20Sheet.pdf
https://www.dhcs.ca.gov/provgovpart/Documents/Waiver%20Renewal/CA%20Waiver%20Approval%20Letter.pdf
https://www.dhcs.ca.gov/provgovpart/Documents/Waiver%20Renewal/CA%20Waiver%20Approval%20Letter.pdf
https://www.dhcs.ca.gov/provgovpart/Pages/1115-Bridge-to-Reform.aspx
https://www.dhcs.ca.gov/provgovpart/Pages/CoordinatedCareInitiative.aspx
https://www.cms.gov/medicaid-chip/medicare-coordination/financial-alignment/ca
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received coordinated medical, behavioral health, and long-term services and 

supports (LTSS) through a single health plan. 

» In 2015, California received approval for the Medi-Cal 2020 demonstration, a 

subsequent five-year renewal of the Section 1115 demonstration, to test new and 

innovative care models aimed at improving health care quality and outcomes, 

ensuring ongoing support for the hospital safety net in California and 

strengthening Medi-Cal’s long-term financial sustainability. Through Medi-Cal 

2020, California launched the innovative Whole Person Care pilots to coordinate 

members’ physical health, behavioral health, and social services, with the goal of 

improving patient outcomes by addressing the comprehensive needs of Medi-Cal 

members. 

» Medi-Cal 2020 supported safety net hospital transformation by establishing the 

Global Payment Program, a statewide pool of funding that incentivized a shift 

from high-cost, avoidable services to high value, preventive services and 

launching the Public Hospital Redesign and Incentives in Medi-Cal Program to 

provide incentive funding for hospitals tied to ongoing delivery system reforms. 

» Other initiatives in Medi-Cal 2020 increased access for individuals with varying 

levels of care needs. Launch of the specialized DMC-ODS expanded the 

continuum of SUD services and permitted Medi-Cal reimbursement for SUD 

services provided to short-term residents of IMDs. DMC-ODS represented a first-

in-the-nation approval for a Section 1115 SUD IMD demonstration, paving the 

path for over 30 states to implement similar programs. 

» Concurrently, the Health Homes Program, which was authorized via a state plan 

amendment and the Medi-Cal 2020 demonstration, offers enhanced and 

standardized chronic disease management and coordinates the full range of 

physical health, behavioral health, and community-based LTSS needed by eligible 

beneficiaries. Together, the Whole Person Care pilots and the Health Homes 

Program form the bedrock for CalAIM. 

CalAIM Demonstration (2021–2026) 

In December 2021, California received federal approval for the CalAIM initiative, an 

additional five-year renewal of the Section 1115 demonstration to expand Medi-Cal 

member access to person-centered care that meets their physical, behavioral, and social 

needs. The CalAIM initiative retained and advanced many of the initiatives established 

under Medi-Cal 2020 demonstration. It also established new initiatives designed to 

https://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Waivers/1115/downloads/ca/ca-medi-cal-2020-ca.pdf
https://www.dhcs.ca.gov/services/Pages/WholePersonCarePilots.aspx
https://www.dhcs.ca.gov/provgovpart/Pages/GlobalPaymentProgram.aspx
https://www.dhcs.ca.gov/provgovpart/Pages/Drug-Medi-Cal-Organized-Delivery-System.aspx
https://www.dhcs.ca.gov/services/Pages/HealthHomesProgram.aspx
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expand Medi-Cal member access to innovative care for hard-to-reach populations, 

including individuals with SUDs or individuals experiencing homelessness through 

Contingency Management, Recuperative Care, and Short-Term Post-Hospitalization 

Housing Services. Through the PATH initiative, the state was able to support the start-up 

costs for non-traditional health care providers, including correctional facilities, offering 

these critical services. The CalAIM initiative also maintained other core and longstanding 

1115 programs, such as the DMC-ODS, CBAS, GPP, and extending Medi-Cal coverage for 

out-of-state former foster youth. Through a subsequent approval in January 2023, 

California received authority for the Justice-Involved Reentry Initiative and to leverage 

DSHP financing to fund the state share of PATH. Finally, in October 2024, California 

received federal approval to provide culturally responsive care for Medi-Cal members 

receiving care at IHS, Tribal, or Urban Indian Organization facilities. 

Through additional waiver amendments to CalAIM, California was granted federal 

authority for the following new initiatives: 

» Modification of Asset Limit Test for Deemed SSI Populations: DHCS received 

CMS approval on a two-fold request in 2022 to amend the CalAIM Section 1115 

demonstration to raise and then eliminate a resource disregard for Deemed SSI 

groups, specifically the Pickle Amendment group, the Disabled Adult Child group, 

and the Disabled Widow/Widower group. 

» Managed Care Authority to Limit Plan Choice in Certain Counties: In August 

2023, California received federal approval to limit choice of MCPs in metro, large 

metro, and urban counties operating under the COHS and Single Plan models. 

Goals and Objectives of the CalAIM Demonstration 

Through CalAIM, DHCS sought to make broad delivery system reform to advance 

whole-person care, address the physical and behavioral health needs of Medi-Cal 

members, particularly those with substance use needs, those who are unhoused, and/or 

those who are justice-involved. It also sought to improve health outcomes and quality 

and coordination of care for all Medi-Cal members and included initiatives to increase 

access to stabilize and strengthen providers, including an expanded set of health care 

providers, to serve Medi-Cal populations. 

Over the demonstration period, the state has made significant and meaningful progress 

in meeting CalAIM’s objectives and promoting the objectives of the Medicaid program 

broadly. CalAIM initiatives have increased access to health coverage and improved 
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health outcomes for Medi-Cal members. Additionally, the CalAIM demonstration has 

also improved the efficiency and effectiveness of the Medi-Cal program: 

» California’s Justice-Involved Reentry Initiative launched in October 2024. As 

highlighted in the first impact report, as of February 2026, 31 state prison sites 

and 33 county jails and youth correctional facilities across 13 California counties 

are providing pre-release reentry services. As of September 30, 2025, nearly 

35,000 Medi-Cal members have been screened and identified as eligible for pre-

release services to support successful re-entry to the community as part of the 

Justice-Involved Reentry Initiative. In the first year of the initiative, facilities and 

implementing partners delivered over 159,000 billable pre-release services and 

prescriptions to incarcerated individuals.2  

» In 2025, DHCS enrolled dually eligible members who elect to enroll in MA in 

MCPs affiliated with their MA plan in 17 counties. As of October 1, 2025, 482,572 

dually eligible members received more integrated Medicare and Medicaid care 

through CalAIM’s alignment of a member’s MCP with their MA plan. This 

alignment is expected to simplify administrative processes, enhance 

communication between delivery systems, and reduce care fragmentation for 

dual eligible members. In 2026, the Medi-Cal matching plan policy will be 

implemented in all counties. 

» Currently, 21 counties are actively delivering Contingency Management, 

representing approximately 81 percent of all Medi-Cal members. As of April 2026, 

more than 13,000 individuals had been served by the Contingency Management 

program. 2025 evaluation data shows that 95.5 percent of urine drug tests (UDTs) 

submitted by participants were stimulant-negative, surpassing the rate identified 

in review of existing literature (85.3 percent weighted average).3  As part of the 

independent interim evaluation, program participants responding to a July 2023 

 
2 This does not include services rendered without a submitted claim (i.e., due to claims lag as correctional 

facility billing systems are established). DHCS expects additional claims to be submitted for services 

rendered as a part of the Reentry Initiative to date. 
3 Urada, D., Antonini, V. P., Padwa, H., Nork, A., Gourley, S., Bass, B., Tsoi, S. Y. C., Cooper, M., Loya, C., 

Gregorio, L., Zakher, E., Xing, Y., Khurana, D., Lee, A., & Rawson, R. A. (2025, September). Contingency 

Management: Evaluation Report – Supplement to the DMC-ODS Interim Evaluation Report (Attachment D). 

California DHCS. 

https://www.dhcs.ca.gov/CalAIM/Justice-Involved-Initiative/Documents/CA-Reentry-Initiative-Impact-Report-March-2026.pdf
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survey reported improvements in health, reduced emergency room visits, better 

engagement with treatment, and enhanced quality of life.4 

» Cost-effectiveness findings on the two Community Supports authorized under 

the CalAIM Section 1115 Demonstration—Recuperative Care and Short-Term 

Post-Hospitalization Housing—resulted in 8.8 and 20.6 percent net reductions, 

respectively, in applicable-service per member per month (PMPM) costs due to 

decreases in inpatient, emergency department (ED), and long-term care costs.5 

DHCS seeks to continue the Medi-Cal transformations initiated to date under CalAIM 

and build upon CalAIM’s transformational foundation. 

  

 
4 Urada et al., 2025 
5 DHCS analyzed the impact of these two services by identifying members who first received each service 

between January 2023 and June 2024 and who had at least six months of eligibility in each of the 

12‑month periods before and after initial service use. DHCS compared claims and encounters for a six-

month baseline period and a 12-month follow up period. DHCS will complete a full independent 

evaluation of these two services according to the requirements outlined in STC 17 of the current CalAIM 

STCs. 
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SECTION 3 - CALAIM DEMONSTRATION FIVE-

YEAR RENEWAL REQUEST 

DHCS seeks to continue California’s efforts to transform Medi-Cal through the renewal 

of a subset of existing key and new CalAIM initiatives. Notably, California is focusing on 

consolidating and expanding the progress made via several existing CalAIM initiatives, 

requesting new authorities for new initiatives, and moving other existing CalAIM 

initiatives to alternative authorities. DHCS is requesting a five-year renewal of Section 

1115 demonstration waiver and expenditure authorities to continue and obtain new 

authorities to operate a discrete set of program elements. Should CMS advise the state 

that other authorities are required to implement the programmatic vision and 

operational details outlined in this application, the state will request such waiver or 

expenditure authority as appropriate. Negotiations between California and the federal 

government, along with potential state legislative or budgetary changes, may result in 

further refinements to these requests as California continues to collaborate with CMS. 

Following are the elements of the CalAIM Section 1115 demonstration that DHCS 

proposes to continue under the five-year renewal, with modifications as noted: 

» Reentry Services for Justice-Involved Populations 90-Days Pre-Release: 

Through the Justice-Involved Reentry Initiative, California covers a targeted set of 

Medi-Cal services (e.g., comprehensive case management, medication assisted 

treatment or medications for addiction treatment (MAT), and physical and 

behavioral health clinical consultation) for up to 90 days immediately prior to a 

youth or eligible adult’s expected date of release from a state prison, county jail, 

or youth correctional facility. Individuals participating in the Initiative also receive 

a supply of medications and medically necessary durable medical equipment 

(DME) in hand upon their release. This initiative supports Medi-Cal members in 

re-entering the community. Since it was launched in October 2024, the Justice-

Involved Reentry Initiative has expanded steadily—as of February 2026, the 

Initiative includes 31 state prison facilities and 33 county jails and youth 

correctional facilities across 13 California counties. County correctional facilities 

are continuing to “go-live” on a quarterly basis, with all correctional facilities 

mandated under California state law to implement the initiative by October 1, 

2026. DHCS seeks to renew its waiver and expenditure authorities to enable the 

state to continue to offer these critical services and supports to eligible justice-

involved individuals across all its correctional facilities statewide. Critically, this 
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initiative is key to the success of California’s implementation of work and 

community engagement requirements of H.R. 1. As DHCS prepares for an 

effective and robust implementation of work and community engagement 

requirements across Medi-Cal, the infrastructure and processes that correctional 

facilities and eligibility offices have stood up to administer the Justice-Involved 

Reentry Initiative are foundational to the state’s comprehensive strategy for 

implementing work and community engagement requirements consistent with 

federal law and guidance, in particular for inmates and former inmates who meet 

the statutory criteria of specified excluded individuals and additional exceptions. 

» DMC-ODS – Waiver of the IMD Exclusion for SUD Services: The DMC-ODS is a 

non-risk managed care program for the organized delivery of SUD treatment 

services to eligible Medi-Cal members with SUDs by providing a continuum of 

care modeled after the American Society of Addiction Medicine (ASAM) Criteria 

for SUD treatment services. This is a county opt-in program. Currently, the DMC-

ODS is available in 40 (out of 58) counties, providing access to more than 97 

percent of the Medi-Cal population. DHCS continues to support expansion of the 

program and is actively providing technical assistance to counties that have 

expressed interest in participating in the DMC-ODS in the future. Counties that 

have not opted to participate in DMC-ODS run fee-for-service Drug Medi-Cal 

(DMC) programs where a more limited set of SUD services are offered to eligible 

Medi-Cal members. The state is seeking a renewal of its expenditure authority 

allowing federal reimbursement for Medi-Cal services provided to short-term 

residents of IMDs receiving SUD services covered as part of the DMC-ODS. Other 

current elements of the DMC-ODS that do not require Section 1115 

demonstration authority, including continued authority for the DMC-ODS 

managed care delivery system and waivers of statewideness and comparability 

associated with DMC-ODS benefits, will be requested in the companion CalAIM 

1915(b) waiver renewal. The expanded continuum of services currently available 

under Medi-Cal State Plan authority in opt-in counties will remain in place. 

» County Option to Cover Select Outpatient SUD Services: California remains 

committed to expanding access and coverage to SUD services across the state to 

further reduce drug-related overdose deaths. To help DHCS advance this goal, 

the state is seeking waivers of statewideness and comparability to enable DMC 

counties to offer outpatient SUD State Plan services currently only available at 

county option in DMC-ODS counties, including care coordination, recovery 

https://www.dhcs.ca.gov/provgovpart/Pages/county-implementation-plans.aspx
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services, withdrawal management services, and partial hospitalization. The state is 

seeking to modify its waivers of statewideness and comparability currently 

approved for peer support services to enable these additional SUD services to be 

offered at a DMC county’s option, while renewing the existing option for DMC 

counties to cover peer support services. The state is also seeking new authority 

for DMC counties to opt-in to cover mobile crisis services. 

» Contingency Management: California was the first state in the nation to receive 

CMS approval to cover contingency management under the CalAIM Section 1115 

demonstration. Contingency management is an evidence-based practice to 

reward participants with stimulant use disorder for meeting treatment goals. 

Contingency management is provided with strong guardrails that uphold the 

integrity of the evidence-based benefit and effectively mitigate the risk of fraud, 

waste or abuse. These program integrity guardrails include a centralized, 

statewide electronic incentive management software program that manages the 

calculation and generation of incentives consistent with a CMS-approved clinical 

protocol. Providers have no discretion to determine the size or distribution of the 

incentive benefit.  DHCS is currently authorized to pilot this benefit in DMC-ODS 

counties on an opt-in basis. Currently, 21 counties are actively providing 

contingency management, covering approximately 81 percent of the state’s 

Medi-Cal members. 2025 evaluation data shows that the Recovery Incentives 

Program achieved a 95.5 percent rate of negative UDTs among participants who 

completed the full 24-week protocol, surpassing the rate identified in review of 

existing literature (85.3 percent weighted average).6 The state plans to continue 

to offer this benefit at county option in the DMC-ODS and requests to expand its 

waivers of statewideness and comparability and the expenditure authority to start 

offering this benefit in DMC counties that opt in. 

» Traditional Healers and Natural Helpers: In October 2024, California received 

CMS approval of an amendment to the CalAIM Section 1115 demonstration to 

cover traditional health care practices (THCPs), defined as Traditional Healer and 

Natural Helper services. This authority grants eligible Medi-Cal members access 

to culturally based care provided by IHS facilities, Tribal health clinics, and Urban 

Indian organizations (UIOs) through the DMC-ODS. DHCS requests to renew its 

existing expenditure authorities with no modifications to continue to cover these 

 
6 Urada et al., 2025. 
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services through the DMC-ODS and retain flexibility to cover these services for 

other conditions beyond SUD and for other delivery systems. 

» Coverage for Out-of-State Former Foster Care Youth: The CalAIM Section 1115 

demonstration authorizes Medi-Cal coverage for former foster care youth under 

age 26 who were in foster care under the responsibility of another state or a tribe 

when they aged out. DHCS requests a renewal of this expenditure authority. 

California is not requesting any changes as part of the Section 1115 

demonstration renewal request. 

» Chiropractic Services from IHS and Tribal Facilities: As part of the renewal of 

the CalAIM Section 1115 demonstration in 2021, DHCS received approval to 

provide reimbursement for chiropractic services provided by IHS and Tribal 

providers—an optional Medi-Cal benefit that was eliminated from the Medi-Cal 

State Plan pursuant to state plan amendment (SPA) 09-001. The state is seeking 

to renew its expenditure authority for chiropractic services furnished by IHS and 

Tribal providers to individuals enrolled in the Medi-Cal program. 

» Modification of Asset Test for Deemed SSI Populations: In 2021, the California 

legislature directed DHCS to implement a two-phased approach to increase and 

eliminate the asset limits for low-income individuals whose eligibility is not 

determined using modified adjusted gross income (MAGI)-based financial 

methods. In response, DHCS submitted and received CMS approval on a two-fold 

request in 2022 to amend the CalAIM Section 1115 demonstration to raise and 

then eliminate a resource disregard for Deemed SSI groups, specifically the Pickle 

Amendment group, the Disabled Adult Child group, and the Disabled 

Widow/Widower group. This authority permitted the state to apply a disregard of 

$130,000 for a single Medi-Cal enrollee and $65,000 for each additional 

household member effective July 2022. Effective January 1, 2024, DHCS 

eliminated the asset limits for these populations. DHCS requests to renew its 

existing waiver and expenditure authorities with one modification—pursuant to 

recently enacted state budget, the state seeks to reinstate the Medi-Cal asset 

limit tests for these Deemed SSI populations at $130,000 for an individual Medi-

Cal member and $65,000 for each additional household member. 

» Align Dually Eligible Enrollees’ Medi-Cal Managed Care Plan and Medicare 

Advantage Plan: To promote coordination and integration, the CalAIM Section 

1115 demonstration allows the state to align a dually eligible member’s Medicaid 
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plan with their MA plan choice if the MA plan has an affiliated Medicaid plan. 

DHCS seeks to renew its expenditure authority without modifications. 

» Managed Care Authority to Limit Plan Choice in Certain Counties: In August 

2023, as an amendment to the CalAIM Section 1115 waiver, California received 

approval from CMS to limit choice of MCPs in metro, large metro, and urban 

counties operating under the COHS and Single Plan models. The state is seeking 

to renew this expenditure authority for payments to a managed care entity that 

would not meet the otherwise applicable statutory requirement that requires 

members to have a choice of at least two MCPs. 

» GPP: Since its launch in 2015, the GPP combined demonstration-authorized 

uncompensated care funding with Disproportionate Share Hospital (DSH) funds 

and established a new method of compensating participating designated public 

hospital systems for caring for uninsured individuals focused on cost-effective 

and higher-value care. DHCS seeks to renew the GPP waiver and expenditure 

authorities to increase access to, stabilize, and strengthen the providers and 

provider networks available to serve Medicaid and low-income populations. The 

state intends to evolve the program in three fundamental ways to create greater 

incentives and opportunities to provide preventive care and primary care, 

manage chronic disease, and to increase the risk for earning GPP funding.   

Following are the new elements for which DHCS proposes to obtain waiver and 

expenditure authority under the five-year renewal: 

» Employment Supports: Considering the new federally mandated work and 

community engagement requirements for expansion adults, DHCS is seeking 

CMS approval to include Employment Supports as a county opt-in Medi-Cal 

covered benefit to address barriers to employment, support sustained workforce 

participation, and promote economic stability among Medi-Cal members.7 

Employment Supports would include job readiness assessments, individualized 

employment planning, job placement assistance, and post-employment retention 

services. California also requests funding resources for initial start-up activities to 

support DHCS and electing counties with planning and development activities to 

implement Employment Supports. 

 
7 United States Congress. (2025). H.R. 1 – One Big Beautiful Bill Act, 119th Cong. (enacted July 4, 2025). 

Public Law No. 119-21, 139 Stat. 72. Retrieved from https://www.congress.gov/bill/119th-congress/house-

bill/1/text 

https://www.congress.gov/bill/119th-congress/house-bill/1/text?utm_source=chatgpt.com
https://www.congress.gov/bill/119th-congress/house-bill/1/text?utm_source=chatgpt.com
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» BridgeCare Pilots: DHCS is seeking CMS approval to provide a set of HCBS and 

caregiver supports as county opt-in to "near duals” defined as low-income 

Medicare beneficiaries with incomes close to but above Medicaid income 

requirements—between 138–220 percent FPL—with significant health needs who 

lack resources for adequate care. The overarching goals of BridgeCare Pilots are 

to support older adults to remain in their homes and communities, prevent costly 

institutionalization and impoverishment that leads to Medicaid enrollment, 

improve health outcomes, and reduce avoidable health care spending in the 

Medicare and Medicaid programs for this vulnerable population. 

Following are detailed descriptions of the programs listed above, along with the 

rationale for renewal or obtaining authority for each existing or new program. For 

continuing programs, DHCS requests to continue the majority with no modifications and 

seeks some programmatic and technical changes with the GPP. 

Section 3.1 – Reentry Services for Justice-Involved 

Populations 90-Days Pre-Release 

In January 2023, California received first-in-the-nation approval to address the 

significant physical and behavioral health care needs experienced by justice-involved 

populations. Through this Justice-Involved Reentry Initiative, California covers a targeted 

set of Medi-Cal services in the 90 days prior to their expected dates of release. Pre-

release services include care management, MAT, physical and behavioral health clinical 

consultation, laboratory and radiology, and the administration of covered medications. 

Individuals also receive a full supply of medications and medically necessary DME upon 

release. California’s Justice-Involved Reentry Initiative has served as a blueprint for 20 

other states with similar waiver requests and/or approvals. 

DHCS partnered with the California Department of Corrections and Rehabilitation, 

California Correctional Health Care Services, county sheriffs, county probation officers 

and other critical partners, such as BHPs, MCPs, and community-based organizations, to 

provide Medi-Cal pre-release and reentry services to facilitate successful community 

reentry for individuals leaving incarceration. Studies demonstrate that individuals face 

substantially higher risks of mortality and morbidity upon re-entry.8 Supported by the 

PATH Initiative, which was approved as part of the renewal of the CalAIM Section 1115 

 
8 Kinner SA, Forsyth S, Williams G. Systematic review of record linkage studies of mortality in ex-prisoners: 

why (good) methods matter. Addiction. 2013;108(1):38-49. 10.1111/add.12010 

https://www.kff.org/medicaid/medicaid-waiver-tracker-approved-and-pending-section-1115-waivers-by-state/#Table4
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demonstration in 2021 and will sunset in December 2026 as described in Section 4 

below, California’s implementing partners made significant infrastructure, staffing, 

technology, and IT investments to enable the provision of these critical services. 

Since the initial launch in October 2024, the Justice-Involved Reentry Initiative has 

expanded steadily. As of February 2026, 31 state prison sites and 33 county jails and 

youth correctional facilities across 13 California counties are providing pre-release 

reentry services. As of September 30, 2025, nearly 35,000 Medi-Cal members have been 

screened and identified as eligible for pre-release services as part of the Justice-Involved 

Reentry Initiative. In the first year of the initiative, from October 1, 2024 through 

September 30, 2025, facilities and implementing partners delivered over 159,000 billable 

pre-release services—such as physical and behavioral health consultations, laboratory 

and radiology services, and care management services—and medications to eligible 

individuals.9 In addition, 14,086 justice-involved individuals received 94,450 medications 

which include new fills and refills, for the 90-day pre-release period and medications 

upon release. Five hundred ninety-six justice-involved individuals received 702 

pharmacy DME items during the first year of the Initiative. Close to 3,200 eligible justice-

involved individuals have enrolled in ECM reflecting successful community-based 

transitions for individuals reentering their communities. 

County correctional facilities can go-live on a quarterly basis upon demonstration of 

readiness with all California correctional facilities mandated under California state law to 

go-live by October 1, 2026. DHCS is actively supporting county correctional facilities and 

their partners with preparing for the go-live of these services by providing policy and 

operational guidance and continuous technical assistance. State correctional facilities 

are already live with pre-release services and DHCS continues to provide support to 

ensure they implement to fidelity. 

Objective 

This initiative addresses the health care needs of California’s justice-involved population 

and promotes the objectives of the Medicaid program by ensuring justice-involved 

individuals, including youth, receive needed coverage and health care services prior to 

release into the community. All youth under 21 and former foster youth between 18–26 

 
9 This does not include services rendered without a submitted claim (i.e., due to claims lag as correctional 

facility billing systems are established). DHCS expects additional claims to be submitted for services 

rendered as a part of the Reentry Initiative to date. 

 

https://www.dhcs.ca.gov/CalAIM/Justice-Involved-Initiative/Pages/Resources.aspx
https://www.dhcs.ca.gov/CalAIM/Justice-Involved-Initiative/Pages/Resources.aspx
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years of age housed in youth or adult correctional facilities do not need to demonstrate 

a health care need to qualify for pre-release services. Eligible youth can be incarcerated 

at state prisons, county jails, or youth correctional facilities.10 

The initiative supports successful reintegration into the community post-incarceration 

and reduces the risk of ending up in the emergency room or requiring costly 

institutional care and of suffering severe health consequences, including overdose and 

death. By continuing to bridge relationships between community-based Medi-Cal 

providers and justice-involved individuals prior to release, California seeks to improve 

the chances that individuals with a history of substance use, mental illness, and/or 

chronic disease receive stable and continuous care. This demonstration will continue to 

seek to improve their health outcomes and reduce Medicaid spending. Specifically, the 

Initiative aims to: 

» Increase Medi-Cal coverage in the post-release period through standardized 

Medi-Cal enrollment and suspension processes; 

» Improve access to services prior to release to improve transitions and continuity 

of care into the community upon release; 

» Improve coordination and communication between correctional systems, MCPs, 

BHPs, and community-based providers; 

» Improve connections between correctional systems and community-based 

service providers upon release to address physical and behavioral health care 

needs; 

» Provide interventions for certain behavioral health conditions and use stabilizing 

medications like long-acting injectable antipsychotics and MAT for SUDs, with the 

goal of reducing decompensation, suicide related death, overdose, and overdose-

related deaths; and, 

» Reduce ED visits, hospitalizations, and other avoidable services by connecting 

justice-involved individuals to ongoing community-based physical and behavioral 

health services. 

After one year of the Justice-Involved Reentry Initiative’s launch, DHCS is currently 

evaluating progress towards achieving the above desired outcomes. 

 
10 DHCS received CMS approval to subsume CAA Section 5121 requirements into their Reentry Initiative 

via their Reentry Implementation Plan, approved October 2024. 

https://www.dhcs.ca.gov/provgovpart/Documents/CMS-Approval-Letter-and-Updated-Reentry-Implementation-Plan.pdf
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The Justice-Involved Reentry Initiative will strongly support the robust implementation 

of the new federally mandated work and community engagement requirements, thereby 

supporting individuals’ eligibility for Medi-Cal coverage at application and renewal and 

advancing the objectives of the Medicaid program. The infrastructure and processes 

established under the Justice-Involved Reentry initiative will act as a critical foundation 

for the state’s comprehensive strategy for implementing work and community 

engagement requirements consistent with federal law and guidance, particularly for 

inmates and former inmates who meet the statutory criteria of specified excluded 

individuals and additional exceptions. For example, H.R. 1 requires states to use ex parte 

data sources wherever possible to verify compliance with or exemption from work and 

community engagement requirements. 

The Justice-Involved Reentry Initiative will enable California to perform ex parte 

determinations based on data produced during its implementation in correctional 

settings, such as data regarding incarceration status and release date. In addition, the 

required screenings and assessments provided as part of pre-release services may 

identify medical conditions that establish exemption from work and community 

engagement requirements consistent with federal law, such as SUD, a disabling mental 

health condition, or medical frailty. Further, the transitional care management provided 

as part of pre-release services and through an individual’s reentry into the community 

can provide vital linkages to vocational, education, and community service activities. The 

Justice-Involved Reentry Initiative provides a fundamental framework for a 

comprehensive approach to work and community engagement implementation, and its 

renewal is critical to a successful launch of this new federal policy in California. 

Providing up to 90 days of services in the period prior to expected date of release is 

critical to the success of the Justice-Involved Reentry Initiative. Based on California’s 

experience over the last year implementing pre-release services, correctional facilities 

and providers need sufficient lead time to arrange services before release. This advance 

planning is crucial for creating post-release provider relationships and ensuring 

continuous coverage and care. Most eligible individuals under this Initiative are 

incarcerated in county jails and have an average length of stay of less than 30 days. A 

smaller number of individuals with set release dates—typically those who have been 

adjudicated—are most likely to receive pre-release services during the full 90-day 

period prior to their release. 

Providing enough lead time to arrange services is especially important for individuals 

receiving pre-release case management and behavioral health treatment, including 
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treatment for mental health and SUDs, as this time is needed to build trust and 

coordinate appointments with community providers and treatment programs. For 

example, case management is the linchpin for successful reentry planning and requires 

sufficient time to be effective for several reasons. First, carceral settings present unique 

operational challenges for quickly engaging individuals in case management, such as 

periodic lockdowns, evolving release dates, and limited staffing and facility capacity to 

provide access to case managers. In many cases, case managers are community-based 

and must coordinate appointments within limited windows in which they are on-site at a 

correctional facility and/or virtual appointments can be made. Maintaining the 90-day 

window for pre-release services is critical for providing enough time for case managers 

to engage individuals and conduct one-to-two visits at least to develop a care plan and 

identify referrals for post-release services. It is necessary to conduct at least one to two 

visits to establish a trusting relationship and ensure retention and continued 

engagement in community-based care following release; absent approval for 90 days, 

DHCS is concerned about the risk of post-release engagement failure and unsuccessful 

care transitions leading to the same adverse health outcomes the demonstration is 

designed to prevent. 

Renewal Request 

DHCS seeks to renew its waiver and expenditure authorities with no modifications to 

enable the state to continue to offer critical pre-release services and supports to eligible 

justice-involved individuals beginning 90 days pre-release. This initiative does not 

impact health care delivery system and cost sharing requirements. 

Section 3.2 – DMC-ODS: Waiver of the IMD Exclusion for SUD 

Services 

California created the DMC-ODS program in 2015 to expand access to SUD treatment 

and provide an expanded continuum of high-quality, evidence-based SUD treatment 

services. Since 2015, all California counties have had the option to participate in the 

program to provide their resident Medi-Cal members with an expanded range of 

evidence-based SUD treatment services. Currently, 40 of California’s 58 counties have 

implemented the DMC-ODS, providing access to more than 97 percent of the total 

Medi-Cal population across the state. DHCS continues to actively engage with additional 

counties that may wish to opt in to the DMC-ODS, with the goal to expand to eventual 

statewide access to comprehensive SUD services for Medi-Cal members. 

https://www.dhcs.ca.gov/provgovpart/Pages/county-implementation-plans.aspx
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Objective 

The objective of the DMC-ODS demonstration is to improve access, quality, and 

coordination of care for SUD services in participating counties across the continuum of 

care, including for residential treatment services. The University of California Los 

Angeles’ (UCLA) 2021 evaluation demonstrates that the program has been successful in 

these areas—there are significant improvements in quality of care within counties that 

opted into the program when compared with DMC-only counties.11 UCLA also found 

that participating in DMC-ODS led to an increase in access to treatment by 7 percent 

and enhanced care coordination and integration with physical health services for DMC-

ODS counties. Overall, DMC-ODS services have high patient satisfaction, with 93 percent 

reporting positive ratings of their treatment. 

Additionally, findings from the 2025 DMC-ODS SUD Mid-Point Assessment continue to 

indicate that the DMC-ODS supports improved outcomes for Medi-Cal members. DMC-

ODS member access to any SUD treatment increased by 4.4 percent between the 

baseline period and the Mid-Point Assessment, with notable increases in access to 

Residential Treatment (+7.7 percent) and MAT (+10.4 percent). Mid-Point Assessment 

findings also noted that 74 percent of individuals received the level of care 

recommended through an ASAM screening or assessment (with member preference 

being the most common reason for a mismatch in services received). Client satisfaction 

scores across domains such as access, quality, and care coordination remained 

consistently high. 

Renewal Request 

To enable the DMC-ODS to continue to build upon these successes, the state is 

requesting a five-year renewal of the Section 1115 demonstration expenditure authority 

allowing federal reimbursement for Medicaid services provided to short-term residents 

of IMDs receiving DMC-ODS services as part of the comprehensive continuum of SUD 

care. Other current elements of the DMC-ODS that do not require Section 1115 

demonstration authority, including the expanded continuum of services currently 

available under Medi-Cal State Plan authority and the CalAIM Section 1915(b) waiver, 

will remain in place. As applicable, renewals of waivers of statewideness and 

 
11 UCLA David Geffen School of Medicine Integrated Substance Abuse Programs. (2022, April 22). DMC-

ODS FY 2021 evaluation report with appendices (Version 2). California Department of Health Care Services. 

https://www.uclaisap.org/dmc-ods-eval/assets/documents/20220422-DMC-ODS-FY-2021-Evaluation-

Report-with-Appendices V2.pdf 

https://www.uclaisap.org/dmc-ods-eval/assets/documents/20220422-DMC-ODS-FY-2021-Evaluation-Report-with-Appendices_V2.pdf
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comparability associated with DMC-ODS benefits will be requested in the CalAIM 

Section 1915(b) waiver. As detailed in Section 3.3 below, the state is requesting to 

expand its waivers of statewideness and comparability to enable DMC counties that may 

not be prepared to participate in DMC-ODS to cover outpatient SUD services currently 

available in DMC-ODS on a county optional basis. 

As noted above, the DMC-ODS has been successful in addressing Medi-Cal members’ 

SUD treatment needs; however, the SUD crisis continues to persist. DHCS requests this 

extension to continue its efforts to expand access to lifesaving treatment in residential 

and inpatient settings that are IMDs. This initiative does not impact health care delivery 

system and cost sharing requirements. 

Section 3.3 – County Option to Cover Select Outpatient SUD 

Services 

DHCS covers a comprehensive continuum of SUD treatment through the Medi-Cal State 

Plan. California remains committed to expanding access and coverage to SUD services 

across the state to connect more Medi-Cal members to care and further reduce drug-

related overdose deaths. To help the state advance this goal, DHCS is interested in 

encouraging DMC counties to opt in to cover certain outpatient SUD services that are 

currently limited to the DMC-ODS delivery system. DHCS is seeking to allow DMC 

counties to opt in to cover any or all of the following outpatient SUD treatment services 

covered under the Medi-Cal State Plan:12 

» Care coordination, which consists of activities to provide coordination of SUD 

care, mental health care, and medical care, and to support the beneficiary with 

linkages to services and supports designed to restore the beneficiary to their best 

possible functional level; 

» Recovery services designed to support recovery and prevent relapse, with the 

objective of restoring the beneficiary to their best possible functional level; 

» Withdrawal management services to assess, observe, and provide medication and 

MAT to Medi-Cal members experiencing mild to moderate withdrawal; and 

 
12 DHCS plans to transition its SUD clinical standards to the ASAM’s fourth edition which may impact how 

these SUD services are categorized. DHCS plans to update its state plan amendments (SPAs) for impacted 

services to support the transition. DHCS currently covers withdrawal management as standalone services 

and plans to embed it as a component of its SUD treatment services as part of the transition. 
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» Partial hospitalization to provide clinically intensive programming to address the 

treatment needs of Medi-Cal members with severe SUD requiring more intensive 

treatment services than can be provided at lower levels of care. 

In addition to the services described above, DHCS is seeking new authority for DMC 

counties to opt-in to cover mobile crisis services, consistent with the Governor’s Budget 

and federal law authorizing these services through March 31, 2027, with enhanced 

federal funding available through December 31, 2026. To support continuity beyond this 

period, the Budget proposes transitioning mobile crisis services to an optional benefit 

effective April 1, 2027. 

DHCS also seeks to continue to make peer support services available to Medi-Cal 

members receiving care in the DMC delivery system (DHCS will also seek to renew this 

authority for the SMHS and DMC-ODS delivery systems in the state’s 1915(b) waiver 

submission). Counties can voluntarily opt in to provide this valuable resource in one or 

both delivery systems (SMHS, and DMC or DMC-ODS). In alignment with state 

legislation, DHCS added Medi-Cal Peer Support Specialists as a unique provider type 

with specific reimbursable services. Peer support services are culturally competent 

services that promote recovery, engagement, socialization, self-sufficiency, self-

advocacy, development of natural supports, and identification of strengths through 

structured activities, such as group and individual coaching to set recovery goals and 

identify steps to reach the goals. Services aim to prevent relapse, empower Medi-Cal 

members through strength-based coaching, support linkages to community resources, 

and educate members and their families about their conditions and the process of 

recovery. 

Currently, 53 counties include Medi-Cal Peer Support Services as a benefit in one or 

both of their delivery systems and 99 percent of all Medi-Cal members live in counties 

that offer this benefit. DHCS released guidance in April 2025 to update and consolidate 

requirements for the Medi-Cal Peer Support Services benefit, the Medi-Cal Peer Support 

Specialist provider type, and state standards for Medi-Cal Peer Support Specialist 

Certification Programs, including the steps counties that opt in need to take implement 

these programs. DHCS continues to encourage counties to offer this benefit by providing 

technical assistance. 

https://leginfo.legislature.ca.gov/faces/billTextClient.xhtml?bill_id=201920200SB803
https://leginfo.legislature.ca.gov/faces/billTextClient.xhtml?bill_id=201920200SB803
https://calaim.dhcs.ca.gov/pages/behavioral-health
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Objective 

The objective of these outpatient SUD benefits is to treat SUD in the least restrictive 

setting possible, improve recovery outcomes, and prevent relapses and symptoms of 

behavioral health disorders, with the goal of promoting improved health outcomes. 

Renewal Request 

DHCS seeks waiver authority to offer these services at DMC county option, specifically to 

individuals who meet the criteria for services. This initiative does not impact cost sharing 

requirements. 

Section 3.4 – Recovery Incentives: California’s Contingency 

Management Benefit 

California was the first state in the nation to receive CMS approval to cover contingency 

management under Section 1115 authority. Contingency management is the only 

intervention that has demonstrated robust outcomes for individuals living with stimulant 

use disorder, including reduction or cessation of drug use and longer retention in 

treatment. Unlike opioid use disorder and alcohol use disorder, no medications have 

been approved for the treatment of stimulant use disorder. The standard of care for 

stimulant use disorder is contingency management. 

The Recovery Incentives Program—the name of California’s contingency management 

program—is designed as a standalone intervention that can also be integrated with 

other evidence-based treatment services, including MAT, as delivered by DMC-ODS 

providers. The program aims to reduce the number of overdose fatalities and support 

long-term recovery for individuals with stimulant use disorder, including those with 

poly-SUD (e.g., opioid and fentanyl use). 

Contingency management is provided with strong guardrails that uphold the integrity of 

the contingency management benefit and effectively mitigate the risk of fraud, waste or 

abuse. These program integrity guardrails include a centralized, statewide electronic 

incentive management software program that manages the calculation and generation 

of incentives consistent with a CMS-approved clinical protocol. Providers have no 

discretion to determine the size or distribution of the incentive benefit. Strict safeguards 

are set forth into the approved special terms and conditions (STCs), including rigorous 

clinical oversight, limitations and restrictions on incentive availability and use, and 

standardized delivery procedures consistent with a CMS-approved protocol.  
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Consistent with the Trump Administration’s Drug Policy Priorities, Contingency 

Management has been shown to reduce illicit drug use among program participants 

which helps mitigate the flow of drugs into California communities and support the 

long-term recovery of individuals with stimulant use disorder. Preliminary observations 

and participant experiences indicate potential reductions in utilization of emergency and 

inpatient services, as well as improvements in economic and housing stability.13 

DHCS is currently authorized to pilot this benefit in DMC-ODS counties on an opt-in 

basis. Currently, 21 counties are actively providing the benefit. These counties account 

for approximately 81 percent of all Medi-Cal members. Additionally, more than 13,000 

participants have been served by the Recovery Incentives program statewide. 2025 

evaluation data shows that 95.5 percent of UDTs submitted by participants were 

stimulant-negative, surpassing the 85.3 percent weighted average identified in the 

existing literature.14 This high rate of negative tests is an important predictor of long-

term recovery. 

Although California’s maximum incentive per client ($599) has been substantially lower 

than the incentive amounts typically used in research studies, the program still achieved 

positive outcomes. As part of the independent evaluator’s Interim Evaluation Report, 

program participants responding to a survey initiated in July 2023 reported 

improvements in health, reduced emergency room visits, better engagement with 

treatment, and enhanced quality of life.15 Providers observed increased client 

motivation, self-esteem, and engagement, even among individuals with long histories of 

substance use.16 Ninety-two percent of program participants indicated that the program 

had a positive impact on their use of emergency room and inpatient care.17 

Respondents also reported that the incentives helped them meet basic needs, avoid 

criminal behavior, and re-enter the workforce. 

These findings suggest that participation in the program may reduce health care costs 

improve overall well-being and enable participants to contribute positively to society 

and the economy. Given the success of this program in participating DMC-ODS 

counties, DHCS is seeking authority to cover this critical service to DMC county option. 

 
13 Urada et al., 2025 
14 Urada et al., 2025 
15 Urada et al., 2025 
16 Urada et al., 2025 
17 Urada et al., 2025 

https://www.whitehouse.gov/wp-content/uploads/2025/04/2025-Trump-Administration-Drug-Policy-Priorities.pdf
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Objective 

Medi-Cal coverage of Contingency Management services aims to promote recovery 

among Medi-Cal members living with stimulant use disorder by promoting longer 

retention in treatment and reduced drug use, ultimately improving members’ health 

outcomes, reducing the rates of ED utilization and inpatient stays and increasing 

community engagement. This can generate savings for the Medicaid program. 

Renewal Request 

California intends to extend this important coverage initiative to continue to provide this 

benefit to Medi-Cal enrolled individuals with stimulant use disorder. The state requests 

to renew and expand its waivers of statewideness and comparability and expenditure 

authority to DMC, as well as DMC-ODS, counties to offer this benefit at county option. 

This initiative does not impact cost sharing requirements. 

Section 3.5 – Traditional Healers and Natural Helpers 

In October 2024, California was one of four states to receive CMS approval to cover 

THCPs in Medicaid under Section 1115 authority. Beginning in 2025, the state is piloting 

this coverage through the DMC-ODS by offering Traditional Healer and Natural Helper 

services to members who receive coverage from DMC-ODS counties, meet DMC-ODS 

access criteria, and receive care from a participating IHS facility, a facility operated by 

Tribes or Tribal organizations (Tribal Facilities), or a facility operated by UIO facilities. 

In March 2025, DHCS released guidance for THCPs, and these services are now covered 

for Medi-Cal members in DMC-ODS counties. Twenty-one Indian Health Care Providers 

(IHCPs) are currently approved by DHCS to offer these services. 

Objective 

Through this Initiative, DHCS seeks to improve access to SUD treatment for American 

Indians and Alaska Natives through IHCPs and to promote access to culturally 

responsive and evidence-based SUD treatment for American Indians and Alaska Natives. 

THCPs are expected to improve access to culturally responsive care; support IHS, Tribal, 

and UIO facilities’ ability to serve their patients; maintain and sustain health; and 

improve health outcomes and the quality and experience of care. This initiative is 

https://www.dhcs.ca.gov/Documents/BHIN-25-007-Traditional-Health-Care-Practices-Benefit-Implementation.pdf
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aligned with federal priorities to enhance access to SUD treatment and Tribal health 

care.18 

Renewal Request 

To achieve these objectives, DHCS seeks to renew its expenditure authority with no 

modifications for DMC-ODS services provided by Traditional Healers and Natural 

Helpers and retain the authority to cover these services for other conditions beyond SUD 

and for other delivery systems. This initiative does not impact health care delivery system 

or cost sharing requirements. 

Section 3.6 – Coverage for Out-of-State Former Foster Care 

Youth 

Young adults who have aged out of foster care often present with complex medical, 

behavioral, oral, and developmental health problems rooted in a history of childhood 

trauma and adverse childhood experiences. To ensure access to medically necessary 

care for such adults, in August 2017, California received CMS approval to provide 

Medicaid State Plan coverage to former foster care youth under age 26 who were in 

foster care and were enrolled in Medi-Cal at that time. California sought 1115 authority 

under the CalAIM demonstration to extend Medi-Cal coverage for individuals who aged 

out of foster care at age 18 in another state and were enrolled in Medicaid at the time. 

To comply with SUPPORT Act requirements regarding mandatory coverage for former 

foster youth, DHCS received approval as part of SPA 23-0009 to cover out-of-state 

former foster care youth for individuals who turn 18 on or after January 1, 2023. DHCS is 

seeking continued authority as part of the CalAIM 1115 demonstration to cover this 

population who turned 18 before January 1, 2023 until they turn 26 years old. 

Objective 

This Initiative aims to improve health outcomes by extending Medi-Cal coverage to 

former foster youth who may not otherwise be eligible for coverage. 

 
18 In June 2025, CMS issued approvals in Minnesota, New Mexico, Oregon, South Dakota, Washington, 

and Wyoming to allow IHS and Tribal Clinics to provide services outside of their clinics (e.g., in homes, 

schools, and other community locations) under SPA authority, thereby expanding access to Tribal health 

services. 
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Renewal Request 

California seeks to renew its expenditure authority with no modifications to extend 

coverage of this population through the CalAIM Section 1115 demonstration. This 

initiative does not impact health care delivery system or cost sharing requirements. 

Section 3.7 – Chiropractic Services from IHS and Tribal 

Facilities 

Under the Medi-Cal 2020 Section 1115 demonstration, DHCS made UCC payments for 

certain optional services previously eliminated from the Medi-Cal State Plan that are 

provided by IHS facilities and Tribal health programs operating under the authority of 

the Indian Self-Determination and Education Assistance Act (ISDEAA) to eligible Medi-

Cal members. Notably, these services have been restored in the Medi-Cal program 

except for chiropractic services. UCC payments for these covered services are 

administered through a contract with the Tribal entities and the California Rural Indian 

Health Board, Inc. (CRIHB). CRIHB is a Tribal organization contracting under the ISDEAA 

that provides medical assistance as a facility of the IHS through a subcontracting 

process with 18 Tribal health programs. Additionally, CRIHB serves as the central 

administrator for the Tribal Medicaid Administrative Activities program through 

contracts with 11 Tribal health programs and for 20 Tribal health programs participating 

in the Medi-Cal 2020 authorized Tribal Uncompensated Care Waiver Amendment. 

CMS approved SPA 21-0044, which authorized the Tribal federally qualified health 

center (FQHC) provider type in Medi-Cal on February 19, 2021. The Tribal FQHC provider 

type in Medi-Cal allows Tribal health programs electing this designation to provide 

FQHC services, including chiropractic services. Therefore, Tribal health clinics that enroll 

in the Medi-Cal program as a Tribal FQHC will be able to be reimbursed in full for 

chiropractic services provided to all patients with an effective date of January 1, 2021. 

DHCS understands, however, that not all Tribal health programs will seek to enroll as a 

Tribal FQHC, leaving a potential gap in payment and coverage. 

Objective 

Tribal UCC payments promote the objectives of the Medicaid program by increasing 

access to, stabilizing, and strengthening providers and provider networks available to 

serve Medicaid and low-income populations in the state and, in so doing, by improving 

health outcomes for Medicaid members. 
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Renewal Request 

DHCS seeks to renew its expenditure authority to provide Tribal UCC payments to 

provide reimbursement for chiropractic services. This will ensure that Tribal health 

programs that do not seek to enroll as Tribal FQHCs can continue to be reimbursed for 

providing chiropractic services to their Medi-Cal populations. This initiative does not 

impact health care delivery system or cost sharing requirements. 

Section 3.8 – Modification of Asset Test for Deemed SSI 

Populations 

To help ensure access to Medi-Cal for low-income individuals whose eligibility is not 

determined using the MAGI-based financial methods, the California legislature directed 

DHCS to implement a two-phased approach to increase and eventually eliminate the 

asset limits for these populations. In response, DHCS submitted a two-fold request in 

2022 to amend the CalAIM Section 1115 demonstration to raise and then eliminate the 

resource disregard for Deemed SSI groups, specifically the Pickle Amendment group, 

the Disabled Adult Child group, and the Disabled Widow/Widower group. Effective July 

1, 2022, this authority permitted the state to apply a disregard of $130,000 for a single 

Medi-Cal enrollee and $65,000 for each additional household member. Effective January 

1, 2024, DHCS eliminated the asset test for these populations per CMS approval. More 

recently, the California 2025 Budget Act directs DHCS to reinstate the Medi-Cal asset 

limit for non-MAGI eligibility groups, including the Deemed SSI groups at $130,000 for 

an individual Medi-Cal member and $65,000 for each additional household member, 

effective no sooner than January 1, 2026. 

Objective 

DHCS seeks authority to reinstate the Medi-Cal asset limit for Deemed SSI groups, 

specifically the Pickle Amendment group, the Disabled Adult Child group, and the 

Disabled Widow/Widower group to provide parity with the asset disregard policy for 

non-MAGI populations covered under the Medi-Cal State Plan (e.g., SPA 21-0053). 

Renewal Request 

In alignment with state legislation, DHCS requests to renew its existing waiver and 

expenditure authorities with one modification—the state seeks to reinstate the Medi-Cal 

asset limit tests for Deemed SSI populations (the Pickle Amendment group, the Disabled 

Adult Child group, and the Disabled Widow/Widower group) at $130,000 for an 



 

45 

 

individual Medi-Cal member and $65,000 for each additional household member. This 

initiative does not impact health care delivery system or cost sharing requirements. 

Section 3.9 – Align Dually Eligible Enrollees’ Medi-Cal 

Managed Care Plan and Medicare Advantage Plan 

Dually eligible members are people enrolled in both Medicare and Medi-Cal. Medicare is 

the primary payer for medical care, while Medi-Cal wraps around Medicare by providing 

assistance with Medicare premiums and cost sharing and by covering some services that 

Medicare does not cover, such as LTSS. As part of CalAIM, DHCS is streamlining policies 

to promote integrated care for members dually eligible for Medicare and Medi-Cal. The 

state aligns a dually eligible member’s Medicaid plan with their MA Plan choice if the 

MA plan has an affiliated Medicaid plan. 

Objective 

This Initiative promotes integration, allowing for integrated appeals and grievances, 

continuation of Medicare benefits pending appeal, integrated member materials, and 

care coordination that extends across Medicare and Medicaid benefits. Aligned 

Medicare and Medicaid plans may also lead to lesser administrative burden (e.g., 

integrated appeals and grievances, streamlined member materials), improved alignment 

of Medicare and Medicaid provider networks, and increased access to care. 

Renewal Request 

DHCS seeks to renew its expenditure authority with no modifications to allow the state 

to keep a member in an affiliated Medicaid plan once they have selected a MA plan 

unless and until the member changes MA plans or selects Original Medicare. This 

initiative does not impact health care delivery system or cost sharing requirements. 

Section 3.10 – Managed Care Authority to Limit Plan Choice in 

Certain Counties 

California’s Medi-Cal Managed Care delivery system consists of five managed care 

models that vary by county. Each county offers several models, including Two-Plan, 

COHS, Geographic Managed Care, Regional Model, and Single-Plan. Prior to the launch 

of the state’s commercial plan re-procurement process in 2022, counties had the 

opportunity to request a change to their managed care model. As part of this process, 

DHCS conditionally approved model changes for a subset of counties seeking to move 
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to a managed care model that involves one plan per county, either via expansion of an 

existing COHS model or establishment of a “Single Plan” model that is county-

authorized and includes the same beneficiary protections and provider choice 

assurances. Single Plan models are expansions of plans currently operating as county-

driven local initiatives or will otherwise be operating under a county or local authority. 

As part of an amendment to the CalAIM Section 1115 demonstration, California received 

CMS approval in August 2023 to limit choice of MCPs in Metro, Large Metro, and Urban 

counties to allow the state to operate COHS and Single Plan models. 

Objective 

These changes improve access to and quality of care and accountability. The expansion 

of the COHS model and Single Plan model to counties build on the existing COHS 

model in the state, which are among California’s highest performing plans. 

Renewal Request 

DHCS seeks to renew this expenditure authority with no modifications. This allows 

California to limit choice of MCPs in Metro, Large Metro, and Urban counties and to 

allow counties to participate, or continue participating in, COHS and Single Plan 

managed care models. This initiative does not impact health care delivery system or cost 

sharing requirements. 

Section 3.11 – Global Payment Program 

California has a long history of providing services to Medi-Cal-enrolled and uninsured 

patients through its designated public hospital systems. Because the costs of care for 

these individuals are not fully reimbursed through Medicaid payments, private 

insurance, or other sources, the provision of such care imposes significant costs on these 

hospitals. California’s designated public hospital systems disproportionately serve these 

populations and, to remain financially viable, require funding to cover these gaps in 

reimbursement. Prior to the Global Payment Program (GPP), many of California’s 

uninsured received most of their care in acute settings, such as the ED or other hospital 

settings, and uncompensated care funding streams were not designed to promote 

value-based care or delivery system reform. 

Since its launch in 2015, the goals of the GPP are consistent with the evidence and 

promotes the Administration priority that improvements in access to outpatient services, 

including preventive care, primary care, and chronic disease management, can reduce 

health care costs and improve health outcomes. Beginning in 2015, the GPP combined 
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demonstration-authorized uncompensated care funding with Disproportionate Share 

Hospital (DSH) funds and established a new method of compensating participating 

designated public hospital systems for caring for uninsured individuals. Importantly, the 

GPP provides participating designated public hospital systems with funds for additional 

low-cost, high-value services that are aimed at improved prevention and chronic disease 

management, such as visits to a health coach to promote wellness, nutrition education, 

and technology-enabled care. In so doing, the GPP promotes investment in lower cost 

services, taking the federal dollar further, and incentivizes the value, rather than the 

volume, of services. 

The objective of the GPP is to compensate designated public hospital systems through a 

value-based methodology that awards points based on the provision of care in a way 

that encourages the delivery of care in the most cost-effective settings. The goals of the 

GPP are to: 

» Move away from payments restricted to acute and costly hospital and emergency 

settings; 

» Encourage preventive care, primary care, chronic disease management, and the 

coordination of care; and 

» Encourage the use of technology-enabled care. 

DHCS seeks to build on these goals, while further evolving the program in three 

fundamental ways to create greater incentives and opportunities to provide preventive 

care and primary care, manage chronic disease, and to increase the risk for earning GPP 

funding. Specifically, an evolution of the GPP would include the following: 

» Addition of new GPP services: In recognition of the changing technology 

landscape and the Administration’s goals, the GPP would add services that 

expand the program’s focus on prevention, chronic disease management, and 

behavioral health. The GPP would leverage, where possible, consumer-facing 

technologies to assist in personalized treatment plans and real-time monitoring 

that prevent hospitalizations, reduce costs, and improve outcomes. 

» Addition of risk to earning GPP funding: In the GPP, the points attributed to high-

value services, such as primary care, increased relative to the points attributed to 

services provided in an emergency room or inpatient setting over the first five 

years of the GPP, and then remained at these relative increased values. While 

these incentives were effective in increasing the provision of outpatient care, the 
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new design of the GPP would intensify incentives to encourage ongoing change 

and value-based care. Specifically, there would be an addition of risk to earning 

GPP funding by requiring some funding only being earned through the provision 

of services tied to a new GPP service category that includes existing and new 

preventive care and chronic disease management services and/or to the 

achievement of quality and/or utilization outcomes that assess the overall goals 

of the GPP. 

» Incentivizing investment in system transformation efforts, with GPP funding at risk: 

The next GPP would also create a separate sub-pool that would provide funding 

for system transformation investments that advance several of the 

Administration’s goals, such as: restructuring population and care management 

approaches to improve health, wellness, and chronic disease management; 

developing and implementing system-wide efforts that reduce harmful practices, 

such as overprescribing; and advancing research to inform future health policies 

and programs, in areas such as nutrition or environmental exposures, which are 

connected to overall health outcomes. 

Objectives 

The GPP promotes the objectives of Title XIX by increasing access to, stabilizing, and 

strengthening providers and provider networks available to serve Medicaid and low-

income populations, while increasing efficiency and quality of care. Under the existing 

GPP structure, designated public hospital systems have put in place a solid foundation 

for change and provided greater access to primary, specialty, behavioral health, and 

more than 20 other ambulatory care services, which are less costly than ED care, to 

California’s Medicaid and uninsured populations. With the fundamental programmatic 

changes proposed above, the GPP would further strengthen the delivery system with a 

greater range of GPP services and greater incentives to drive system investments that 

lead to lasting impact and change consistent with the priorities of the Administration. 

Renewal Request 

The first independent evaluation of the GPP, published in 2019, found that the program 

was successful in rewarding and incentivizing value-based, cost-effective care rather 

than volume of services. Furthermore, the interim evaluation of the program in the 

current demonstration continues to show an increase in the provision of both non-

behavioral health and behavioral health outpatient services over time. 

https://www.dhcs.ca.gov/provgovpart/Documents/GPP/GPP-Final-Evaluation-Report-6.18.19.pdf
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For these reasons, the state seeks federal approval of waiver and expenditure authorities 

to continue the GPP using Medicaid DSH dollars through the five-year renewal period 

(ending December 31, 2031), and to incorporate the substantive modifications to the 

program described above. These changes would preserve and build on the delivery 

system improvements achieved in the expiring demonstration period, while adding a 

focus on preventive care, primary care and chronic disease management and 

introducing a level of risk to incentivize meeting new components of the GPP. 

Section 3.12 – Employment Supports 

H.R. 1 mandates that Medi-Cal eligible expansion adults demonstrate compliance with 

or exemption from work and community engagement requirements.19 In California, an 

estimated 62 percent of Medi-Cal expansion adults reported working—42 percent full 

time and 20 percent part time.20 The CMS Administrator has emphasized the importance 

of connecting individuals to jobs or work program activities that will help individuals 

meet the new work and community engagement requirements. Specifically, CMS 

Administrator Dr. Oz has called on state Medicaid agencies to focus on adjudicating the 

number of hours an individual worked and to connect individuals to agencies that can 

assist individuals in finding a job and/or obtaining more hours to meet the new 

requirements.21 CMS Administrator Dr. Oz’s position aligns with the Congressional 

Budget Office’s research that found that that employment supports in other means 

tested programs, such as the Supplemental Nutrition Assistance Program (SNAP, or 

CalFresh in California) and Temporary Assistance for Needy Families (TANF, or 

CalWORKS in California) have increased employment and income.22 

To further support expansion adults in obtaining or maintaining employment, and in 

alignment with CMS’ priority of connecting adult expansion members to employment 

support services, California proposes to include Employment Supports as a Medi-Cal 

covered benefit under this Section 1115 Demonstration. California is proposing to pilot 

the provision of Medi-Cal funded Employment Support and is currently evaluating the 

 
19 H.R. 1 (2025). 
20 Of the remaining Medi-Cal expansion adult enrollees, 9 percent are ill or disabled, 14 percent are 

caretakers and 6 percent are students. From California Health Care Foundation, “Do Medi-Cal Enrollees 

Work?” January 25, 2025, available at https://www.chcf.org/resource/do-medi-cal-enrollees-work-policy-

glance 
21 Dorothy Mills-Gregg, “Oz: State Employment Services Will Pay Vital Role in Medicaid Work Req,” Inside 

Health Policy, October 8, 2025. 
22 Congressional Budget Office, “Work Requirements and Work Supports for Recipients of Means-Tested 

Benefits,” June 2022 

https://www.chcf.org/resource/do-medi-cal-enrollees-work-policy-glance
https://insidehealthpolicy.com/daily-news/oz-state-employment-services-will-play-vital-role-medicaid-work-req
https://www.cbo.gov/system/files/2022-06/57702-Work-Requirements.pdf
https://www.cbo.gov/system/files/2022-06/57702-Work-Requirements.pdf
https://www.chcf.org/resource/do-medi-cal-enrollees-work-policy-glance
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viability and cost of delivering such services via counties, or county-based entities that 

can opt in and use intergovernmental transfers or certified public expenditures, to 

provide the non-federal share and make these services available. 

Objective 

The Employment Supports initiative advances the objectives of the Medicaid program 

by assisting individuals in meeting work and community engagement reporting 

requirements, thereby supporting their continued eligibility for Medi-Cal coverage at 

application and renewal. In doing so, it will promote greater continuity of both coverage 

and care. 

New Request 

California seeks approval under Section 1115(a)(2) of the Social Security Act to claim 

federal Medicaid matching funds for Employment Supports services delivered to Medi-

Cal members who are subject to work and community engagement reporting 

requirements to prepare for, obtain, and maintain employment. This initiative builds on 

the state’s Whole Person Care Program, implemented under the prior Medi-Cal 2020 

Section 1115 demonstration, that provided employment assistance focused on helping 

enrollees develop skills and connections that would improve their chance of obtaining 

employment.23 For example, Kern County provided enrollees with training on personal 

finance, resume building, interview skills, application assistance, and other supportive 

services. Solano County hired an Employment Specialist who offered enrollees one-on-

one coaching on how to secure a job and maintain employment. This request also builds 

on existing employment and training infrastructure under CalWORKS’, California’s TANF 

program, Welfare-to-Work Program which helps adults obtain employment and 

supportive services. This request draws from the first Trump Administration’s approval of 

another state’s Demonstration request for Medicaid reimbursement for employment 

support services for the state’s high-needs Medicaid members.24 

This demonstration request leverages services and supports that are proven to be 

effective from CalWORKs Welfare-to-Work program, including job readiness, education 

 
23 California Department of Health Care Services. (2023, May 4). Final evaluation of California Whole Person 

Care (WPC) program. https://www.dhcs.ca.gov/CalAIM/Documents/Final-Evaluation-of-California-Whole-

Person-Care-WPC-Program-05042023.pdf 
24 Centers for Medicare & Medicaid Services. (2021, May 6). Special terms and conditions for Building and 

Transforming Coverage, Services, and Supports for a Healthier Virginia. U.S. Department of Health & 

Human Services. https://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-

Topics/Waivers/1115/downloads/va/va-gov-access-plan-gap-ca.pdf 

https://www.dhcs.ca.gov/CalAIM/Documents/Final-Evaluation-of-California-Whole-Person-Care-WPC-Program-05042023.pdf
https://www.dhcs.ca.gov/CalAIM/Documents/Final-Evaluation-of-California-Whole-Person-Care-WPC-Program-05042023.pdf
https://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Waivers/1115/downloads/va/va-gov-access-plan-gap-ca.pdf
https://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Waivers/1115/downloads/va/va-gov-access-plan-gap-ca.pdf
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and vocational training, subsidized work placements, and case management. The state 

aims to create a comprehensive, cross-sector approach to addressing unemployment 

and assisting individuals in maintaining their Medi-Cal coverage. This aligns with 

broader state goals of promoting whole-person care and advancing economic mobility 

for Medi-Cal members. 

DHCS seeks to provide Employment Supports to Medi-Cal members in the expansion 

group who need additional supports to comply with work and community engagement 

requirements and reside in counties that opt in to provide the service. 

Employment Supports include, but are not limited to: 

» Pre-Employment Services 

o Helping individuals find and apply for jobs, including access to listings, job 

linkage/referrals to local workforce, resume writing workshops, collecting 

documentation for applying for a job, and interview coaching; 

o Supporting individuals in connecting to high school graduation, General 

Education Programs, vocational training, and college degree programs; 

and 

o Individual one-on-one job coaching. 

» Employment Sustaining Services: Supporting individuals who have secured a job 

to maintain their employment through individual one-on-one job coaching, 

financial and health literacy supports, and assistance with linking to high quality 

childcare, school programs, and transportation assistance. 

California requests a waiver of statewideness to allow Employment Supports to be 

piloted in counties by county-based entities. The state also seeks a waiver of 

comparability to make Employment Supports available to a subset of expansion adults. 

The target population is expansion adults who are subject to work and community 

engagement requirements and live in a county that has opted in to provide Employment 

Supports, with further eligibility criteria to be designed between the state and county. 

Subject to DHCS review and approval, counties may establish a cap on number of 

expansion adults served and develop a waitlist. 

Finally, California anticipates that DHCS and electing counties will need to engage in 

planning and development activities to implement Employment Supports. California 

requests infrastructure and capacity development funding resources to support the 

initial start-up activities. 
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Section 3.13 – BridgeCare Pilots 

In 2021, California released its Master Plan for Aging (MPA), a blueprint for statewide 

transformational change that prioritizes the needs of the state’s growing aging 

population. One of five key goals in the MPA is to ensure older adults have access to 

services they need to live at home in their communities and to optimize health and 

quality of life. As the dual-eligible population continues to grow, DHCS is proposing 

support for the “near dual eligible” population—lower-income Medicare beneficiaries 

with incomes just above the Medicaid income limit who need home and community-

based care, which Medicare does not typically cover. By 2033, over one million 

Californians over 75 will be nearing Medi-Cal eligibility. Most of this population will have 

three or more chronic conditions and mobility limitations, but less than 25 percent will 

have the resources to cover even a modest amount of home care.25 

With no private or public market responsibility to meet the LTSS needs for this 

population, older adults must rely on strained informal caregiving supports and seek 

care from Medicare-funded institutional services (e.g., ED, hospital, and post-acute care). 

This leads to suboptimal care outcomes and increased Medicare expenditures for high-

cost health care services and nursing facility placement that could have been avoided 

through more efficient, less costly, and patient-centered home-based supports. Without 

access to the HCBS and caregiver supports that are proven to reduce institutional care 

utilization, result in health care cost savings, and improve member outcomes, this 

population—especially the moderate-to-severely frail population—is at-risk of 

impoverishment, Medicare-funded nursing facility stays, and, ultimately, becoming 

Medi-Cal eligible.  

In March 2026, the California Department of Aging released a concept paper as part of 

California’s MPA examining whether a Medicare-based model that delivers targeted 

HCBS to beneficiaries with significant functional needs could improve outcomes while 

reducing long-term Medicare costs. The actuarial analysis estimated that this model 

could generate approximately $528M in net Medicare savings across the target 

population in California. These findings strengthen DHCS’ policy rationale for a 

community-based approach to support Medicare beneficiaries with significant needs to 

safely remain at home with appropriate services and supports. 

 
25 NORC at the University of Chicago. Understanding California's Middle Income Older Adult Population. 

October 3, 2022. Available at: https://www.norc.org/content/dam/norc-org/documents/standard-projects-

pdf/NORC%20Forgotten%20Middle%20CA%20-%20Findings%20(1).pdf 

https://mpa.aging.ca.gov/
https://www.norc.org/content/dam/norc-org/documents/standard-projects-pdf/NORC%20Forgotten%20Middle%20CA%20-%20Findings%20(1).pdf
https://www.norc.org/content/dam/norc-org/documents/standard-projects-pdf/NORC%20Forgotten%20Middle%20CA%20-%20Findings%20(1).pdf
https://atiadvisory.com/resources/wp-content/uploads/2026/02/ATI_The-MAHCC-Model.pdf
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DHCS proposes to pilot the provision of BridgeCare services under Section 1115 

demonstration authority to provide a targeted set of HCBS and caregiver supports to 

"near duals” defined as older adults with Medicare and significant health needs with 

income just above Medicaid income limits but lack resources for adequate care. 

Interested local entities can opt-in to BridgeCare to implement the pilot in their region 

and support the non-federal share for federal Medicaid funding. 

Objective 

BridgeCare Pilots advance the objectives of the Medicaid program by supporting older 

adults to remain in their homes and communities, prevent costly institutionalization and 

impoverishment that leads to Medicaid enrollment, improve health outcomes, and 

reduce avoidable Medicare and Medicaid health care spending for this vulnerable 

population. Providing such supports may encourage older adults to develop healthy 

lifestyle choices and human behaviors (e.g., support with nutrition, improved mobility 

for physical activity) while residing in their communities and building valuable social 

connections. 

New Request 

California seeks approval under Section 1115(a)(2) of the Social Security Act to claim 

federal Medicaid matching funds to support the provision of the BridgeCare Pilots for 

individuals enrolled in Medicare who do not meet Medi-Cal eligibility standards and 

meet the following eligibility criteria. The individual must: 

» Be age 65 or older 

» Be enrolled in traditional Medicare 

» Require the level of care that is typically provided in a skilled nursing facility 

» Live at home or in the community 

» Meet the following financial eligibility criteria: 

o Have countable income between 138 and 220 percent FPL 

o Have countable assets within Medi-Cal asset limits 

Individuals who meet the above criteria and are eligible for Medi-Cal Share of Cost but 

have not met their Share of Cost, or do not have enough medical expenses to meet their 

Share of Cost, are also eligible for BridgeCare Pilots.  
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In addition, DHCS seeks CMS approval to reinvest state-designated shared Medicare 

savings that will result from the BridgeCare Pilot towards applicable demonstration 

expenditures. If any savings accrue to Medicare as a result of the pilot, the portion of 

savings that California would realize would be the “state-designated” shared savings. The 

remainder of the savings would accrue to the federal government. 

Participation in BridgeCare will be voluntary for the individual. 

BridgeCare services will include a targeted HCBS benefit, including caregiver supports, 

to enable participants to remain in their homes and communities, avoid nursing facility 

entry, avoid preventable emergency and other health care utilization and costs, and 

delay or avoid entry into the Medi-Cal program. 

DHCS expects to develop a list of state-approved BridgeCare services from which local 

entities will design their pilots. Each pilot will be required to include certain core services 

and may include additional discretionary services as determined by the local entity. 

DHCS is seeking authority to provide the core and discretionary services that will be the 

most effective in supporting eligible BridgeCare participants to remain in their homes 

and communities, which t include, but are not limited to: 

» Core Services Provided to all Pilot Participants: 

o Assessments (health, psychosocial, caregiver needs and health and related-

social needs) 

o Development of individualized BridgeCare plan of care 

o BridgeCare care management 

o Personal Care Services 

o Respite for caregivers 

» CAPABLE program26 

» Discretionary Services that May be Included in Pilots: 

 
26 CAPABLE is an evidence-based and person-directed, home-based program that addresses both 

function and health care expenses. The four to five-month program integrates services from an 

occupational therapist (OT), a registered nurse (RN), and a handy worker who work together with the 

older adult to set goals and direct action plans that change behaviors to improve health, independence, 

and safety. Participants learn new skills, exercises, and how to work with additional tools/equipment/home 

modifications to improve function and safety. CAPABLE focuses on prevention and problem-solving, 

building skills that participants can use in the future. 
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o Homemaker Services 

o Adult Day Care 

o Assistive Technology 

o Communication: Device and Translation/Interpretation 

o Community Transition Services 

o Consultative Clinical Services 

o Nutritional Services 

o Social Support 

o Transportation 

BridgeCare participants will be required to pay cost-sharing up to a specified percent of 

the average monthly cost of the participant’s BridgeCare services. The state expects to 

develop a cost sharing schedule based on participant income level. 

California is also requesting a waiver of statewideness to allow BridgeCare to be piloted 

by local entities which can include counties or regions that opt in to provide such 

services. Local entities electing to participate in the BridgeCare Pilot will identify eligible 

pilot participants, design a service package that includes core and discretionary 

BridgeCare pilot services, administer services, coordinate care, and support evaluation 

activities. Subject to DHCS review and approval, a local entity may establish an 

enrollment cap and develop a waitlist. 
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SECTION 4 – INITIATIVES BEING DISCONTINUED 

OR TRANSITIONED UNDER CalAIM SECTION 

1115 AUTHORITY 

Since the renewal of the CalAIM Section 1115 demonstration in 2021, DHCS has actively 

implemented a range of initiatives that have led to fundamental shifts in the Medi-Cal 

delivery system, benefits, and financing structure. As a result of both the CalAIM 

implementation and evolving federal policy, several authorities in the CalAIM Section 

1115 demonstration will be transitioned to other authorities or are no longer needed. 

Recuperative Care and Short-Term Post-Hospitalization 

Housing 

Advancing whole-person care and addressing non-medical health needs is a 

cornerstone of CalAIM. California’s Community Supports—medically appropriate and 

cost-effective substitute services that address these needs—help Medi-Cal members live 

healthier lives and avoid higher, costlier levels of care. The initial analysis of the cost 

effectiveness of Community Supports was compelling.27 In 2025, DHCS again analyzed 

the impact of 12 Community Supports authorized under managed care in lieu of 

services (ILOS) authority. This analysis shows that the 12 ILOS continue to demonstrate, 

or are expected to reach in the remaining years of the waiver period, a cost-effective 

impact within applicable, avoidable State Plan categories such as inpatient, outpatient, 

ED, and/or long-term care. Ten of the 12 Community Supports are demonstrating cost 

effectiveness within the study period.  

In addition, DHCS analyzed the two Community Supports authorized under the CalAIM 

Section 1115 Demonstration—Recuperative Care and Short-Term Post-Hospitalization 

Housing—and findings indicate that these services resulted in 8.8 and 20.6 percent net 

reductions, respectively, in applicable-service PMPM costs driven primarily by decreases 

in inpatient, ED, and long-term care costs.28 DHCS remains committed and will continue 

 
27 Medi-Cal Community Supports are Delivering on Their Promise. DHCS, January 2026. Available at: 

https://www.dhcs.ca.gov/CalAIM/ECM/Documents/Cost-Effectiveness-of-California-Medi-Cal-Community-

Supports-Fact-Sheet.pdf. 
28 DHCS analyzed the impact of these two services by identifying members who first received each service 

between January 2023 and June 2024 and who had at least six months of eligibility in each of the 12-

month periods before and after initial service use. DHCS compared  claims and encounters for a six-

month baseline period and 12-month follow up period. DHCS will complete a full independent evaluation 

https://www.dhcs.ca.gov/CalAIM/ECM/Documents/Cost-Effectiveness-of-California-Medi-Cal-Community-Supports-Fact-Sheet.pdf
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to work closely with Medi-Cal MCPs, providers, community-based organizations, 

counties, and other partners to continue to offer these critical, cost-effective services to 

Medi-Cal members. 

California is committed to continuing the full continuum of care that has been provided 

today under both Recuperative Care and Short-Term Post-Hospitalization housing. 

Specifically, DHCS seeks to create a model for Recuperative Care that incorporates the 

levels of care offered under both Recuperative Care and Short-Term Hospitalization 

Housing, and sunset Short-Term Post-Hospitalization Housing as a separate Community 

Support. California plans to transition federal authority for Recuperative Care from 

Section 1115 waiver authority to Medicaid managed care ILOS authority. ILOS is a 

permanent option for state Medicaid programs enshrined in federal Medicaid managed 

care regulations and memorialized in approved MCP contracts. As Medicaid policy does 

not permit the coverage of room and board outside of 1115 authority, California will 

pursue modifications, as necessary, to cover Recuperative Care in alignment with federal 

requirements. Recognizing that for other states, CMS has approved Recuperative Care 

under various authorities, including Section 1115 demonstration authority and 1905(a) 

state plan options, California is currently seeking technical assistance from CMS to 

identify the most appropriate authority for Recuperative Care and ensure coverage of 

these services remains uninterrupted for Medi-Cal members. 

PATH Initiative 

As part of the 2021 renewal of the CalAIM Section 1115 demonstration, DHCS received 

CMS approval of the PATH initiative—a five-year, $1.85 billion initiative to build up the 

capacity and infrastructure of on-the-ground partners, such as community-based 

organizations, hospitals, county agencies, Tribes, and others, to successfully participate 

in the Medi-Cal delivery system as California launched ECM, Community Supports, and 

Justice-Involved reentry services under CalAIM. 

Due in part to the PATH initiative, more than 521,000 Medi-Cal members received 

Community Supports and approximately 452,000 Medi-Cal members received ECM from 

January 1, 2022 through June 30, 2025. Over 5,000 Community Supports providers and 

more than 6,000 ECM providers have been contracted by Medi-Cal MCPs to offer these 

services. MCPs operating in all 58 counties in California offer at least eight Community 

Supports. Medi-Cal MCP members residing in 43 counties (representing 94 percent of 

all Medi-Cal MCP members) have access to at least ten Community Supports and Medi-

 
of these two services according to the requirements outlined in STC 17 of the current CalAIM STCs. 

https://www.dhcs.ca.gov/CalAIM/Pages/CalAIM-PATH.aspx
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Cal MCP members residing in 24 counties (representing 75 percent of all Medi-Cal MCP 

members) have access to 14 Community Supports. Additionally, as of February 2026, 31 

state prison sites and 33 county jails and youth correctional facilities across 13 California 

counties provide pre-release services. 

» Under PATH’s Capacity and Infrastructure, Transition, Expansion, and 

Development (CITED) initiative, DHCS is expected to award approximately $800 

million to more than 400 local community-based organizations, community 

providers, hospitals, local governmental agencies, and other local facilities to 

support ECM and Community Supports staffing, data systems, and other 

infrastructure needs to successfully launch and sustain CalAIM services. 

» The PATH Technical Assistance (TA) Marketplace serves as a virtual marketplace 

for TA services where entities can access TA resources from curated and 

approved vendors. The TA Marketplace initiative provides funding for providers, 

community-based organizations, counties, and others to obtain TA resources to 

establish the infrastructure needed to implement ECM and Community Supports. 

Through the TA Marketplace, more than 1,600 projects that support CalAIM 

infrastructure, capacity building, and foster sustainability have been funded thus 

far. 

» The PATH Collaborative Planning and Implementation Initiative funds regional 

collaborative planning efforts to support implementation of ECM and Community 

Supports. Through 26 regional groups statewide managed by nine facilitators, 

over 2,700 registered participants—including community-based organizations, 

Tribes and IHCPs, MCPs, and county agencies—have engaged in identifying gaps 

and local solutions to implement and sustainably scale CalAIM services. 

Over the past five years, DHCS and partners across the state have achieved the goals of 

the PATH initiative, evidenced by the broad availability of ECM and Community 

Supports across California and the launch of pre-release services in the state. In the 

December 2025 Interim Evaluation Report, the independent evaluator assessed the 

state’s progress towards several PATH goals, including: 1) increase the number of ECM 

and Community Supports providers and member utilization; and 2) improve data 

collection and information infrastructure among ECM and Community Supports 

providers. The independent evaluator found that the state made significant progress 

towards these goals. In light of PATH’s success, and consistent with the original intent to 

provide time-limited support to community-based providers to prepare them for ECM 

https://www.dhcs.ca.gov/provgovpart/Documents/CalAIM-Interim-Evaluation-Report-of-PATH-GPP-Duals-Reentry-and-Community-Supports.pdf
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and Community Supports, the state plans to sunset waiver and expenditure authorities 

for the PATH initiative as part of this renewal. 

DSHP Financing 

California has utilized DSHP funding to advance delivery system reform initiatives and 

improve the health of Medi-Cal members. CMS approved the use of DSHP for states 

that used the “freed up” state funding for initiatives likely to assist in promoting the 

objectives of Medicaid, such as improving access to high-quality covered services. Under 

the CalAIM demonstration, DSHP funding was used to support the following initiatives 

under PATH: TA Marketplace Initiative, Collaborative Planning and Implementation 

Initiative, CITED Initiative, and the Justice-Involved Capacity Building Program. Given 

that CMS has indicated it will no longer approve DSHPs, along with the conclusion of 

the PATH initiative, DHCS is not seeking to renew its expenditure authority for DSHP. 

CBAS 

California intends to transition coverage of its CBAS benefit from its CalAIM Section 

1115 demonstration to 1915(i) state plan authority to strengthen this benefit as an 

entitlement. CBAS is an outpatient, facility-based program that delivers skilled nursing 

care, social services, therapies, personal care, family/caregiver training and support, 

nutrition services, care coordination, and transportation predominantly available 

through Medicaid managed care to adult Medi-Cal members eligible under the aged, 

blind or disabled groups meeting functional eligibility for CBAS residing in counties 

across the state. It is currently available under the managed care and fee-for-service 

(FFS) delivery systems, with most members who receive services doing so under the 

managed care delivery system. As DHCS transitions CBAS into a permanent authority, 

the Department is seeking technical assistance from CMS and will work closely with its 

implementation partners to ensure that it can continue to make the CBAS benefit 

available with no coverage disruptions for Medi-Cal members receiving this critical 

service. However, to the extent that CMS’s technical assistance indicates DHCS should 

retain CBAS under the CalAIM Section 1115 demonstration, DHCS is making this 

request. 

Low-Income Pregnant Women 

As part of the CalAIM Section 1115 demonstration in 2021, CMS approved the state’s 

authority to provide full-scope Medi-Cal coverage to pregnant women with incomes 

from 109 percent of the FPL up to and including 138 percent of the FPL (including all 
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benefits that would otherwise be covered for pregnant women with incomes below 109 

percent of the FPL) until December 31, 2021. DHCS transitioned the authority for these 

services from Section 1115 authority to the Medi-Cal State Plan. Since this authority has 

already sunset, DHCS is not requesting that it be included in the renewal of the CalAIM 

Section 1115 demonstration. 
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SECTION 5 – DEMONSTRATION EVALUATION 

RESULTS TO DATE 

As required under the STCs of the CalAIM Section 1115 demonstration, California 

engaged independent research organizations to evaluate the performance of CalAIM 

programs, including the DMC-ODS and contingency management, and the GPP, PATH, 

Recuperative Care and Short-Term Post-Hospitalization Housing, Justice-Involved 

Reentry Initiative, Medi-Cal Matching Policy for Dual Eligible Members, and Managed 

Care Plans Transition. Consistent with these requirements, DHCS submitted a 

comprehensive CalAIM evaluation design to CMS in June 2022 and has revised it several 

times to reflect the impacts of several waiver initiatives over the course of the 

demonstration period. The latest evaluation design, approved by CMS in November 

2025, includes PATH, GPP, Medi-Cal Matching Plan Policy for Dually Eligible Members, 

Justice-Involved Reentry Initiative, and the Managed Care Plans Transition. In addition, 

DHCS submitted and received CMS approval of a separate DMC-ODS evaluation design 

in July 2023 and submitted a THCP evaluation design for CMS review in August 2025.  

The overall evaluation results demonstrate that CalAIM has had significant success in 

achieving its stated aims, including driving delivery system reform and improving access 

and quality of care, particularly for high-need members. Because the many programs 

included in the CalAIM demonstration have different time frames, structures, and 

funding streams, the evaluation designs and timelines for the programs also vary. For 

initiatives where interim evaluation reports, rather than final evaluation reports, have 

been completed, work on the final evaluations is continuing and will be provided to 

CMS as required by the demonstration STCs. All of the state’s evaluation materials are 

available on the DHCS website. 

DMC-ODS Evaluation 

As of August 2025, DMC-ODS has been implemented in 40 counties, which contains 97.3 

percent of California’s population. DMC-ODS was created to test the impact of 

expanding access to an evidence-based continuum of SUD services and organizing 

service delivery to Medicaid-eligible individuals with SUDs. Under DMC-ODS, care is 

organized according to the ASAM Criteria for SUD services, which are a set of guidelines 

developed by ASAM to set standards for appropriate assessment, placement, and 

treatment planning of clients with SUD and co-occurring disorders. Services covered 

under DMC-ODS also create a continuum of care, including access to residential 

https://www.dhcs.ca.gov/provgovpart/Pages/CalAIM-1115-Evaluations.aspx
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treatment in facilities with more than 16 beds. The demonstration was also intended to 

facilitate greater local control, accountability, and administrative oversight.  

Interim evaluation results indicate that DMC-ODS has increased access to and the 

quality of SUD treatment, as well as coordination across SUD and physical health care. 

For example, DMC-ODS has significantly increased the unique number of clients 

receiving DMC-funded services by 16 percent since its inception. Rates of initiation to 

any SUD treatment after an ASAM brief screening are increasing. Medi-Cal members’ 

ratings of SUD treatment have remained consistently high over time. Most (84 percent) 

Medi-Cal members receiving treatment agree that their treatment program works with 

their physical health care providers to support their wellness. 

Overall, the data suggest that DMC-ODS is making progress toward most of the 

demonstration’s goals. Specifically, although data in this Interim Evaluation Report are 

preliminary, and there are currently data gaps that need to be filled in the final 

Summative Report, particularly for Goals 3 and 4, the preponderance of currently 

available data suggest progress toward six of the eight goals: 

» Goal 1: Increased rates of identification, initiation, and engagement in SUD 

treatment services. 

» Goal 2: Increased adherence to and retention in treatment. 

» Goal 3: Reductions in overdose deaths, particularly those due to opioids. 

» Goal 4: Reduced utilization of EDs and inpatient hospital settings for treatment 

where the utilization is preventable or medically inappropriate through improved 

access to other continuum of care services. 

» Goal 6: Improved access to care for physical health issues. 

» Goal 8: An effective contingency management program, including cost-

effectiveness and effects on beneficiary outcomes. 

Evidence was mixed for Goal 5, with fewer readmissions to the same or higher level of 

care, and Goal 7, with improved health equity. 

Recommendations suggested include: 

» Explore and address the underlying causes of increasing readmissions to 

withdrawal management. The evaluation team will continue to explore potential 

data explanations and reach out to stakeholders for input as needed. 
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» Explore and address the underlying causes for mixed results on health equity. The 

evaluation team will continue to explore potential data explanations and reach 

out to stakeholders for input as needed. 

» Continue efforts to expand treatment capacity and support workforce 

development, both of which are commonly cited barriers to access within DMC-

ODS. 

Contingency Management Evaluation 

To address rapidly rising stimulant overdoses, California added contingency 

management to DMC-ODS under a new pilot program with implementation beginning 

in March 2023. Contingency management was provided through the Recovery 

Incentives Program as a new service, making it ideal for a different set of evaluation 

methods based on the Reach, Effectiveness, Adoption, Implementation, and 

Maintenance (RE-AIM) framework, which is appropriate for the implementation of a 

targeted new practice. UCLA is in the process of collecting data on the final part of this 

framework, maintenance, but the program has excelled in the remaining areas of the 

framework to date: 

» Reach: The program reached about 8,500 clients as of June 2025. This new 

program is currently reaching an estimated one quarter of all California Medi-Cal 

members in outpatient treatment for stimulant use. 

» Effectiveness: The program achieved high levels of retention, engagement, and 

negative UDT results. Clients also overwhelmingly reported that the program led 

to improved health, reduced stimulant use, reduced use of EDs or inpatient 

hospitalization, and made them better members of the community. 

» Adoption: Over 100 sites had adopted the program as of June 2025. Clinical 

Laboratory Improvement Amendments (CLIA) waiver requirements29 were initially 

a barrier, but have since subsided as a challenge. In rural areas, staffing and hiring 

difficulties, combined with small client populations, may make adoption less 

compelling. 

 
29 All facilities in the U.S. that perform testing on human specimens for health assessment or the diagnosis, 

prevention, or treatment of disease are regulated under CLIA. Urine tests used in the Recovery Incentives 

Program are considered “CLIA waived tests.” However, DMC-ODS providers must still obtain a CLIA 

“waived test” certification and be registered with the California Department of Public Health (CDPH) or be 

accredited by an approved accreditation body. Providers can apply online for both CLIA Waiver and State 

Lab Registration through Laboratory Field Services, part of CDPH 



 

64 

 

» Implementation: Providers rated the program very positively on an array of 

measures, though staffing and staff turnover remained challenges. 

As noted in the preceding DMC-ODS section, the interim evaluation suggests that 

California’s Recovery Incentives program is a cost-effective program with improved 

Medi-Cal member outcomes. Recommendations include convening an expert advisory 

group to discuss possible ways to further improve and expand Contingency 

Management, which may include the following suggestions: 

» Revisit the escalation-reset design of the incentive schedule, particularly whether 

to retain the “reset” portion, and whether to start with higher amounts to 

strengthen early engagement. 

» Consider strategies to expand the number of participating counties and 

providers, potentially taking lessons learned from counties that have successfully 

launched a disproportionately large number of providers, as well as examining 

barriers faced by counties that have lower numbers of providers and clients. 

» Consider strategies to increase enrollment of new clients entering from the 

community, and referrals from medical and correctional settings, in addition to 

those referred from residential or other outpatient treatment. 

» Explore the feasibility of expanding contingency management to other settings, 

including primary care (e.g., Federally Qualified Health Centers), mobile units, 

street medicine, and telehealth. 

GPP Evaluation 

The GPP, launched in 2015 as part of California’s Medi-Cal 2020 Section 1115 

demonstration and later incorporated into CalAIM’s framework, represented a novel 

approach to funding care for the state’s uninsured residents. The GPP consolidated two 

federal and state funding streams for Public Health Care Systems (PHCSs) into a single, 

flexible global budget paid to participating PHCSs on a quarterly basis throughout each 

payment year. This payment model incentivized PHCSs to shift from a reliance on 

episodic, high-cost emergency and inpatient services for uninsured individuals toward 

delivering proactive, patient-centered preventive and outpatient care. The overarching 

goals of the GPP demonstration are to: 

» Improve the quality of care for uninsured service users in participating PHCSs; 
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» Promote a shift from emergency and inpatient services to lower-intensity, higher-

value outpatient and non-traditional services; and 

» Strengthen PHCS data systems to help understand and address health inequities. 

Interim findings show that PHCSs are achieving or making notable strides toward all 

three GPP goals. For three out of the five quality measures evaluated, GPP users 

received care that matched or exceeded levels provided to a comparison group of 

Medi-Cal members, while ongoing efforts to improve quality for the remaining two 

measures and address gaps in care for subpopulations of GPP users across all measures 

will be monitored for three additional measurement years. For example, GPP users were 

five percentage points more likely to receive colorectal cancer screenings (60 percent vs. 

55 percent) and 13 percentage points more likely to undergo screening for depression 

(80 percent vs. 67 percent) than those in the comparison group. As for the second goal, 

PHCSs have increased the proportion of health services delivered in low-intensity care 

settings, although PHCSs appear to have more difficulty shifting behavioral health 

services to low-intensity settings. With respect to the third goal, progress was 

demonstrated by high rates of self-reported patient demographic information and 

minimal missing data across the first two years of CalAIM. Increasing data capture for 

these data elements and strengthening data sharing related to referrals and the use of 

ECM and Community Supports could further enhance the ability of PHCSs to provide 

efficient, high-value care to GPP service users. 

PATH Evaluation 

The PATH initiative served as a foundation for much of CalAIM’s implementation by 

providing funding and technical assistance to build the infrastructure needed to 

operationalize new Medi-Cal benefits such as ECM, Community Supports, and the 

Justice-Involved Reentry Initiative. PATH funding was distributed to community-based 

organizations, local government agencies, and providers—particularly those serving 

rural and underserved regions—to expand capacity to deliver person-centered, 

coordinated care. In addition, PATH provided targeted support for correctional facilities 

and county behavioral health and social service agencies to establish systems for pre-

release Medi-Cal applications, suspension processes, and 90-day pre-release services for 

justice-involved individuals. By the end of 2024, data indicated successful completion of 

multiple rounds of PATH funding that supported DHCS’ goals—particularly goals 1 and 

2—for PATH demonstrated by tangible progress in developing local systems for the 

Justice-Involved Reentry Initiative and other CalAIM components: 
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» Goal 1: Increase the number of ECM and Community Supports community-based 

providers and consequently increase Medi-Cal member ECM and Community 

Supports utilization according to community needs. Findings indicate that PATH 

was successful in achieving this goal: 

o The number of unique participating providers (621 to 2,041) and number 

of contracts (1,250 to 6,299) increased from 2022 Q1 to 2024 Q3. 

o The total number of users of ECM and/or Community Supports increased 

per quarter from 82,088 in 2022 Q1 to 256,406 in 2024 Q3, and the total 

number of members who had ever used these services reached 500,447. 

» Goal 2. Improve data collection and information sharing infrastructure among 

ECM and Community Supports providers. Findings indicate that PATH was 

successful in achieving this goal: 

o Most surveyed providers who participated in PATH (63 percent) reported 

that they invested in obtaining or modifying existing software or other 

technology to support billing. 

o Many surveyed providers (70 percent) also obtained or modified existing 

electronic health records (EHRs) or care management software to support 

service delivery of ECM and Community Supports. 

» Goal 3. Improve the ability for state prisons, county jails, youth correctional 

facilities, and their community providers to screen, enroll, change the suspension 

status, or provide 90-day pre-release services for eligible individuals in Medi-Cal 

prior to release; and increase the number of eligible individuals screened and 

enrolled in Medi-Cal prior to release. Findings indicate that PATH was successful 

in achieving this goal: 

o In 2022 and 2023, correctional agencies and their county social service 

department partners collectively received approximately $69.84 million to 

implement pre-release Medi-Cal application and suspension processes. 

This funding was described as essential to implement pre-release Medi-Cal 

application and suspension processes. PATH Justice-Involved Capacity 

Building funding was most often used to support development of 

technology and information technology (IT) systems, collaborative 

planning, infrastructure, and staffing needed to implement pre-release 

application and suspension processes. 
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Recuperative Care and Short-Term Post-Hospitalization 

Housing 

Community Supports, another cornerstone of CalAIM, represent a major innovation in 

Medi-Cal by allowing MCPs to offer services addressing members’ health-related social 

needs (HRSN). Two Community Supports—Recuperative Care and Short-Term Post-

Hospitalization Housing—are authorized under the CalAIM Section 1115 demonstration, 

and 12 Community Supports are approved as part of the state’s CalAIM 1915(b) 

Medicaid Waiver for the period of January 1, 2022, to December 31, 2026. An additional 

Community Support, Transitional Rent, was added in July 2025, authorized under the 

state’s Section 1115 BH-CONNECT demonstration. While the impact of receiving 

Community Supports on health care utilization, outcomes, and costs of care will be 

measured in the Summative Evaluation Report, some key interim findings illustrate the 

positive impact of Community Supports: 

» The number of MCPs offering each Community Support and the number of 

counties in which Community Supports were offered increased between 2022 

and 2025. In 2025, six Community Supports were offered by at least one MCP in 

all 58 California counties (Housing Transition Navigation Services, Housing 

Deposits, Housing Tenancy and Sustaining Services, Medically Tailored 

Meals/Medically Supportive Food, Respite Services, and Personal Care and 

Homemaker Services). 

» In assessing the extent to which members receiving housing-related Community 

Supports were transitioned to other supports, analyses of Quarterly 

Implementation Monitoring Report (QIMR) data revealed that from January 2022 

to September 2024, 35 percent of Recuperative Care users also received Housing 

Transition Navigation Services, and that 9 percent subsequently transitioned to 

Short-Term Post-Hospitalization Housing. 

» Providers rated Community Supports as most effective at improving member 

access to social services (average rating 4.9 out of 6.0) and as least effective at 

earlier identification of member needs (average rating 4.4 out of 6.0). 

» In a 2024 to 2025 MCP survey, Recuperative Care was one of several Community 

Supports rated most highly in terms of perceived value for member health or 

well-being and perceived cost-effectiveness. 
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» Community Supports were generally perceived by MCPs and providers as 

addressing important gaps in care within communities and as supplementing 

existing systems of care and should be sustained if proven cost-effective. 

Reentry Services for Justice-Involved Populations 90-Days 

Pre-Release 

The Justice-Involved Reentry Initiative extends select Medi-Cal benefits to eligible 

individuals immediately prior to and following release from correctional facilities. The 

intervention fosters connections between carceral and community health care, expands 

pre-release and post-release services and aims to improve care continuity, address 

behavioral and physical health needs, and reduce adverse outcomes for justice-involved 

populations. The evaluation, utilizing a mixed methods approach, focuses on 

implementation barriers and facilitators, quality of care, care transitions, coordination 

among systems, and impact on health care investments in both carceral and community 

contexts. As of the December 2025 Interim Evaluation, the UCLA-RAND Reentry 

evaluation team had not yet received quantitative data, and qualitative data collection 

was still in its early phases. The team is actively collaborating with DHCS, CDCR, and 

county facilities, and has begun receiving quantitative and qualitative data from these 

partners. Work is ongoing to continue gathering information needed to conduct analyses 

and develop comprehensive findings. Preliminary insights from the Interim Evaluation 

include: 

» The initiative has catalyzed new collaborations and workflows across correctional, 

Medi-Cal, managed care, and community organizations, requiring significant 

effort needed to align these disparate systems. 

» During interviews, stakeholders, such as key informants from Probation, Sheriff's 

Office, Correctional Health, Social Services/Human Services, Health & Human 

Services, Public Health, Behavioral Health, and contracted in-reach services 

providers, emphasized the need for enhanced communication, education, and 

well-defined handoff protocols to ensure seamless care transitions. 

» The Justice-Involved Screening Portal, intended as a communication and 

documentation tool, has presented usability challenges, requiring manual data 

entry and improvements to better support cross-system coordination. DHCS 

made changes to the user interface (i.e., allowing bulk uploads to reduce 

administrative burdens for correctional facilities) and additional improvements 

are forthcoming as DHCS continues to optimize the Portal to enhance the user 
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experience and to address some of the challenges identified by the county 

correctional facilities. 

» Early investments are focused on infrastructure, staffing, and service expansion, 

but counties are still in the early stages of full program implementation and 

service delivery. 

» Fragmentation and duplication in reentry planning persist; stakeholders highlight 

the importance of person-centered care plans to prevent conflicting guidance for 

individuals upon release. 

Medi-Cal Matching Policy for Dual Eligible Members 

The Medi-Cal Matching Plan Policy for Dually Eligible Beneficiaries (duals), which 

launched in 2023, was designed to ensure that, where possible, Medi-Cal managed care 

members would be assigned to MCPs offered by the same parent organization that 

administer their MA choices to reduce administrative burden and improve the 

coordination of care. 

Initial results of the matching plan policy highlight the expansion of duals enrollment in 

Dual Eligible Special Needs Plans (D-SNPs) (e.g., Medi-Medi Plans) across the state and 

the alignment of MCP enrollment with MA plan enrollment. The results of the 

descriptive analyses completed at this time suggest that members are choosing to enroll 

in a MA plan that aligns with their MCP rather than choosing to enroll in a MA plan and 

subsequently being required to change their MCP to match their MA plan. Changes in 

MCP options, which occurred in January 2024, likely created additional opportunities for 

members to make MA enrollment changes. The increased integration of managed care 

services across Medicare and Medi-Cal should result in more seamless delivery of 

services and create further incentives for members to remain enrolled in their Medi-

Medi Plans and aligned MA plans. The evaluation cannot answer whether individuals 

found changing their MCP harder and thus settled on aligning their MA plans, where 

possible, because they perceived MA enrollment was more straightforward. 

Managed Care Plan Transition 

The Managed Care Plan Transition streamlined managed care models across 15 

counties, transitioning approximately 1.2 million members to either a COHS or Single 

Plan model. This restructuring aims to simplify administration, enhance oversight, and 

promote consistent access to services statewide. This Interim Evaluation Report presents 

baseline findings from the early phase of the transition (January 2021–December 2023), 
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focusing on member demographics, access and quality indicators, and stakeholder 

perspectives. The primary goals of the Managed Care Plan Transition are to: 

» Maintain or improve overall access to and continuity of care. 

» Maintain or improve quality of care. 

» Maintain or improve access to high-quality, continuous care among historically 

marginalized and under-resourced populations. 

» Reduce administrative complexity for MCPs. 

» Maintain MCP accountability and improve transparency. 

Initial findings show that the initiative has generally advanced the Department’s 

intended goals: 

» During the baseline period, the 15 counties included in the MCP Transition 

performed better than the counties not included in the transition on certain care 

access metrics, including well-child visits at 15- and 30-months, prenatal and 

postpartum care, and 7-day and 30-day follow-up rates after ED visits for mental 

illness. 

» Transition counties had lower meningococcal and tetanus, diphtheria toxoids and 

acellular pertussis vaccine rates, compared to non-transition counties, but the two 

groups had comparable rates of human papillomavirus vaccinations. 

» During the baseline period, MCP Transition counties performed slightly better 

than non-MCP Transition counties on all-cause readmission rates. However, 

transition counties had slightly lower breast cancer screening rates than non-

transition counties. 

» During the baseline period, there was some evidence of disparities between 

urban and rural counties, with the urban transition counties outperforming their 

rural counterparts on child and adolescent well-care visits, prenatal and 

postpartum care, and follow-up after ED visits for mental illness. However, rural 

counties had lower rates of all-cause readmissions than urban counties. 

» MCPs reported significant upfront administrative burden including staffing and 

infrastructure investments. These demands required rapid scaling of internal 

operations and reallocation of resources to meet transition timelines. 
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» Infrastructure investments (e.g., staffing, data systems) were made to support 

transition. These investments were essential to ensure continuity of care and 

minimize disruption for members and providers. 
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SECTION 6 – DEMONSTRATION RENEWAL 

EVALUATION 

During the five-year renewal period, DHCS will contract with independent third parties 

to evaluate the demonstration, collaborating with CMS where necessary to update 

evaluation and monitoring plans as required by federal guidance. As DHCS seeks to 

continue to expand the reach of these initiatives, many of which began at different times 

throughout the current waiver term, and strengthen longstanding initiatives, DHCS plans 

to continue analyzing many of the hypotheses approved under the current CalAIM 

demonstration. Based on DHCS’ evaluation expertise and experiences to date with the 

current CalAIM demonstration, the Department proposes some minor modifications to 

better evaluate the initiatives’ effectiveness at meeting DHCS’ goals. 

Consistent with past practice, the evaluation design will detail the independent 

evaluator’s approach for analyzing findings, and the evaluation reports will carefully 

explore and explain the limitations of the evaluation design and the integrity and 

appropriateness of the data and the analytic methods used to support the study. The 

evaluation will include use of comparison groups wherever possible, establish or identify 

baseline data, measure the programs, and explore the meanings of the findings in a 

lessons-learned format. The evaluation will aim to ensure sufficient causal factors and 

population effects. Table 2 outlines the proposed hypotheses for new and renewed 

initiatives. 

  



 Hypotheses Evaluation Approach Data Sources

 New Initiatives

 Employment Supports

 Employment Supports will support Medi-Cal 
enrollment.

DHCS will track enrollment data. ﾻ Medi-Cal eligibility data

 Employment Supports will reduce Medi-Cal 
disenrollment at renewal.

DHCS will track disenrollment data at renewal.ﾻ Medi-Cal eligibility data

 Employment Supports will support continuity 
of care.

DHCS will track utilization of Medi-Cal services 
of  individuals who received Employment 
Supports.

ﾻ  Medi-Cal eligibility data  ﾻ Medi-Cal claims 
data

 BridgeCare Pilots

 BridgeCare Pilot participation will delay 
or avoid Medi-Cal enroliment among 
BridgeCare Pilot participants.

DHCS will compare the expected Medi-Cal 
enrollment rates for the �near 
duals� population eligible for the 
BridgeCare Pilot with the enrollment 
rates among program participants.

ﾻ Medi-Cal eligibility data

 BridgeCare Pilot participation will reduce 
total current and future Medicaid 
and Medicare spending among 
BridgeCare Pilot participants.

DHCS will compare the expected total Medicare 
and Medicaid expenditures for 
the total near-dual  population eligible 
to  receive services with the  actual 
expenditures  incurred by BridgeCare 
ilot participants.

ﾻ Medicare claims and encounter data  ﾻ 
Medi-Cal claims and encounter data



 

Reentry Services for Justice-Involved Populations 90-Days Pre-Release

The Justice-Involved Reentry Initiative will 
increase coverage for eligible Medi-Cal 
members.

DHCS will continue to evaluate through 
a comparison of number of individuals 
pre-release and post-release: 
 ﾻ Medi-Cal coverage  ﾻ  Eligibility 
screening ﾻ  Eligibility  ﾻ Suspended 
status

ﾻ  Medi-Cal eligibility data  ﾻ Medi-Cal claims 
and encounter data  ﾻ Correctional 
agency data

The Justice-Involved Reentry Initiative will 
increase access to services prior to release 
and improve transitions and continuing 
of care upon release for eligible 
Medi- Cal members.

DHCS will continue to evaluate through 
a comparison of number of individuals 
pre-release and post-release: 
 ﾻ Pre-release care management 
 ﾻ Pre-release medication 
billing  ﾻ Pre-release MAT treatment 
 ﾻ Pre-release prescription fills 
 ﾻ Post-release prescription fills  ﾻ Pre-release 
behavioral health treatment 
 ﾻ Medically necessary medications 
 ﾻ  Visit with an ECM provider

Medi-Cal claims and encounter data  Correctional 
agency data
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» Medicaid services 

» Provider beneficiary 

rate 

» Wait time 

» Percent of incarcerated 

individuals found 

eligible for Justice-

Involved Reentry 

Initiative services after 

screening 

The Justice-Involved 

Reentry Initiative will 

improve coordination 

between correctional 

systems, Medicaid and 

Children’s Health Insurance 

Program (CHIP) systems, 

MCPs, and community-

based providers. 

Interviews with individuals 

released from prison, jail, 

and juvenile facilities could 

cover: 

» Challenges/facilitators 

in transitioning to the 

community after 

release (e.g., number of 

available providers) 

» Continuity of care from 

incarceration to 

community 

» Effectiveness of case 

managers 

Interviews with key 

stakeholders could cover: 

» Newly established 

communication 

channels between 

correctional systems 

and community-based 

providers, Medicaid 

and CHIP systems 

» Data sharing put into 

place 

» Individual stakeholder 

interviews 
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» Handoff protocols 

between prisons, jails, 

juvenile facilities and 

community 

The Justice-Involved 

Reentry Initiative will be 

associated with increased 

services (post-reentry) 

associated with improved 

quality of care, such as 

medication-assisted 

treatment, care 

coordination, and 

enhanced care 

management. 

Examination of service 

utilization patterns during 

pre-release and post-

release periods, such as 

uptake of key services 

supported under the 

state’s reinvestment plan: 

» MAT 

» ECM 

» Care coordination 

» Interviews with key 

stakeholders could 

cover: 

» ECM needs and services 

received 

» Coordination and 

delivery of key services 

» Utilization and quality 

of services 

» Medi-Cal claims and 

encounter data 

» Interviews with key 

stakeholders 

The Justice-Involved 

Reentry Initiative will 

improve connections 

between carceral settings 

and community services 

upon release to address 

physical health, behavioral 

health, and HRSN. 

Interviews with individuals 

released from prisons, jails, 

and juvenile facilities could 

cover: 

» Health care needs of 

participants 

» Provision of services 

during 90-day in-reach 

period 

» Transition services 

provided, including 

case manager and 

» Individual stakeholder 

interviews 
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medications upon 

release, appointments 

made in the community 

» Community Supports 

needed and received 

» ECM services needed 

and received 

Interviews with key 

stakeholders could cover: 

» Coordination of care 

between carceral 

settings (prison, jail, 

youth correctional 

facilities) and 

community service 

providers (behavioral 

health, medical care, 

social services) 

» Type of formal 

arrangements (e.g., 

memorandums of 

understanding, regular 

meetings, etc.) to 

facilitate connections 

between carceral 

settings and providers 

» Facilitators and barriers 

and how these may 

vary by type of services 

provided 

The Justice-Involved 

Reentry Initiative will 

increase access to 

interventions for 

behavioral health 

conditions, access to long-

DHCS will continue to 

evaluate: 

» Post-release SUD 

treatment 

» Post-release mental 

health treatment 

» Medi-Cal claims and 

encounter data 

» Correctional agency 

data 



acting injectable anti- psychotics, and access 
to MAT for SUDs for eligible Medi-Cal 
members.

ﾻ  Post-release MAT  Post-release necessary 
medications  Receipt of behavioral 
health condition interventions 
 MAT for SUDs Suicide-related 
ED visits  Suicide-related 
inpatient hospitalizations 
 Suicide-related deaths ED 
utilization for SUD Inpatient stays for 
SUD  Overdose-related deaths  Decompensation

�ee

The Justice-Involved Reentry Initiative will 
reduce post-release ED visits, inpatient 
hospitalizations, and all- cause 
deaths for eligible Medi-Cal members.

DHCS will continue to evaluate: ﾻ All-cause 
deaths  ﾻ  All-cause emergency 
room visits  ﾻ  All-cause inpatient 
hospitalizations

Medi-Cal claims and encounter data  Correctional 
agency data

DMC-0DS: Waiver of the IMD Exclusion for SUD Services and Contingency Management

Medi-Cal members receiving SUD services 
in DMC-ODS will receive clinically 
indicated care that supports retention 
in treatment and positive treatment 
outcomes.

DHCS will continue to evaluate:  ﾻ Timely 
access to the level of care and/or 
recommended services indicated 
in ASAM

ﾻ SUD outcome data  ﾻ Medi-Cal claims 
and encounter data



- screening or assessment  Transitions between 
levels of care, including transitions 
to other specialty SUD care after 
a residential stay

�

DMC-ODS implementation will be associated 
with reductions in utilization 
of EDs and inpatient hospital 
settings for treatment where the 
utilization is  preventable or medically 
inappropriate through improved 
access to other continuum of 
care services.

DHCS will continue to  evaluate:  ﾻ Utilization 
(e.g, days), including admissions 
and readmissions  ﾻ Paid claim 
amounts

ﾻ Medi-Cal claims and encounter data 
 ﾻ SUD outcome data

Effective implementation of contingency 
management will lead to improvements 
in client retention, discharge 
status, self-reported outcomes, 
drug test results, and will reduce 
rates of overdose deaths, and utilization 
of acute care or emergency services 
among clients participating in the 
Recovery Incentives  Program.

DHCS will continue to re-  evaluate:  ﾻ Days 
in treatment, engagement, discharge 
status, self-reported satisfaction 
and improvement in health, 
SUD, arrests, ED and inpatient hospital 
utilization, costs, deaths  ﾻ Rates 
of positive, negative, and missed 
drug screens

Client surveys  Medi-Cal claims and encounter 
data  SUD outcome data Death 
data  Stimulant drug tests/incentive 
manager vendor data

 

Facilities that are billing for THCP provide 
greater access to culturally responsive 
SUD care compared to facilities 
that

DHCS will continue to  evaluate:  ﾻ  Medi-Cal 
reimbursement utilization and 
assess

Medi-Cal claims and encounter data  Facility-level 
survey  Practitioner interview
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chose not to opt-in for 

billing of THCP services. 

changes in service 

availability 

» Changes in patient 

volume and demand 

for culturally responsive 

SUD services 

» Member survey 

» Community focus 

groups 

Facilities that are billing for 

THCP provide greater 

access to culturally 

responsive SUD care and, 

therefore, contribute to 

improved reported well-

being of their Medi-Cal 

member population 

utilizing the THCP benefit. 

DHCS will continue to 

evaluate: 

» Perceived benefit of 

THCP to the general 

health/well-being of 

patients with SUD and 

suspected SUD. 

» Self-reported well-

being and health, 

spirituality, and feelings 

of cultural 

connectedness 

» Engagement in other 

DMC services and 

connectedness to 

health care system 

» Practitioner interview 

» Member survey 

» Community focus 

groups 

If “THCP coverage” is being 

provided to IHCPs, then 

the number of facilities and 

practitioners offering THCP 

services under the 

demonstration will 

increase. 

DHCS will continue to 

evaluate: 

» Number of facilities 

providing THCP 

» Number of 

practitioners delivering 

THCP 

» DHCS facility data 

» Facility-level survey 

Implementing the 

demonstration will increase 

the number of American 

Indians/Alaskan Native 

individuals receiving THCP. 

DHCS will continue to 

evaluate: 

» Number and 

percentage of 

individuals receiving 

THCP 

» Medi-Cal claims and 

encounter data 

» Practitioner interview 

» Member survey 

» Facility-level survey 
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» Common combinations 

of THCP with 

evidenced-based 

practices, behavioral 

and medical; referrals 

» Evidence-based 

practices (required by 

BHIN) (i.e., MAT/MOUD, 

CBT, MI, etc.) offered at 

the facility 

» Levels of satisfaction of 

THCP and perceived 

benefits of THCP 

» Facility outreach to the 

community regarding 

the benefit; 

outreach/promotion to 

patients at facility 

» Community focus 

groups 

Implementing the 

demonstration will increase 

the number of American 

Indians/Alaskan Native 

individuals receiving THCP. 

DHCS will continue to 

evaluate: 

» Number and 

percentage of 

individuals receiving 

THCP 

» Common combinations 

of THCP with 

evidenced-based 

practices, behavioral 

and medical; referrals 

» Evidence-based 

practices (required by 

BHIN) (i.e., MAT/MOUD, 

CBT, MI, etc.) offered at 

the facility 

» Medi-Cal claims and 

encounter data 

» Practitioner interview 

» Member survey 

» Facility-level survey 

» Community focus 

groups 
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» Levels of satisfaction of 

THCP and perceived 

benefits of THCP 

» Facility outreach to the 

community regarding 

the benefit; 

outreach/promotion to 

patients at facility 

The range and types of 

services covered under the 

THCP benefit 

demonstration will 

increase, leading to 

increased access/options 

of care. 

DHCS will continue to 

evaluate: 

» Number and 

percentage of services 

provided by Traditional 

Healer vs. Natural 

Helper; group vs. 

individual 

» The different THCPs 

offered at this facility 

(open-ended response) 

» The process facilities 

used to identify or 

select the Traditional 

Healers or Natural 

Helpers who provide 

THCP services 

» Where are the THCP 

services being 

provided? (e.g., within 

“four walls”, home-

based setting, visits at 

other facilities, etc. 

home-based setting, 

visits at other facilities, 

etc.) 

» Medi-Cal claims and 

encounter data 

» Practitioner interview 

THCP will be preferred as 

culturally responsive 

DHCS will continue to 

evaluate: 

» Member survey 

» Facility survey 



integrated care and utilization of THCP will 
increase due to coverage through Medicaid 
and/or CHIP.

Perspectives on utilization rates and barriers 
to utilization  Perceived benefits 
of culturally responsive care  Satisfaction 
with THCP services  Number 
of facilities choosing not to opt 
in due to difficulties reimbursing/applying 
for the coverage Number 
of THCPs not covered under this 
benefit  Promotion and outreach regarding 
the benefit to IHCPs  When members 
first learned about the benefit 
 Member's confidence in understanding 
of the benefit and which 
services are covered

ﾻ Community focus groups  ﾻ Practitioner 
interview

l

Managed Care Authority to Limit Plan Choice in Certain Counties I

Counties with COHS and Single Plan Models 
will maintain or improve Medi- Cal 
members� overall access to and quality 
of care.

DHCS will continue to evaluate: ﾻ Network 
adequacy  ﾻ Access to care grievances

Enrollment data DHCS grievance data 
 DHCS network adequacy monitoring 
data  Managed Care Accountability 
Set

\



.  ﾻ  ﾻ  Adults� access to preventative and 
ambulatory services  Child and adolescent 
well-care visits  Immunizations 
for adolescents  Timeliness 
of prenatal and postpartum care 
 Follow up after ED visit for mental 
ilness  Follow up after hospitalization 
for mental illness  Outpatient 
mental health provider-to- member 
ratio  Psychiatric provider-to- member 
ratio Colorectal cancer screening 
 Breast cancer screening  Plan 
all-cause readmissions  PQI #90 Prevention 
Quality Overall Composite

(MCAS) measurement data

. Align Dually Eligible Enrollees� Medi-Cal Managed Care Plan and Medicare Advantage Plan

aDuals in Medicare- Medicaid Plans (MMPs) 
will be less likely to change plans 
than those in other aligned plans that 
are not

DHCS will continue to evaluate: ﾻ The Medi-Cal Matching Plan Policy evaluation 
will use monthly Medi- Cal enroliment 
data



MMPs and less likely than those in unaligned 
D-SNPs.

ﾻ Overall MCP enroliment churn rate, with 
comparisons  ﾻ Knowledge of the MCP 
enrollment process among Duals 
enrolled in MA plans affiliated with 
the MCP to their MA plans in Medi-Cal 
Matching Plan Policy counties 
versus those in Original Medicare 
as measured in duals survey 
 ﾻ Reason(s) for changing MCP 
at time of Duals survey

ﾻ Complete MA and MCP plan lists for this 
period, other available routinely collected 
data as feasible (e.g., delegate 
plan assignments if not within the 
DHCS data silo)  ﾻ MA and MCP plan 
descriptions (routinely available data 
and possible supplemental information 
from plan representatives)  ﾻ 
Duals survey data

Duals who request to change their MCP 
and who change their plans will be 
satisfied with the process for doing so 
during the taraet period.

Duals in Medi-Medi Plans will be more satisfied 
with the mandatory alignment of 
their MCP to their MA  plan choice compared 
to Duals who are in in other +vne 
of MA nlanc

Duals in counties with the policy will be 
more knowledgeable and will be more 
satisfied with the  policy.

GPP

PHCSs improved the  quality of care for 
the uninsured.

DHCS will continue to  evaluate: ﾻ Colorectal 
Cancer Screening  ﾻ Diabetes: 
HbA1c Poor Control  ﾻ Preventive 
Care and Screening: Screening 
for Depression and Follow-Up 
Plan  ﾻ Breast Cancer Screening

ﾻ Claims data  ﾻ Medical record documentation 
(e.g., structured and unstructured 
EHR data, clinical registry data, 
pharmacy and lab data
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» Cervical Cancer 

Screening 

» Other quality measures 

depending on data 

availability (e.g., 

Developmental 

Screening in the First 

Three Years of Life 

PHCS increased the use of 

outpatient services and 

non-traditional services 

over the course of the GPP. 

DHCS will continue to 

evaluate the following 

utilization measures: 

» GPP non-behavioral 

health outpatient non-

emergency, emergency, 

and inpatient med/surg 

services 

» GPP behavioral health 

outpatient non-

emergency, emergency, 

and inpatient med/surg 

services 

» GPP non-traditional 

services 

» Ambulatory care-

sensitive ED visits 

» Ambulatory care-

sensitive 

hospitalizations 

» 30-day all-cause 

hospital readmission 

rates 

» All-cause ED utilization 

» PHCS-submitted 

encounter-level and 

aggregated data 

» HCAI patient discharge 

data and ED data 

 

 

  

 



 

 

 

 

 

Eligibility Group Name Social Security Act and CFR Citations

Individuals Who Would be Eligible for SSI/SSP but for OASDI 
COLA Increases Stnce Aprtl 1997 (also known as the 
"Pickle� group)

 

Disabled Widows and Widowers  

Disabled Adult Children

 

 

 

 

 

 

 

 

 

 

 





 

Projected Enrollment (in thousands) .

Population DY 23 1/1/27 - 12/31/27DY 24 1/1/28 - 12/31/28DY 25 1/1/29 - 12/31/29DY 26 1/1/30 - 12/31/30DY 27 1/1/31 - 12/31/31

Out-of-State Former Foster 
Care Youth'

     

Deemed SSI Groups2      

 

 

 

 

Historical Enrollment (in thousands)!
Category of Aid DY 18 1/1/22 - 12/31/22DY 19 1/1/23 - 12/31/23DY 20 1/1/24 - 12/31/24DY 21 1/1/25 - 12/31/25DY 22  1/1/26 - 12/31/26

Families and Children (not 
CHIP)

6,450 6,532 6,313 5,972 5,720

CHIP 1,282 1,270 1,242 1,220 1,215

ACA Expansion 4,898 5,102 5,076 4976 4,824



Historical Enrollment (in thousands)1

Category of Aid DY 18 1/1/22 - 12/31/22DY 19 1/1/23 - 12/31/23DY 20 1/1/24 - 12/31/24DY 21 1/1/25 - 12/31/25DY 22 1/1/26 - 12/31/26

Seniors and Persons 
with Disabilities

2,231 2,288 2,374 2,490 2,559

Other 43 42 44 45 45

Total 14.904 15,234 15.049 14.703 14 363

 

 

 

Projected Enroliment (in thousands)'

Category of Aid DY 23 1/1/27 - 12/31/27DY 24 1/1/28 - 12/31/28DY 25 1/1/29 - 12/31/29DY 26 1/1/30 - 12/31/31DY 27 1/1/32 - 12/31/32

Families and Children 
(not CHIP)

5,515 5,440 5,432 5432 5432

CHIP 1207 1,206 1206 1,206 1,206

ACA Expansion 4,357 4,200 4,190 4,190 4,190

Seniors and Persons with 
Disabilities

2,572 2,548 2,545 2,545 2,545

Other 44 44 44 44 44
Total 13,695 13,438 13,417 13,417 13,417

 

 



 

 

 

 

 

 

 Historical Expenditures (in thousands of dollars)�

Expenditure AuthoritiesDY 18 1/1/22 - 12/31/22DY 19 1/1/23 - 12/31/23DY 20 1/1/24 - 12/31/24DY 21 1/1/25 - 12/31/25DY 22 1/1/26 - 12/31/26

Justice- Involved Reentry 
Initiative

$0 $0 $666 $99,573 $183,188

DMC-ODS: IMD Waiver$367,549 $422,655 $572,616 $572,889 $601,534

Recovery Incentives Program$0 $1,573 $6,794 $13,875 $17,228



Historical Expenditures (in thousands of dollars)�

Expenditure AuthoritiesDY 18 1/1/22 - 12/31/22DY 19 1/1/23 - 12/31/23DY 20 1/1/24 - 12/31/24DY 21 1/1/25 - 12/31/25DY 22 1/1/26 - 12/31/26

Traditional Healers and 
Natural Helpers

$0 $0 $0 $13,538 $17,945

Out-of-State Former Foster 
Care Youth

$341 $488 $503 $526 $581

Chiropractic Services from 
IHS and Tribal Facilities

$358 $383 $202 $208 $226

Asset Limit $10 $191 $201 $259 $264

GPP $2,577,959 $2,867,465 $2,869,461 $2,950,649 $3,000,630

HRSN? $76,046 $49,301 $86,430 $161,677  

PATH $22,844 $187,823 $359,018 $463,649 $816,666

SHP $0 $323,213 $323,213 $323,213 $323,213

CBAS $703,930 $750.694 $857.705 $937.147 $983536
Total $3,749,037 $4,603,786 $5,076,809 $5,523,665 $6,181,616

 

 

 

 

 

Projected Expenditures (in thousands of dollars)
Expenditure AuthoritiesDY 23 1/1/27 - 12/31/27DY 24 1/1/28 - 12/31/28DY 25 1/1/29 - 12/31/29DY 26 1/1/30 - 12/31/30DY 27 1/1/31 - 12/31/31

Justice- Involved $203,959 $227,093 $252,849 $281,527 $313,457



Projected Expenditures (in thousands of dollars)
Expenditure AuthoritiesDY 23 1/1/27 - 12/31/27DY 24 1/1/28 - 12/31/28DY 25 1/1/29 - 12/31/29DY 26 1/1/30 - 12/31/30DY 27 1/1/31 - 12/31/31

Reentry Initiative

DMC-ODS: IMD Waiver$828,568 $937,169 $1,060,004 $1,198,935 $1,356,078

Recovery Incentives Program$18,089 $18,994 $19,994 $20,941 $21,988

Traditional Healers and 
Natural Helpers

$19,981 $22,251 $24,776 $27,590 $30,723

Out-of-State Former Foster 
Care Youth

$751 $859 $981 $1,121 $1,281

Chiropractic Services from 
IHS and Tribal Facilities]

$259 $281 $306 $332 $361

Asset Limit $284 $309 $335 �$364 $395

Gpp2 $2 500 214 $2 652 122 $2 706 088 $2 761 133 $2 817 280

Employment Supports$272,369 $314,854 $506,372 $608,877 $723,963

BridgeCare Pilots $8,021 $11,812 $15,240 $15,430 $15,342

Total $3,951,495 $4,185,744 $4,586,945 $4,916,250 $5,280,868
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SECTION 8 - PROPOSED WAIVER AND 

EXPENDITURE AUTHORITIES 

DHCS intends to maintain the relevant waiver and expenditure authorities previously 

approved under the CalAIM Section 1115 demonstration as part of this renewal with 

minor to no modifications. DHCS is also proposing new relevant waiver and expenditure 

authorities for new initiatives as part of this renewal and will continue to seek CMS 

technical assistance in validating the necessary authorities. DHCS is also proposing to 

discontinue coverage of initiatives under Section 1115 demonstration authority and 

transition these initiatives to other authorities, and is seeking CMS technical assistance 

to validate feasibility and timing of this approach. Under the authority of Section 

1115(a)(1) of the Act, California is requesting the renewal of approved waiver and 

expenditure authorities to implement the CalAIM Section 1115 demonstration through 

December 31, 2031. 

To the extent that CMS advises the state that additional or different authorities are 

necessary to implement the programmatic vision and operational details described 

above, the state is requesting such waiver or expenditure authority, as applicable. 

California’s negotiations with the federal government and potential legislative or budget 

changes could lead to refinements in these lists. 

Waiver Authorities 

Under the authority of Section 1115(a)(1) of the Act, California is requesting the renewal 

and start of the below waiver authorities to implement the CalAIM Section 1115 

demonstration. 

  



 

Waiver Authority Use for Waiver Currently Approved Waiver 
Request?

Title XIX Authorities

1. Section 1902(a)(13)(A) (insofar 
as it incorporates Section 
1923) DSH Requirements

Yes

2. Section 1902(a)(1) Statewideness Yes, with modifications 
to allow 
the state to geographically 
limit the 
provision of Employment 
Supports, 
select outpatient 
SUD services, 
and BridgeCare 
Pilots

 

 

 

 

 

 

 

 



Waiver Authority Use for Waiver Currently Approved Waiver 
Request?

3. Section 1902(a)(10){B) and 
1902(a)(17) Amount, Duration, 
and Scope and Comparability

Yes, with modifications 
to reinstate 
the Medi-Cal 
asset limit for 
Deemed SSI groups, 
waive comparability 
for Employment 
Supports, 
and allow for 
DMC to waive comparability 
for contingency 
management 
and other

 

 

 

 

 

 

 

 





Waiver Authority Use for Waiver Currently Approved 
Waiver Request?

4. NEW: Section 1902(a)(8) 
Reasonable Promptness

No

5. Section 1902(a)(84)(D) Coverage 
of Certain Screening, 
Diagnostic, and Targeted 
Case Management 
Services for Eligible 
Juveniles in the 30 Days 
Prior to Release

Yes

 

 

 

 

 



Waiver Authority Use for Waiver Currently Approved Waiver 
Request?

Act at a level equal to or greater than would be required under the state 
plan.

6. Section 1902(a)(23)(A) Freedom 
of Choice

Yes, with modifications to 
allow the state to limit 
provider choice for Employment 
Supports and 
the BridgeCare Pilots.

7. Section 1902(a)(10)(B) . 1902(a)(23), 
and 1902(a)(1) 
 Comparability; Freedom 
of Choice;  Statewideness

Yes

 

 

 

 



Waiver Authority Use for Waiver Currently Approved 
Waiver Request?

8. Section 1902(a)(14)  Cost 
Sharing

No

Title XXI Authority

 Yes
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» Expenditure Authority 1 promotes the objectives of Title XIX by increasing access 

to, stabilizing, and strengthening providers and provider networks available to 

serve Medicaid and low-income populations in the state. 

» Expenditure Authorities 1, 5, and 9 promote the objectives of Title XIX by 

increasing efficiency and quality of care through initiatives to transform service 

delivery networks to support better integration, improved health outcomes, and 

increased access to health care services. 

» Expenditure Authorities 2, 3, 4, 6, 7, 8, 10, 11, and 12 promote the objectives of 

Title XIX by improving health outcomes for Medicaid and other low-income 

populations in the state. 

  



 

Expenditure Authority Use for Expenditure Authority Currently Approved 
Expenditure 
Authority?

Title XIX Authorities

1. Expenditures related to the GPP 
for Public Health Care Systems

Expenditures for payments to eligible Public Health Care Systems 
to support participating Public Health Care Systems providers 
that incur costs for uninsured care under a value-based 
global budget structure.

Yes

3. Expenditures Related to DMC- 
 ODS for Residential and Inpatient 
Treatment for Individuals 
with SUD

Expenditures for otherwise covered Medicaid services furnished 
to qualified DMC-ODS members who are primarily receiving 
treatment and withdrawal management services for SUD 
as short- term residents in facilities that meet the  definition 
of an IMD.

Yes

4. Expenditures Related to Contingency 
Management

Expenditures for Contingency Management services provided to 
qualifying DMC-ODS and DMC members who reside in a DMC-ODS 
or DMC county that elects and is approved by DHCS 
to pilot the Contingency Management benefit.

Yes

5. Expenditures Related to Align 
Dually Eligible Enrollees� 
Medi-

Expenditures under contracts with Medicaid plans that do not meet 
the requirements under Section 1903(m)(2)(A)(vi) of the Act 
insofar as that

Yes



Expenditure Authority Use for Expenditure Authority Currently Approved 
Expenditure 
Authority?

Cal Managed Care Plan and Medicare 
Advantage Plan

provision requires compliance with requirements in Section 1932(a)(4)(A)(ii)(I) 
of the Act and 42 CFR 438.56(c)(2)(i) to the extent 
necessary to allow the state to keep a beneficiary in an affiliated 
Medicaid plan once the beneficiary has selected a MA 
plan unless and until the beneficiary changes MA plans or selects 
Original Medicare.

6. Expenditures Related to Coverage 
for Out- of-State Former 
Foster Care Youth

Expenditures to extend eligibility for full Medicaid State Plan benefits 
to former foster care youth who are under age 26, were 
in foster care under the responsibility of another state or tribe 
in such state on the date of attaining 18 years of age, or such 
higher age as the state has elected, and were enrolled in Medicaid 
on that date.

Yes

7. Expenditures for Modification of 
Asset Test for Deemed SSI Populations

ﾻ  Expenditures to extend eligibility for individuals in the following 
Deemed SSI populations who are eligible based on applying 
a targeted asset disregard of  $130,000 for a single individual 
and an additional $65,000 per household member, up 
to a maximum of ten household members as of January 1, 2027 
for the following populations:  The Pickle Group under Section 
1939(a)(5)(E) of the Act and 42 CFR 435.135;  The Disabled 
Adult Child group under Sections 1634(c) and 1939(a)(2)(D) 
of

Yes, with a technical 
modification



Expenditure Authority Use for Expenditure Authority Currently Approved Expenditure 
Authority?

the Act; and  The Disabled Widow/Widower group under Sections 
1634(d), 1939(a)(2)(C), and 1939(a)(2)(E) of the Act and 
42 CFR 435.137-138.

8. Expenditures Related to Reentry 
Services for Justice- Involved 
Populations 90- Days Pre-Release

Expenditures for pre-release services provided to qualifying Medicaid 
members and members who would be eligible for CHIP 
if not for their incarceration status, for up to 90 days immediately 
prior to the expected date of release from a participating 
state prison, county jail, or youth correctional facility.

Yes

9. Expenditures Related to Managed 
Care Authority to Limit 
Plan Choice in Certain Counties

Expenditures under contracts with managed care entities that do 
not meet the requirements in Sections 1903(m)(2)(A)(vi) and 
1932(a)(3) of the Act in so far as implemented at 42 CFR 438.52(a) 
to the extent necessary to allow the state to limit the choice 
of MCPs in Metro, Large Metro, and Urban counties in California 
and to allow counties to  participate or continue participating 
in COHS and Single Plan managed care models.

Yes

10.Expenditures Related to Traditional 
Healers and Natural Helpers

Expenditures for THCPs received through IHS facilities, facilities 
operated by Tribes or Tribal organizations under the ISDEAA, 
or facilities operated by UIOs under Title V of the Indian 
Health Care improvement Act, by Medicaid members who 
are able

Yes



Expenditure Authority Use for Expenditure Authority Currently Approved 
Expenditure 
Authority?

to receive services delivered by or through these facilities.

11.NEW: Expenditures Related to 
Employment Supports

No

12.NEW: Expenditures Related to 
BridgeCare Pilots

No

 

 

 

 



Expenditure Authority Use for Expenditure Authority Currently Approved 
Expenditure 
Authority?

Title XX1 Authorities

13.Expenditures Related to Reentry 
Services for Services for 
Justice-Involved Populations 90- 
Days

Expenditures for pre-release services provided to qualifying demonstration 
members who would be eligible for CHIP if not for 
their incarceration status, for up  to 90 days immediately prior 
to the expected date of release from a participating state prison, 
county jail, or youth correctional facility.

Yes

14.Expenditures Related to Traditional 
 Healers and Natural Helpers

Expenditures for THCPs received through IHS facilities, facilities 
operated by Tribes or Tribal organizations under the ISDEAA, 
or facilities operated by UIOs under Title V of the Indian 
Health Care Improvement Act by CHIP members who are 
able to receive services delivered by or through these facilities.

Yes
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SECTION 9 – STAKEHOLDER ENGAGEMENT AND 

PUBLIC NOTICE 

In accordance with the requirements of 42 C.F.R. § 431.408, DHCS released its draft 

CalAIM Section 1115 demonstration extension request and posted a public notice and 

Tribal notice on February 10, 2026. The required 30-day public and Tribal comment 

periods ran from February 10, 2026 to March 12, 2026. DHCS also posted an 

abbreviated public notice in the California Regulatory Notice Register on February 6, 

2026. DHCS presented and discussed the CalAIM Section 1115 demonstration extension 

request during two public hearings, held on February 25, 2026 (1:55–2:55 PM PT) and 

March 3, 2026 (11:30 AM–12:30 PM PT). Both hearings were hosted in a hybrid format, 

with in‑person and virtual participation. DHCS also hosted two Tribal meetings to solicit 

input from Tribal and Indian Health Program partners on February 23, 2026 (2:00–3:15 

PM PT) and February 27, 2026 (2:00–3:00 PM PT). One Tribal meeting was hosted in a 

hybrid format, and one was held virtually. Finally, DHCS also received public comments 

during the virtual Disability and Aging Community Living Advisory Committee (DACLAC) 

meeting, which was hosted by the California Department of Aging (CDA) and open to 

the public, on February 12, 2026 (10:00-1:00 PM PT). 

During the state and Tribal comment periods, DHCS received 156 public comments, 

including 117 comments submitted via email, 21 comments provided orally or via 

webinar chat box during two public hearings, 12 comments provided orally or via 

webinar chat box during two Tribal webinars, and 6 comments provided during the 

DACLAC meeting. DHCS also considered 10 email comments submitted after the close 

of the public and Tribal comment periods. DHCS did not receive any public comments 

via mail. All written public comments can be accessed here. 

Appendix B summarizes the comments received on the CalAIM Section 1115 

demonstration extension request and DHCS’ responses. Feedback was received on the 

demonstration’s goals, key demonstration features, demonstration features shifting to 

other Medicaid authorities, the preliminary evaluation plan, and financing and 

reimbursement. DHCS greatly appreciates the valuable and thoughtful comments 

submitted by stakeholders and Tribal partners and will take them into consideration as it 

continues its work to strengthen the CalAIM initiative.  

Documentation of DHCS’ compliance with the public notice process is available in 

Appendices C-E. 

https://www.dhcs.ca.gov/provgovpart/Documents/CalAIM-Section-1115-Application.pdf
https://www.dhcs.ca.gov/provgovpart/Documents/2026-CalAIM-Renewal-Public-Notice.pdf
https://www.dhcs.ca.gov/provgovpart/Documents/2026-CalAIM-Renewal-Tribal-Notice.pdf
https://www.dhcs.ca.gov/provgovpart/Documents/2026-CalAIM-Renewal-Abbreviated-Public-Notice.pdf
https://www.dhcs.ca.gov/provgovpart/Pages/CalAIM-1115-and-1915b-Waiver-Renewals.aspx
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APPENDIX A – EQRO AND QUALITY REPORTS 

2023–2024 DMC-ODS EQRO Report 

Executive Summary (Full Report Available Here) 

Behavioral Health Concepts (BHC), Inc., under contract with the State of California 

Department of Health Care Services (DHCS), evaluated the access, timeliness, and quality 

of Drug Medi-Cal Organized Delivery Systems (DMC-ODS) provided to Medicaid 

members by all 31 of the state’s DMC-ODS Plans. This report presents statewide 

findings from External Quality Reviews (EQRs) conducted in California during fiscal year 

(FY) 2023–24, marking BHC’s seventh and final year as the External Quality Review 

Organization (EQRO) for the substance use disorder (SUD) systems of care. 

EQRs are intentionally retrospective, reviewing the DMC-ODSs’ work accomplished in 

the prior 12 months and the prior years’ service data. The performance measures (PMs) 

for FY 2023–24 reviews primarily focus on claims data from calendar year (CY) 2022, 

calculated by the California External Quality Review Organization (CalEQRO), as the most 

current and complete 12-month data set available at the beginning of the review year. 

Additionally, prior to each review, DMC-ODSs submitted data on service timeliness, 

which was validated and reported in the Timeliness chapter of this report. This year’s 

statewide report also includes more tables with Plan-specific data. 

DMC-ODS review findings are derived from a combination of PM analysis, documents 

submitted by the Plans, and qualitative information gathered from group discussions. 

DMC-ODS Plans submit a significant number of documents prior to reviews, 

demonstrating work accomplished, challenges faced, and improvements made in the 

prior 12 months. Each DMC-ODS’s Final Report is posted online.30 

This report presents findings from reviews of DMC-ODSs, conducted over one to three 

days, mostly via video conference, though some were in-person visits. Using Centers for 

Medicare and Medicaid Services (CMS) EQRO Protocols and involving key stakeholders, 

CalEQRO facilitated discussions on access, timeliness, and quality of care, including 

performance improvement projects (PIPs) and review of a current Information Systems 

Capability Assessment (ISCA). In addition, an attachment follows this report, containing 

the Executive Summaries from each DMC-ODS Final Report. The data extracted from the 

 
30 Historically posted on BHC’s CalEQRO website, reports and material produced by BHC will be available 

through DHCS’ website: https://www.dhcs.ca.gov/services/MH. 

https://www.dhcs.ca.gov/services/MH/EQRO/Documents/FY-202324-DMC-ODS-Statewide-ATR.pdf
https://www.dhcs.ca.gov/services/MH
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DMC-ODS Final Reports provided the basis for the statewide findings, themes, and 

recommendations. This statewide report includes both qualitative and quantitative 

findings based upon aggregated statewide information. 

2023–2024 Medi-Cal Managed Care Physical Health External 

Quality Review Technical Report 

Executive Summary (Full Report Available Here) 

As required by Title 42 CFR § 438.364, the California Department of Health Care Services 

(DHCS) contracts with Health Services Advisory Group, Inc. (HSAG), an external quality 

review organization (EQRO), to prepare an annual, independent, technical report that 

summarizes findings on the quality, timeliness, and accessibility of health care services 

provided by Medi-Cal Managed Care program (MCMC) plans, including opportunities 

for quality improvement. 

The 2023‒24 Medi-Cal Managed Care Physical Health External Quality Review Technical 

Report provides a summary of the external quality review (EQR) activities of DHCS’ 

MCMC physical health plans (i.e., managed care health plans [MCPs] and population-

specific health plans [PSPs]). DHCS does not exempt any plans from EQR. 

In addition to summaries of EQR activity results, the 2023‒24 Medi-Cal Managed Care 

Physical Health External Quality Review Technical Report includes HSAG’s assessment of 

the quality, timeliness, and accessibility of care delivered to MCMC members by MCPs 

and PSPs and, as applicable, recommendations as to how DHCS can use the EQR results 

in its assessment of and revisions to the DHCS Comprehensive Quality Strategy.31 

Annually, DHCS thoroughly reviews the EQR technical report to determine how the 

results contribute to progress toward achieving the DHCS Comprehensive Quality 

Strategy goals as well as whether DHCS needs to revise the Comprehensive Quality 

Strategy based on the results presented in the EQR technical report. 

This Medi-Cal Managed Care Physical Health External Quality Review Technical Report 

Executive Summary of Findings provides a high-level summary of the notable findings 

included in the 2023‒24 Medi-Cal Managed Care Physical Health External Quality Review 

Technical Report. This executive summary will sometimes collectively refer to the MCPs 

and PSPs as “plans.” 

 
31 California Department of Health Care Services. (2022, February 4). Comprehensive Quality Strategy 2022. 

https://www.dhcs.ca.gov/services/Documents/Formatted-Combined-CQS-2-4-22.pdf 

 

https://www.dhcs.ca.gov/dataandstats/reports/Documents/CA2023-24-Medi-Cal-Managed-Care-Physical-Health-External-Quality-Review-Technical-Report-Exec-Sum-of-Findings-F1.pdf
https://www.dhcs.ca.gov/services/Documents/Formatted-Combined-CQS-2-4-22.pdf
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2025 DHCS Comprehensive Quality Strategy 

Executive Summary (Full Report Available Here) 

The Department of Health Care Services’ (DHCS) envisions a future where Medi-Cal 

helps people live longer, healthier, and happier lives. In this whole-system, person-

centered, and population health approach to care, health care services are only one 

element of supporting better health in the population. Partnerships with Medi-Cal 

members, communities, community-based organizations, schools, correctional facilities, 

public health agencies, counties, and health care systems will be essential to preventing 

illness, supporting needs, addressing health disparities, and reducing the effects of poor 

health. 

Since the 2022 Comprehensive Quality Strategy (CQS), DHCS has made significant 

progress toward this vision. Through California Advancing and Innovating Medi-Cal 

(CalAIM) and broader Medi-Cal transformation efforts, Medi-Cal is providing more 

comprehensive preventive and personalized care that spans the physical and mental 

health needs of Californians. We’re strengthening mental health and substance use 

disorder services and better integrating them with physical health care. New benefits 

and services, such as Enhanced Care Management (ECM), community health worker, and 

Community Supports, are helping members with health-related social needs that can 

impact their health, like getting help with obtaining and keeping housing and accessing 

medically tailored meals to support a member’s short-term recovery. 

Importantly, DHCS has built upon the lessons learned from COVID-19 on the necessity 

of local partnerships and integration across sectors. Via the new Medi-Cal Managed 

Care Plan (MCP) contracts implemented in 2024, MCPs now have partnerships with a 

broad array of local partners, including local health jurisdictions, schools, county 

Behavioral Health Plans (BHP), child welfare entities, and others. DHCS’ revised policy on 

how both MCPs and county BHPs conduct community assessments and partner with 

local health jurisdictions is strengthening and centering community and member voices 

in guiding policies and programs upon which they rely. 

While DHCS has made significant progress, much work remains to solidify, stabilize and 

scale these interventions so they can reach all 58 counties and nearly 15 million Medi-

Cal members. 

The 2025 CQS continues this journey. The revised CQS: 

https://www.dhcs.ca.gov/services/Documents/Draft-2025-Comprehensive-Quality-Strategy-Report.pdf
https://www.dhcs.ca.gov/provgovpart/Pages/MMCDBoilerplateContracts.aspx
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» Provides an overview of all DHCS health care, including managed care, FFS, and 

other programs. 

» Includes overarching quality and health equity goals, with program-specific 

objectives, including goals that are still in progress from the 2022 CQS. 

» Reinforces DHCS’ commitment to reducing health disparities in all program 

activities. 

Section 1 of the CQS, in accordance with the 2016 Managed Care Final Rule, provides 

an overview of the Medi-Cal program and the quality management structure at DHCS, 

including the process for developing and reviewing the CQS. 

Section 2 outlines DHCS’ quality and health equity strategy. Based on fundamental 

quality assurance and performance improvement (QAPI) practices, the CQS identifies 

key drivers of health outcomes at the individual and system levels and proposes a 

comprehensive strategy to improve them. The CQS continues key quality efforts as 

outlined in the Medi-Cal Transformation policy framework, CalAIM, and incorporates 

newer initiatives, such as the Behavioral Health Community-Based Organized Networks 

of Equitable Care and Treatment (BH-CONNECT) initiative and Behavioral Health 

Transformation, which further strengthen behavioral health services and advance whole-

person care. 

The CQS goals and guiding principles (summarized below) are a continuation of DHCS’ 

goals in its 2022 CQS, which are continued as a part of DHCS’ currently approved 1915b 

and 1115 waivers. These goals are built upon the Population Health Management (PHM) 

framework that is the cornerstone of Medi-Cal Transformation and aims to take a more 

comprehensive whole-person, upstream approach to achieving health outcomes. They 

also stress DHCS’ commitment to improving health outcomes, addressing health 

disparities member involvement, and accountability in all our programs and initiatives, 

and for all populations. 

https://calaim.dhcs.ca.gov/
https://www.dhcs.ca.gov/CalAIM/Pages/BH-CONNECT.aspx
https://www.dhcs.ca.gov/BHT/Pages/home.aspx
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Section 2.3 of the CQS specifically outlines the implementation of PHM, which aims to 

help all members stay healthy via preventive and wellness services, identify and assess 

member risks to guide care management and care coordination needs, and identify and 

mitigate social drivers of health to reduce health care disparities. In the 2022 CQS, DHCS 

identified three clinical focus areas—children’s preventive care, maternal outcomes and 

birth equity, and behavioral health integration—as foundational priorities and areas 

where significant improvement was needed. To further these priorities, DHCS launched 

the Bold Goals 50x2025 initiative, which has made significant progress on key measures 

in these clinical focus areas, but is not yet complete so are continued in this updated 

CQS. The 2025 CQS continues to emphasize these clinical focus areas and expands its 

population health approach to include behavioral health delivery systems, establishing 

14 population-level outcomes for improvement. This behavioral population health work 

is also focused on key priority populations, which currently experience disproportionate 

health disparities and poor outcomes: individuals with behavioral health conditions who 

are chronically homeless and/or experiencing homelessness, those at risk of, or 

experiencing, justice system involvement, child-welfare involved youth, and individuals 

at high risk of institutionalization. 
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Section 2.4 of the CQS outlines specific clinical 

goals across the Medi-Cal program. Goals with 

measurable targets are included for each 

managed care delivery system (Medi-Cal 

managed care, behavioral health, and dental). 

These goals were identified to ensure a 

comprehensive quality approach across multiple 

populations. A complete set of all measures 

reported and tracked across Medi-Cal programs 

are available in Appendix D. 

In the 2025 CQS, Section 2.5, DHCS outlines its 

strategy for community and member 

engagement in Medi-Cal policies and programs. 

In Section 2.6, DHCS furthers its VBP portfolio, 

especially around primary care spending and 

alternative payment models, in partnership with 

the Office of Health Care Affordability. 

Section 3 of the CQS outlines significant changes at DHCS in terms of its quality 

management structure and managed care monitoring and oversight activities. Building 

upon the centralized Quality and Population Health Management (QPHM) program, 

which was created as part of the 2022 CQS, DHCS has significantly aligned and 

standardized managed care policies across delivery systems, instituted standard, 

proactive monitoring strategies (including user-friendly public dashboards) to support 

transparency, and implemented standard accountability and enforcement measures, 

including financial sanctions. 

DHCS is unwaveringly committed to addressing quality in Medi-Cal, as described in this 

strategy. We have made much progress in Medi-Cal Transformation over the past three 

years, but our work is not yet complete, and in these times of change and uncertainty, it 

is perhaps even more vital for our nearly 15 million members. The journey we have been 

on is already yielding measurable results, and our members, communities, and partners 

need us to complete it. 
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California CMS Form 416 EPSDT/CHIP Report 

The 2024 Form 416 EPSDT/CHIP report (file name: EPSDT416StateRpt2024.pdf; pages 

13–15) is available at https://www.medicaid.gov/medicaid/benefits/downloads/fy-2024-

data.zip. 
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APPENDIX B – PUBLIC COMMENT RESPONSES 

Overview 

From February 10 to March 12, 2026, DHCS held a public comment period on the 

proposed CalAIM Section 1115 demonstration extension request. During the 30-day 

period, DHCS received 156 public comments,32 including 117 comments submitted via 

email, 21 comments provided orally or via webinar chat box during two public hearings, 

12 comments provided orally or via webinar chat box during two Tribal webinars, and 6 

comments provided during the February 12 meeting of the Disability and Aging 

Community Living Advisory Committee, which was open to the public. DHCS did not 

receive any public comments via mail. Materials presented at the public hearings and 

the Tribal webinars are available on the CalAIM 1115 Demonstration & 1915(b) Waiver 

webpage and DHCS OTA Meetings, Webinars, and Presentation webpage.  

Below is a summary of comments received on the CalAIM Section 1115 renewal 

proposal and DHCS’ responses. Feedback was received on the demonstration’s goals, 

key demonstration features, demonstration features shifting to other Medicaid 

authorities, the preliminary evaluation plan, and financing and reimbursement. DHCS 

appreciates all comments received and will take them into consideration as it continues 

its work to strengthen the CalAIM initiative. The Department is committed to working 

with stakeholders on an ongoing basis to inform the design and implementation of 

CalAIM, including through standing meetings with MCPs, BHPs, various county 

associations, provider associations, advocacy groups; monthly MCP technical assistance 

and guidance webinars; weekly meetings with MCP associations; quarterly SAC/BH-SAC 

meetings; the Medi-Cal Voices and Vision Council; and more. DHCS greatly appreciates 

the valuable and thoughtful comments submitted by members of the public and Tribal 

partners. 

Responses to Public Comments 

Comments on Demonstration Goals 

» Comment: Many commenters expressed strong support for renewing the CalAIM 

Section 1115 demonstration and shared support for the demonstration’s goals, 

emphasizing that CalAIM is a key vehicle for whole-person care, delivery system 

 
32 The 157 total comments are inclusive of 10 email comments submitted after the close of the public and 

Tribal comment periods that DHCS still considered. 

https://www.dhcs.ca.gov/provgovpart/Documents/CalAIM-1115-Renewal-Public-Hearing-Slides.pdf
https://www.dhcs.ca.gov/services/rural/Documents/Tribal-and-IH-Program-Representative-Presentation-02-23-2026.pdf
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transformation, and sustaining reforms that better address members’ medical, 

behavioral health, and social needs. Several commenters noted that CalAIM has 

already produced meaningful benefits for high-need populations and 

encouraged DHCS to maintain momentum in the next phase.  

Response: DHCS appreciates commenters’ strong support for CalAIM and the 

Department’s continued focus on whole-person care and delivery system 

transformation. DHCS agrees that sustaining CalAIM’s core reforms is essential to 

improving outcomes for Medi-Cal members, particularly individuals with complex 

needs.  

» Comment: Several commenters supported renewal of core initiatives authorized 

under the CalAIM Section 1115 demonstration. Commenters consistently 

emphasized the importance of maintaining continuity for initiatives that have 

become embedded in local delivery systems. Renewal is critical to avoid service 

disruptions and maintain progress already achieved. 

Response: DHCS appreciates commenters’ support for continuing CalAIM’s core 

initiatives and agrees that maintaining continuity is critical to avoid disruption for 

Medi-Cal members and partners implementing these reforms. DHCS’ renewal 

request is designed to preserve key demonstration authorities while continuing 

to refine and strengthen implementation based on stakeholder feedback and 

lessons learned. DHCS will continue active engagement with counties, plans, 

providers, advocates, and other partners to support the implementation of 

CalAIM.  

» Comment: Several commenters highlighted that CalAIM has been meaningfully 

beneficial for people experiencing homelessness—describing CalAIM as helping 

connect people to stabilizing services, improving outcomes, and strengthening 

cross-sector collaboration. They emphasized the value of continuing to advance 

these reforms since housing-related needs and instability remain major drivers of 

avoidable utilization and poor outcomes. 

Response: DHCS appreciates commenters’ feedback regarding CalAIM’s impact 

on members experiencing homelessness and agrees that addressing HRSN—

including housing instability—is central to improving outcomes. DHCS recognizes 

that housing-related benefits such as Recuperative Care and Short‑Term 

Post‑Hospitalization Housing help address members’ HRSN by providing a safe, 

stabilizing setting during recovery and transitions. As DHCS transitions 
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Recuperative Care from Section 1115 authority to Medicaid managed care ILOS 

authority and sunsets Short‑Term Post‑Hospitalization Housing as a separate 

benefit, DHCS is committed to ensuring coverage of these services remains 

uninterrupted for Medi‑Cal members. DHCS will also continue to prioritize 

addressing members’ HRSN through ECM and Community Supports. 

» Comment: Several commenters emphasized that CalAIM’s success depends on 

implementation that is community-centered, grounded in equity, and supported 

by strong partnerships with community-based organizations and local 

infrastructure. A few commenters also expressed appreciation for DHCS’ ongoing 

stakeholder engagement with community and other implementation partners. 

Response: DHCS appreciates commenters’ emphasis on community partnership. 

DHCS agrees that successful delivery system transformation requires strong local 

collaboration and meaningful engagement of community partners. DHCS is 

committed to continued transparency and ongoing opportunities for stakeholder 

input to support effective program design, operational clarity, and successful 

implementation. 

Comments on Reentry Services for Justice-Involved Populations 90 Days Pre-

Release 

» Comment: Many commenters—including counties, providers, and advocates—

supported DHCS’ request to renew the Justice-Involved Reentry Initiative. They 

emphasized that pre‑release eligibility and in‑reach services are critical to 

stabilizing individuals with complex medical, behavioral health, and social needs 

as they return to the community.  

Response: DHCS appreciates the strong stakeholder support for continuing the 

Justice-Involved Reentry Initiative and maintaining 90‑day pre‑release Medi‑Cal 

coverage. Reentry services are a core component of CalAIM’s whole‑person care 

strategy and are intended to support continuity of physical health, behavioral 

health, and SUD treatment services as individuals transition from incarceration 

back into the community. DHCS remains committed to sustaining this authority 

to promote stability, reduce gaps in care, and improve health outcomes for 

individuals transitioning back into the community. 

» Comment: Several commenters supported maintaining the current 90‑day 

in‑reach period for pre-release and in-reach services, while two commenters 
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recommended extending this timeframe, particularly for individuals with 

significant needs, such as those with substantial physical disabilities. 

Response: DHCS appreciates stakeholder input regarding the 90‑day pre‑release 

in‑reach period. At this time, DHCS is seeking to continue the 90‑day pre‑release 

period consistent with existing authority, while remaining committed to 

monitoring implementation and working with partners to support timely, 

person‑centered transitions and continuity of care for justice‑involved individuals 

with varying levels of need. 

» Comment: Several commenters identified opportunities to strengthen reentry 

services implementation, including through improved pre- to post-release 

handoffs, timely Medi-Cal activation at release, and smoother cross-county 

transitions. Commenters also called for stronger implementation infrastructure, 

such as improved coordination among counties, MCPs, carceral settings, health 

care providers, and community‑based organizations; clearer roles and 

communication workflows; and more workable data sharing, reporting, and 

operational processes to support continuity of care for justice‑involved 

individuals. 

Response: DHCS appreciates stakeholder feedback on opportunities to 

strengthen implementation of the Justice-Involved Reentry Initiative. The 

Department is working to integrate this feedback by clarifying operational 

expectations, strengthening guidance, and providing targeted technical 

assistance to promote more consistent implementation. DHCS will also continue 

working with state, county, and local partners to identify practical improvements 

that support timely transitions, effective partner coordination, smoother data 

sharing and reporting processes, and overall program operations. 

Comments on DMC-ODS: Waiver of the IMD Exclusion for SUD Services 

» Comment: Several commenters supported continuation of the waiver of the IMD 

exclusion for SUD services, emphasizing its importance in maintaining access to 

residential SUD treatment and a full continuum of behavioral health care. 

Commenters noted that the waiver has helped address longstanding inequities 

created by the federal IMD exclusion, provides stability for treatment providers, 

and ensures continued access to care across the system.  

Response: DHCS appreciates stakeholders’ support for continuing the state’s 

waiver of the IMD exclusion for SUD services and agrees that this authority 



 

119 

 

remains a critical component of California’s behavioral health continuum of care. 

Renewal of the waiver will help preserve access to medically necessary residential 

treatment services, support provider stability, and allow counties to continue 

serving individuals with complex SUD treatment needs consistent with federal 

requirements.  

» Comment: One commenter recommended identifying state plan authority for 

residential SUD treatment, while promoting community-based care, instead of 

continuing the waiver of the IMD exclusion for SUD services. 

Response: DHCS acknowledges the commenter’s feedback regarding alternative 

authorities for residential SUD treatment. Residential SUD treatment services are 

currently included as covered benefits in California’s state plan; state plan 

authority remains subject to the IMD exclusion and limited to residential 

treatment in facilities with 16 beds or fewer. At this time, DHCS is seeking renewal 

of existing waiver and expenditure authorities to preserve access to residential 

treatment services and maintain continuity of care. Counties that participate in 

DMC-ODS remain obligated to cover a full continuum of recovery-oriented SUD 

treatment services, inclusive of outpatient supports and services as well as 

residential levels of care, consistent with the evidence-based ASAM framework. 

DHCS also continues to promote community-based behavioral health treatment, 

including through the BH-CONNECT Initiative. 

Comments on County Option to Cover Select Outpatient SUD Services 

» Comment: Commenters expressed support for DHCS’ request to allow DMC 

counties to opt in to cover outpatient SUD services—care coordination, recovery 

services, withdrawal management, and partial hospitalization—that would 

strengthen the SUD treatment continuum, improve care delivery, and reduce 

disparities in access. Two commenters encouraged DHCS to move away from 

county opt-in approaches, with one of the commenters recommending statewide 

coverage of the four outpatient SUD services. 

Response: DHCS appreciates commenters’ support for expanding access to 

outpatient SUD services among DMC counties. DHCS agrees that these services 

play a critical role in supporting treatment engagement and recovery that are 

consistent with CalAIM’s goals of promoting whole-person care. The Department 

is proposing a county opt-in approach for outpatient SUD services to preserve 

flexibility for counties with differing levels of readiness and capacity to offer these 
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services. DHCS appreciates stakeholder feedback and will continue to consider 

opportunities to strengthen and expand access to SUD treatment. 

» Comment: Commenters expressed support for the renewal of peer support 

services and offered recommendations to strengthen implementation across the 

Medi-Cal delivery systems. They emphasized the need for clearer workforce 

recognition and certification for peer and SUD recovery professionals, clarification 

around the role of community-based organizations in delivery of peer and 

recovery services, and statewide infrastructure (i.e., Center of Excellence) to 

support consistent and high-quality implementation across Medi-Cal.  

Response: DHCS appreciates commenters’ support and feedback on the 

importance of peer support services within Medi-Cal. The Department agrees 

that peer support and recovery‑oriented services are an important component of 

a person‑centered behavioral health system and recognizes the value of lived 

experience in supporting engagement, recovery, and continuity of care. DHCS 

appreciates feedback on implementation of these services to date, and will 

consider stakeholder input as the Department continues to support 

implementation partners. 

» Comment: Several commenters raised questions around DHCS’ proposal to seek 

new authority that allows counties to opt in to cover mobile crisis services in 

DMC counties, as part of the transition to making peer supports a county opt-in 

service in the SMHS and DMC-ODS delivery system. Commenters noted that 

shifting mobile crisis services to a county‑optional model could result in uneven 

access across the state. 

Response: DHCS appreciates stakeholder feedback and recognizes the important 

role of mobile crisis services within California’s behavioral health continuum. As 

reflected in the Governor’s Budget, federal law authorizes these services through 

March 31, 2027, with enhanced federal funding available through December 31, 

2026. To support continuity beyond this period, the Budget proposes to 

transition mobile crisis services to an optional benefit. Consistent with this 

transition, DHCS is proposing to allow counties to opt in to covering mobile crisis 

services under the DMC program. DHCS appreciates the feedback and will 

continue to work with counties to promote county take-up of mobile crisis 

services to the greatest extent possible. 

Comments on Contingency Management 
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» Comment: Many commenters expressed strong support for the continuation of 

contingency management in the DMC-ODS and commended DHCS’ proposal to 

expand this benefit to DMC counties. Commenters highlighted the program’s 

success in improving treatment engagement, retention, and outcomes for 

individuals with stimulant use disorder, and noted its importance as one of the 

few proven interventions for this population. 

Response: DHCS appreciates the strong support for contingency management. 

While contingency management has historically been available only in DMC-ODS 

counties, DHCS is requesting authority through this renewal to expand access by 

allowing both DMC-ODS and DMC counties to offer the benefit at county option. 

Through this proposal, DHCS seeks to maintain and broaden access to this critical 

service and build on the program’s early successes in improving engagement and 

treatment outcomes for Medi‑Cal members. 

» Comment: One commenter provided feedback on the implementation of 

contingency management. In particular, they noted that certification 

requirements to provide both mental health and SUD services are burdensome 

and limit their ability to provide integrated care for individuals experiencing 

stimulant use disorder with co-occurring mental health conditions. They 

encouraged DHCS to explore opportunities to streamline these certification and 

administrative processes to support robust care for these members.  

Response: DHCS recognizes the importance of coordinated care for individuals 

with stimulant use disorder and co‑occurring mental health conditions. DHCS 

acknowledges concerns regarding administrative and certification requirements 

and will continue to consider opportunities—consistent with state 

requirements—to reduce administrative burden and support more integrated 

delivery of SUD and mental health services as implementation of contingency 

management continues to evolve. 

Comments on Traditional Healers and Natural Helpers 

» Comment: Many commenters expressed strong support for the renewal of the 

Traditional Healers and Natural Helpers benefit, emphasizing the importance of 

culturally responsive, community‑based approaches to care for American Indian 

and Alaska Native individuals. Commenters noted that traditional healing 

practices and natural helper services are integral to holistic health, recovery, and 

wellness. 
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Response: DHCS appreciates the strong support for the Traditional Healers and 

Natural Helpers benefit. The Department remains committed to continuing this 

benefit and values the input from Tribal partners on the importance of culturally 

responsive approaches to care. 

» Comment: Many commenters urged DHCS to expand eligibility for Traditional 

Healer and Natural Helper services beyond individuals with a SUD diagnosis. 

Commenters emphasized that traditional healing is not condition-specific and 

supports a broad range of needs, including trauma, grief, depression, anxiety, 

suicide prevention, chronic disease management, and preventive care. 

Commenters expressed concern that limiting these services to individuals 

receiving care within the DMC‑ODS may restrict access for individuals who could 

benefit from these services but do not meet the SUD eligibility criteria. 

Response: DHCS acknowledges feedback requesting broader eligibility for 

Traditional Healer and Natural Helper services beyond SUD. As part of the 

renewal, DHCS is focused on continuing to provide these services for Medi-Cal 

members experiencing SUD through the DMC-ODS, while intentionally 

preserving the flexibility to cover Traditional Healer and Natural Helper services 

for other conditions and broaden eligibility in future phases. DHCS appreciates 

the input and is committed to engaging with Tribal partners as it considers 

potential future expansions. 

» Comment: Multiple commenters raised concerns that limiting Traditional Healer 

and Natural Helper services to DMC-ODS counties creates geographic inequities 

and excludes IHCPs in non-DMC-ODS counties—particularly those in rural Tribal 

communities. Commenters emphasized that access to traditional healing should 

not depend on county participation decisions or local behavioral health 

infrastructure and instead should be available statewide. 

Response: DHCS recognizes concerns that limiting the Traditional Healers and 

Natural Helpers benefit to DMC-ODS counties can create geographic inequities, 

including challenges for IHCPs in non-DMC-ODS counties. At this time, DHCS is 

focused on continuing to provide these services for members experiencing SUD 

within the DMC-ODS, while retaining waiver flexibility to expand the benefit to 

other delivery systems over time. Continued engagement with Tribal partners will 

help shape how expansion is considered and how access can improve statewide. 
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» Comment: Commenters identified several potential implementation 

improvements to make Traditional Healer and Natural Helper services easier to 

operationalize, citing administrative complexity. They pointed to burdens with 

requirements around completing ASAM assessments, county-by-county 

contracting and reimbursement, and navigating billing processes with county 

behavioral health plans. Commenters emphasized the need for clearer 

implementation guidance to reduce administrative burden on IHCPs. 

Response: DHCS appreciates feedback on opportunities to strengthen 

implementation of the Traditional Healers and Natural Helpers benefit. DHCS will 

continue supporting implementation through clear guidance and targeted 

technical assistance on workflows, billing, reimbursement, and documentation 

expectations to streamline administration and support effective implementation. 

Comments on Coverage for Out-of-State Former Foster Care Youth 

» Comment: Many commenters supported the continuation of Medi-Cal coverage 

for former foster care youth, emphasizing the importance of uninterrupted access 

to health care in the transition to adulthood. One commenter sought clarity on 

coverage for former foster care youth. 

Response: DHCS appreciates the strong support for continuing Medi‑Cal 

coverage for former foster care youth. DHCS agrees that access to health care is 

critical to supporting stability and improved outcomes for this population as they 

transition to adulthood. DHCS provides Medi-Cal coverage to all former foster 

care youth through age 26, regardless of whether they turned 18 before or after 

January 1, 2023, using multiple authorities. Under the Medicaid State Plan, DHCS 

covers out-of-state former foster care youth who turned 18 on or after January 1, 

2023, through age 26. Through this renewal, DHCS is requesting to continue 

Section 1115 authority to provide Medi-Cal coverage through age 26 for 

individuals who turned 18 before January 1, 2023, thereby ensuring consistent 

coverage across cohorts. Renewal of the CalAIM Section 1115 authority will help 

prevent gaps in coverage and ensure continued access to medically necessary 

services.   

Comments on Chiropractic Services from IHS and Tribal Facilities 

» Comment: Several commenters requested that DHCS expand the 

uncompensated care authority under the waiver beyond chiropractic services 

delivered at IHS and Tribal facilities. Commenters urged DHCS to consider a 
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broader approach that would allow uncompensated care authority to apply to 

other Medi-Cal optional benefits delivered at IHS and Tribal facilities that may be 

reduced or eliminated due to potential budget constraints, such as dental, 

podiatry, acupuncture, and audiology.  

Response: DHCS acknowledges comments requesting uncompensated care 

authority for services beyond chiropractic services. At this time, California seeks 

to continue existing uncompensated care authorities consistent with prior 

approvals. While the current proposed budget does not include optional benefits 

reductions, DHCS notes that, should such changes be considered in the future, 

the Department would work with Tribal partners to evaluate potential approaches 

to address related service needs for American Indian/Alaska Native individuals. 

DHCS would also work with CMS to secure any additional federal approvals that 

may be required. 

Comments on Modification of Asset Test for Deemed SSI Populations 

» Comment: Commenters generally supported the proposal to modify the asset 

test for the deemed SSI population to align with the reinstated asset limit for 

other non-MAGI Medi-Cal populations while several expressed concerns around 

potential impacts on access. Commenters emphasized the importance of 

applying the same consumer protections included in the State Plan Amendment, 

including holding individuals harmless for asset transfers made when the asset 

test was eliminated and delaying asset reporting. One commenter urged DHCS to 

reconsider reinstating the $130,000 asset limit for the deemed SSI population, 

expressing concern that the change could reduce access to Medi‑Cal for older 

adults. 

Response: DHCS appreciates commenters’ feedback on modifying the asset test 

for the deemed SSI population in alignment with other non‑MAGI Medi‑Cal 

populations. DHCS intends to implement the asset test modification consistent 

with the California 2025 Budget Act and appreciates the feedback regarding 

consumer protections, which will be considered as part of implementation. 

Comments on Align Dually Eligible Enrollees’ Medi-Cal Managed Care Plan and 

Medicare Advantage Plan 

» Comment: Commenters generally supported aligning dually eligible enrollees’ 

Medi-Cal managed care and Medicare Advantage plans, emphasizing the 

importance of providing person-centered care, strong consumer protections, and 
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ongoing oversight to ensure the initiative advances improved access, quality, and 

continuity of care for dually eligible individuals. Two commenters noted that 

limiting enrollment to affiliated plans may exclude high-performing or culturally 

responsive plans. 

Response: DHCS appreciates stakeholder support for this initiative. As described 

in the renewal application, DHCS intends to continue this alignment approach to 

improve coordination across Medicare and Medi‑Cal benefits and will continue to 

monitor implementation to ensure it advances access, quality, and continuity of 

care for dually eligible members. 

» Comment: Commenters emphasized that Community Health Centers (CHCs) 

frequently serve as the primary care home for dually eligible individuals, routinely 

delivering intensive care management activities outside of face-to-face visits. 

They noted that under aligned D-SNP models, there are no Medicare payments 

to support non-visit care coordination activities for CHCs. 

Response: DHCS appreciates stakeholder input on reimbursement for CHCs 

serving dually eligible individuals. DHCS recognizes that CHCs play an important 

role in coordinating care across Medicare, Medi-Cal, and community-based 

providers. As DHCS continues to advance D-SNP alignment and integrated care 

models, the Department will consider stakeholder input regarding care 

coordination activities. 

Comments on Managed Care Authority to Limit Plan Choice in Certain Counties 

» Comment: One commenter encouraged DHCS to assess the impacts of limited-

plan models on existing provider networks and care management arrangements, 

noting that plans and providers have made significant investments under CalAIM 

to expand access and improve care coordination. They emphasized the 

importance of stakeholder engagement in counties where plan choice may be 

limited. 

Response: DHCS appreciates the commenter’s feedback on limiting plan choice 

in counties. As DHCS continues to work with counties electing to participate in 

COHS and Single Plan managed care models, the Department will consider 

stakeholder input to refine and clarify approaches that promote transparency. 

Comments on Global Payment Program 
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» Comment: Many commenters strongly supported renewing the GPP, citing its 

critical role in sustaining public hospitals and supporting care for uninsured and 

underinsured patients. Commenters highlighted the program’s success in shifting 

care from emergency and inpatient settings to preventive, primary, and 

community-based services and advancing value-based care and delivery system 

transformation.  

Response: DHCS appreciates the broad support for renewal of the GPP. DHCS 

agrees that GPP remains a foundational component of California’s health care 

safety net and an important tool for promoting preventive, value-based care for 

uninsured patients. Renewal of the program will allow public hospitals to 

continue building on delivery system transformation efforts while maintaining 

access to essential services. 

» Comment: One commenter requested that DHCS explore an optional, voluntary 

GPP-like pathway for eligible Medi-Cal DSH district and municipal hospitals. The 

commenter emphasized the role of these hospitals as essential safety net 

providers in rural and underserved communities. The commenter encouraged a 

collaborative design process with DHCS. 

Response: DHCS appreciates the commenter’s suggestion around a voluntary, 

GPP-like pathway for eligible district and municipal hospitals. The Department 

recognizes the important role these hospitals play in serving rural and 

underserved communities and the interest in value-based financing approaches. 

For this renewal, DHCS is focused on continuing and refining the program within 

its existing framework, consistent with prior approvals and established financing 

structures, and is not proposing to expand GPP beyond Designated Public 

Hospital systems.  

» Comment: Two commenters provided feedback on refining the GPP, including by 

incorporating targeted quality measures tied to high-need SMI and SUD 

populations and updating the sub-pool approach.  

Response: DHCS appreciates commenters’ feedback on potential refinements to 

the GPP. The Department will consider this input as part of ongoing design and 

implementation efforts. 

Comments on BridgeCare Pilots 
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» Comment: Many commenters expressed strong support for the BridgeCare Pilots 

as an innovative approach to address gaps in access to home‑ and 

community‑based services for older adults and individuals with disabilities who 

have significant health and functional needs but do not qualify for Medi‑Cal. 

Commenters emphasized that the “near‑duals” population faces heightened risk 

of institutionalization, housing instability, and unmet care needs. Commenters 

supported the state’s efforts to test new service delivery and financing 

approaches. 

Response: DHCS appreciates the strong stakeholder support for the BridgeCare 

Pilots and shares the goal of improving access to community‑based services for 

individuals with significant needs. The BridgeCare Pilots are intended to test 

whether targeted HCBS and care coordination supports can improve outcomes, 

promote aging in place, and reduce reliance on institutional care for this 

population. 

» Comment: Several commenters raised concerns that structuring BridgeCare as a 

voluntary, county opt‑in pilot could result in uneven access across the state and 

urged DHCS to consider making BridgeCare Pilots a statewide initiative. 

Stakeholders cautioned that individuals’ access to services could depend on 

where they live, potentially exacerbating geographic inequities, particularly in 

rural or under‑resourced counties. 

Response: DHCS acknowledges stakeholder feedback on the county opt-in 

structure. BridgeCare Pilots are designed as a voluntary, locally administered 

initiative to account for variation in local entities’ readiness, capacity, and 

financing. Since the initiative relies on local financing, DHCS will not cover this 

statewide at this time. DHCS will monitor participation and implementation 

experience and will use findings from the pilots to inform potential opportunities 

to expand the pilots in the future. 

» Comment: Many commenters raised questions and concerns regarding financing, 

including the requirement that participating entities provide the non-federal 

share. Stakeholders noted that counties are already facing fiscal pressures and 

expressed concern that upfront costs and cost sharing requirements could limit 

participation.  

Response: DHCS recognizes stakeholder feedback around financing of the 

non‑federal share. Under the proposed design, interested local entities may elect 
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to participate in the pilots and would be responsible for providing the non-

federal share. As the pilots are further developed, DHCS will continue to assess 

financing considerations and engage with stakeholders regarding potential 

approaches to support implementation. DHCS intends to provide additional 

detail on financing in future guidance if the initiative is approved. 

» Comment: Several commenters requested clarity on how Medicare savings 

associated with BridgeCare Pilots would be generated, measured, and attributed 

to the program. Commenters questioned whether anticipated Medicare savings 

would offset local costs or support budget neutrality. 

Response: DHCS appreciates stakeholder input regarding assumptions related to 

Medicare savings, including how savings may be generated, measured, and 

attributed. Medicare shared savings represent a portion of the overall savings 

that the Medicare program accrues attributable to the BridgeCare Pilots. DHCS 

acknowledges stakeholder questions regarding the extent to which anticipated 

Medicare savings could offset local costs or contribute to budget neutrality. If the 

BridgeCare Pilots are approved, DHCS anticipates working closely with CMS to 

develop an appropriate and transparent methodology for calculating, measuring, 

and attributing Medicare savings. Additional detail regarding the shared savings 

approach, including how savings would be assessed and applied, would be 

provided in future guidance as the pilots are further developed. 

» Comment: Many commenters expressed concern that the proposed eligibility 

criteria—particularly requirements related to Medicare enrollment, low countable 

income requirements, and Medi‑Cal Share of Cost requirements—could exclude 

individuals the pilots are intended to serve (i.e., older adults with significant 

needs who would benefit from HCBS and caregiver supports). Stakeholders noted 

that some individuals are not enrolled in Medicare or do not enroll in Medi‑Cal 

with a Share of Cost due to affordability barriers, and urged DHCS to reconsider 

or refine eligibility requirements. 

Response: DHCS appreciates stakeholder feedback regarding eligibility criteria 

and acknowledges concerns about potential access barriers. Eligibility 

requirements for the BridgeCare Pilots are designed to target older adults in 

traditional Medicare who meet a nursing facility level of care. DHCS has updated 

the eligibility criteria in the application in response to stakeholder feedback to 

clarify that individuals with Medi-Cal Share of Cost who meet the eligibility 

criteria are eligible to participate in the BridgeCare Pilots. DHCS will provide 
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additional detail on eligibility requirements and implementation considerations in 

future guidance, subject to CMS approval.  

» Comment: A few commenters noted concerns that the BridgeCare Pilots could 

place additional strain on HCBS and LTSS infrastructure, particularly given 

workforce shortages. They emphasized the importance of ensuring BridgeCare 

complements existing Medi-Cal LTSS programs and does not divert resources 

from current members. Commenters noted the importance of avoiding 

unintended diversion of providers or resources away from current Medi‑Cal 

members who rely on LTSS. 

Response: DHCS acknowledges concerns about potential impacts on HCBS and 

LTSS infrastructure. The initiative is intended to complement existing Medi-Cal 

LTSS programs and improve coordination across services, with intentional 

flexibility for local entities to design pilots that complement local capacity and  

workforce availability. As part of implementation planning, DHCS will consider 

system‑capacity implications and will work to ensure that BridgeCare Pilots are 

implemented in a manner that supports, and does not undermine, existing HCBS 

and LTSS systems. 

» Comment: Commenters generally supported the proposed core services under 

BridgeCare but encouraged DHCS to allow flexibility in service design to address 

diverse needs. Several recommended including caregiver supports, nutrition 

services, transportation, homemaker services, and other discretionary HCBS. 

Stakeholders emphasized the importance of allowing local entities to tailor 

service packages based on participant needs, local capacity, and community 

context. 

Response: DHCS appreciates stakeholder recommendations regarding the scope 

of services under the BridgeCare Pilots. The proposed design includes a core set 

of services to promote consistency, while allowing participating entities flexibility 

to offer additional discretionary services. DHCS intends for this flexibility to 

support person-centered care and responsiveness to local needs. 

» Comment: Several commenters raised questions regarding implementation of 

the BridgeCare Pilots, including administrative and operational considerations 

(e.g., provider contracting, data sharing). Stakeholders also recommended greater 

clarity around service design, including the distinction between core and 

discretionary services and strengthening caregiver supports (such as caregiver 
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assessment and respite), and incorporating robust evaluation and equity 

measures to assess access, outcomes, and impacts across populations and 

regions. Commenters emphasized the importance of clear and timely guidance, 

technical assistance, and realistic implementation timelines to support successful 

pilot launch and ongoing operations.  

Response: DHCS recognizes stakeholder interest in greater clarity regarding 

implementation. If the BridgeCare Pilots are approved by CMS, DHCS will address 

these considerations through detailed program guidance, technical assistance, 

and stakeholder engagement to support participating entities in planning and 

implementation. This guidance is expected to address operational requirements, 

administrative responsibilities, and implementation considerations to promote 

effective and consistent pilot execution. DHCS also recognizes stakeholder 

interest in greater clarity around service design, including the distinction between 

core and discretionary services, and the importance of caregiver supports such as 

caregiver assessment and respite. DHCS intends for the BridgeCare Pilots to 

balance a consistent core service framework with flexibility for local entities to 

tailor services based on participant needs, local capacity, and community context. 

» Comment: Several commenters provided feedback on the proposed core and 

discretionary services under the BridgeCare Pilots. Three commenters 

emphasized that caregiver needs should be more explicitly addressed and 

recommended strengthening caregiver supports by including caregiver respite 

and training and education. Other commenters urged DHCS to move nutritional 

supports, transportation, and Adult Day Care from discretionary to core services. 

Response: DHCS appreciates stakeholder feedback regarding the proposed core 

and discretionary services under the BridgeCare Pilots. If the BridgeCare Pilots are 

approved by CMS, DHCS intends to consider stakeholder input as it finalizes the 

scope of core and discretionary services and will provide additional detail in 

future program guidance, consistent with pilot objectives.  

Comments on Employment Supports 

» Comment: Many commenters expressed strong support for including 

Employment Supports in the CalAIM renewal, noting that employment related 

assistance can promote economic stability, support recovery, and help eligible 

individuals maintain Medi-Cal coverage in light of anticipated federal work and 

community engagement requirements. Several commenters emphasized that 
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Employment Supports should be tailored to individual needs (e.g., specialized 

supports for older adults, individuals with limited English proficiency, people with 

behavioral health conditions).  

Response: DHCS appreciates the strong stakeholder support for the Employment 

Supports initiative. The Department agrees that employment‑related assistance 

can play an important role in promoting stability, recovery, and continuity of 

Medi‑Cal coverage for individuals who may be subject to federal work and 

community engagement requirements. DHCS will work with counties to consider 

stakeholder input in refining the eligibility criteria and available services, with the 

goal of promoting access, accessibility, and responsiveness to diverse member 

needs. 

» Comment: Several commenters raised concerns that structuring Employment 

Supports as a county opt‑in benefit could result in uneven access across the 

state. Commenters cautioned that individuals’ ability to maintain coverage should 

not depend on where they live and urged DHCS to consider statewide availability 

or a phased approach toward statewideness to avoid exacerbating regional 

disparities. 

Response: DHCS appreciates stakeholder feedback regarding the county opt-in 

approach. Employment Supports are designed as a voluntary, county opt-in 

initiative to account for variation in local readiness, capacity, and financing. Since 

the initiative relies on local financing, DHCS will not cover this statewide at this 

time. DHCS will develop implementation guidance to promote access and set 

clear expectations for participating counties and partners.  

» Comment: Multiple commenters provided input on additional services that 

should be covered under Employment Supports, such as assistance with 

obtaining necessary documentation (e.g., Social Security cards), identifying and 

contacting references, negotiating with employers, finding and participating in 

community service and work programs, and education about workers’ rights).  

Response: DHCS appreciates stakeholders’ recommendations regarding the 

types of Employment Supports that would be most helpful for Medi‑Cal 

members and has updated the application in response to stakeholder feedback. 

DHCS acknowledges the range of suggested supports, including 

pre‑employment, employment, and employment‑sustaining services tailored to 
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individuals’ needs. DHCS will work with counties to consider stakeholder input 

and refine the eligibility criteria and scope of Employment Supports services. 

» Comment: Commenters requested additional detail around the implementation 

of Employment Supports, including questions around how the initiative would be 

administered and which entities could serve as providers. 

Response: DHCS recognizes stakeholder interest in greater clarity regarding the 

implementation of Employment Supports, including questions about program 

administration and provider eligibility. DHCS plans to develop and publish 

detailed program guidance, informed by stakeholder engagement, to support 

implementation in participating counties. This guidance is expected to outline 

provider eligibility and enrollment requirements, county‑level program design 

options, and key operational considerations, such as approaches to managing 

capacity (e.g., enrollment limits or waitlists). 

» Comment: Counties and other stakeholders requested clarification regarding 

financing, including allowable sources for the non‑federal share and whether 

technical assistance or start‑up funding would be available. Several commenters 

noted that local fiscal pressures could limit participation without additional 

guidance and support.  

Response: DHCS appreciates requests for additional clarity regarding financing 

and the non-federal share. As proposed, counties or county-based entities would 

voluntarily opt in to make Employment Supports available and support the non-

federal share for federal Medicaid funding. DHCS is assessing operational and 

financing considerations, including approaches for collecting and administering 

intergovernmental transfers (IGTs), and will provide additional detail through 

program guidance to support county participation and implementation planning. 

California also recognizes stakeholders’ requests for funding to support their 

participation in Employment Supports. As outlined in the renewal application, 

California is also requesting funding resources for initial start-up activities to 

support DHCS and electing counties with planning and development activities to 

implement Employment Supports. 

Comments on CBAS 

» Comment: Many commenters expressed strong support for DHCS’ proposal to 

transition CBAS from Section 1115 authority to Section 1915(i) state plan 

authority. Stakeholders emphasized that this shift would provide greater 
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permanency and stability for a long‑standing, effective HCBS benefit that helps 

individuals remain in the community and avoid higher‑cost institutional care. 

Commenters stressed the importance of avoiding disruptions to services for 

participants and providers during the transition. 

Response: DHCS appreciates commenters’ strong support for transitioning CBAS 

to Section 1915(i) state plan authority. DHCS agrees that establishing CBAS under 

a more permanent federal authority is an important step to strengthen this 

benefit as an entitlement. As DHCS advances this transition, the Department 

intends to provide clear operational guidance to implementation partners, as 

appropriate, to support a smooth transition and minimize service disruptions. 

» Comment: Several stakeholders emphasized that CBAS is not currently available 

statewide and urged DHCS to ensure equitable geographic access, noting gaps in 

rural areas and counties with limited or no CBAS presence. Commenters 

recommended strategies such as stronger managed care plan network adequacy 

expectations and accountability to expand access beyond the counties where 

CBAS is currently concentrated. 

Response: DHCS acknowledges stakeholder feedback regarding the importance 

of expanding access to CBAS statewide and addressing geographic gaps in 

availability. Currently, CBAS is available statewide, but there are counties where 

no CBAS providers are currently operating. As DHCS advances the transition to 

1915(i) state plan authority, the Department will continue to work with the 

California Department of Aging and stakeholders to consider implementation 

approaches that support consistent access across regions. 

» Comment: Commenters requested clarity regarding operational expectations as 

CBAS transitions to a new authority, including how eligibility, service delivery, and 

administrative processes will function under Section 1915(i) state plan authority. 

Stakeholders emphasized the need for timely guidance to ensure continuity of 

operations and avoid administrative burden or confusion for providers, MCPs, 

and Medi-Cal members. 

Response: DHCS acknowledges stakeholder requests for clarity regarding CBAS 

implementation under Section 1915(i) state plan authority. DHCS intends to 

develop and share operational guidance, as appropriate, to support providers, 

MCPs, and other partners during the transition. DHCS’ goal is to maintain 
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continuity of services while ensuring compliance with federal requirements 

applicable to the Section 1915(i) state plan authority. 

» Comment: Several stakeholders raised concerns about the financial sustainability 

of CBAS operations, pointing to cost pressures, such as workforce shortages, 

wage inflation, regional cost variation, and payment variability. Stakeholders 

emphasized the importance of adequate reimbursement and long-term financial 

viability to ensure that CBAS providers can continue to operate and expand 

capacity where needed.  

Response: DHCS acknowledges stakeholder comments regarding provider 

sustainability and the cost pressures facing CBAS providers. The Department 

recognizes that these pressures can affect provider availability, capacity, and 

long-term viability and appreciates stakeholder input on the importance of 

maintaining a stable CBAS provider network. To support sustainability, DHCS 

encourages CBAS providers to serve as ECM providers, as this may offer an 

additional pathway to strengthen financial stability while promoting integrated, 

person-centered care. DHCS appreciates the broader feedback on operational 

sustainability and will consider stakeholder input to support CBAS operations. 

» Comment: Two commenters shared feedback on the scope of services available 

under CBAS. One commenter emphasized the importance of nutrition supports 

and indicated that education alone may be insufficient for individuals with 

functional limitations. They recommended adding home-delivered meals as a 

benefit under CBAS. Another commenter requested clarification on whether CBAS 

Emergency Remote Services would continue to be offered under CBAS as part of 

the transition.  

Response: DHCS appreciates stakeholder feedback on the services provided 

through CBAS. The Department will consider stakeholder input and provide 

operational guidance, as appropriate, to CBAS providers to clarify covered 

services and support consistent implementation. DHCS’ goal is to maintain 

continuity of services while ensuring compliance with federal requirements 

applicable to the Section 1915(i) state plan authority. 

Comments on PATH Initiative 

» Comment: Several commenters raised concerns about the planned sunset of 

PATH funding, noting that many providers and local systems continue to rely on 

PATH‑supported infrastructure, peer‑to‑peer learning, and technical assistance. 
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Commenters cautioned that discontinuing PATH without a successor framework 

could undermine progress made to date. Several commenters offered 

suggestions for DHCS to explore alternative funding pathways or successor 

models to sustain collaborative learning, implementation support, and 

capacity‑building functions. 

» Response: DHCS acknowledges stakeholder concerns regarding the planned 

sunset of PATH funding and recognizes the continued importance of 

collaboration and capacity building as CalAIM matures. DHCS has made 

significant investments to support MCPs’ and providers’ capacity and 

infrastructure to implement and expand ECM and Community Supports through 

PATH ($1.85B) and the Incentive Payment Program ($1.5B). As was clearly 

communicated for the last five years of the waiver period, PATH was designed 

and implemented as a time-limited investment to support initial planning, 

capacity-building efforts, implementation, and scaling activities. As part of the 

PATH application, review, and award process for Capacity and Infrastructure 

Transition, Expansion and Development (CITED) awardees, DHCS required 

applicants to submit sustainability plans demonstrating how PATH‑supported 

activities would be maintained over time. Sustainability was a core criterion in 

award decisions, and DHCS did not make awards to entities that were unable to 

demonstrate viable long‑term plans. Additionally, PATH participants in the 

Collaborative Planning and Implementation Initiative, for example, have 

developed tools to support providers as they assess and develop approaches to 

long-term sustainability as Medi-Cal providers. As PATH funding concludes, 

DHCS will continue to consider different approaches to support ongoing 

collaboration, technical assistance, and system learning. 

Comments on Low-Income Pregnant Women 

» Comment: One commenter requested clear guidance regarding the transition 

plan for the Low-Income Pregnant Women initiative.  

Response: DHCS appreciates the commenter’s question and seeks to clarify that 

the Section 1115 authority to provide full-scope Medi-Cal coverage to pregnant 

women with incomes from 109 percent of the FPL up to and including 138 

percent of the FPL (including all benefits that would otherwise be covered for 

pregnant women with incomes below 109 percent of the FPL) has already sunset, 

and coverage for this population is currently available under Medicaid State Plan 

authority. Therefore, it has no impact on current coverage. 
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Comments on Recuperative Care and Short-Term Post-Hospitalization Housing 

» Comment: Commenters broadly supported transitioning Recuperative Care (and 

sunsetting STPHH) to ILOS authority and recognized that the authority change 

could promote long-term sustainability. At the same time, commenters raised 

questions around how the transition would impact existing provider networks 

and contracts. They urged DHCS to ensure continuity of access, clear guidance, 

and sufficient reimbursement to maintain provider participation. 

Response: DHCS appreciates stakeholder support for transitioning Recuperative 

Care to ILOS authority as a pathway to sustain this critical service over the long 

term. DHCS recognizes the significant investments providers have made to 

expand Recuperative Care capacity. As DHCS advances implementation, the 

Department will continue to engage stakeholders and consider feedback to 

support a smooth transition that mitigates disruption to existing provider 

networks and preserves access for Medi-Cal members with complex medical and 

housing needs. 

» Comment: Many commenters raised sustainability concerns associated with the 

loss of room and board funding in Medi-Cal. Other commenters requested that 

DHCS find dedicated funding to fill the expected gap in DHCS’ pricing range for 

the service. 

Response: DHCS continues to explore options to ensure that the 

payment approach for Recuperative Care under ILOS authority is as 

sustainable as possible within federal parameters. DHCS is actively working with 

stakeholders to identify other non-Medi-Cal approaches to cover room and 

board.  

» Comment: Several provider commenters raised concerns about requiring clinical 

supervision of care coordination/case management in a Recuperative Care 

facility by a Licensed Vocational Nurse (LVN), as DHCS has recently proposed as a 

pre-decisional model. Commenters are concerned about adequate supply 

of qualified professionals and providers’ financial ability to sustain these staff as 

employees. Some commenters recommended anchoring California’s 

Recuperative Care model to NIMRC’s (national) Medical Respite Care Models 

rather than prescribing a minimum qualification for oversight of the Recuperative 

Care team. 
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Response: DHCS’ vision is to create a service definition for Recuperative Care 

in California that, through well-executed care coordination and case management 

onsite, focuses on providing access to needed clinical services as well as 

connections to other services for social needs. DHCS’ perspective is that the team 

performing the care coordination/case management must be clinically supervised 

by a professional with clinical knowledge/skill at the Recuperative Care facility, 

even though facilities will remain unlicensed. At present, NIMRC’s national 

standards do not set a specific bar for the qualification of the team lead. DHCS 

understands stakeholder concerns regarding the LVN proposal, including 

potential impacts on cost and feasibility. DHCS continues to work with 

stakeholders, including NIMRC, and is considering options to broaden the 

potential qualifications of Recuperative Care team leads.  

Comments on ECM and Other Community Supports 

» Comment: While outside of the scope of the CalAIM Section 1115 renewal 

application, many commenters expressed strong support for ECM and 

Community Supports, emphasizing that these programs are essential to 

integrating physical health, behavioral health, and social needs for Medi-Cal 

members with complex conditions. They highlighted that these services promote 

care continuity, reduce avoidable utilization, and support more integrated, 

person-centered care across delivery systems. Some commenters shared 

feedback around implementation of ECM and Community Supports, specifically 

around provider capacity, workforce shortages, reimbursement levels, 

administrative burden affecting ECM and Community Supports providers, and the 

importance of stronger alignment across MCPs, CBOs, and providers. 

Response: DHCS appreciates stakeholders’ strong support for the continuation of 

ECM and Community Supports and shares commenters' view that these 

programs are foundational to California's whole-person care model. DHCS will 

continue to work with providers, MCPs, community-based organizations, and 

other partners to strengthen implementation and promote access to these critical 

services. DHCS appreciates stakeholder input on implementation and will 

consider this feedback as the Department continues to refine and strengthen 

ECM and Community Supports as core components of CalAIM. 

Comments on Preliminary Evaluation Plan 
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» Comment: Several commenters recommended strengthening the evaluation of 

BridgeCare Pilots by including caregiver-related metrics (e.g., caregiver presence, 

hours of unpaid care, relationship, strain score), designing an evaluation 

approach that accounts for variation between local entities (e.g., participant 

outcomes, rates of access among demographic groups, disparities in waitlist 

data), and including metrics that quantify avoided institutional costs (e.g., 

measure nursing facility placement and readmission rates, total cost of care).  

Response: DHCS appreciates stakeholder feedback on opportunities to 

strengthen BridgeCare Pilots evaluation. Pending CMS approval, DHCS will 

contract with an independent evaluator to develop an evaluation approach that 

comprehensively assesses the impact of the pilots. DHCS will share the 

commenters’ recommendations with the independent evaluator to inform the 

final evaluation plan design. 

» Comment: Commenters offered recommendations to refine the evaluation of 

existing CalAIM initiatives. For the Justice-Involved Reentry Initiative, they 

recommended including metrics around social determinants of health (e.g., 

housing stability, employment, recidivism) and tracking performance metrics for 

the statewide reentry rollout (e.g., percentage of eligible individuals receiving 

pre-release assessments, Medi-Cal enrollment rates at release). For the initiative 

to align dual-eligibles’ Medi-Cal managed care and Medicare Advantage plans, 

one commenter recommended assessing impacts on access to higher-quality or 

more specialized Medicare Advantage plans, availability of specialized clinical 

programs and culturally responsive services, continuity of care for medically 

complex beneficiaries, and equity outcomes.  

Response: DHCS appreciates stakeholder feedback on the evaluation design of 

existing CalAIM initiatives. The Department will contract with an independent 

evaluator to refine the evaluation design for these initiatives. DHCS will share the 

commenters’ recommendations with the independent evaluator to inform the 

final evaluation plan design. 

» Comment: Commenters encouraged DHCS to strengthen the CalAIM evaluation 

framework. They recommended expanding beyond access and utilization to 

better capture population-level health outcomes, equity impacts, system 

performance, and cost containment and savings. They emphasized transparent, 

stratified reporting (by region and health plan) and clearer performance measures 

to support continuous improvement, regional learning, and accountability.  
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Response: DHCS appreciates stakeholder feedback on evaluation and 

performance measurement across CalAIM and recognizes the importance of 

transparent, meaningful metrics to assess outcomes and inform program 

refinement. DHCS will contract with an independent evaluator to develop an 

evaluation design that aligns with federal requirements and the state’s priorities. 

DHCS will consider stakeholder input and lessons learned to support 

accountability, demonstrate impact, and drive continuous improvement across 

the demonstration. 

Comments on Financing and Reimbursement 

» Comment: Several commenters recommended strengthening the budget 

neutrality analysis for the CalAIM Section 1115 demonstration renewal, including 

by utilizing assumptions around potential FMAP changes or implementation 

costs of new initiatives. 

Response: DHCS appreciates stakeholder feedback regarding the budget 

neutrality methodology for the CalAIM Section 1115 demonstration renewal. As 

part of the renewal submission, DHCS will continue to assess appropriate 

approaches to modeling utilization and costs, consistent with CMS guidance and 

federal requirements.  

» Comment: Two commenters recommended that DHCS establish a supplemental 

payment pathway to support intensive care coordination for dually eligible 

members, particularly for services delivered by community health centers. They 

noted that current payment structures do not adequately support the level of 

care management required for this population. 

Response: DHCS appreciates stakeholder feedback and will consider it in 

evaluating approaches to support effective care coordination for dually eligible 

members. 

» Comment: Two commenters noted that payment reform initiatives are advancing 

amid significant fiscal pressure and system complexity, creating implementation 

challenges for both providers and hospitals as they navigate multiple, concurrent 

state reforms (e.g., BH-CONNECT, BHSA). Both commenters emphasized the need 

for clear timelines, transparency, and consistent engagement as the state 

transitions toward more complex purchasing and value-based payment 

approaches.  
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Response: DHCS appreciates stakeholder input on payment reform 

implementation. As DHCS continues to advance new initiatives, the Department 

will consider stakeholder feedback on timelines and will continue working closely 

with counties, providers, and other partners to support consistent and sustainable 

implementation. 

Other Comments 

» Comment: Several commenters offered suggestions for areas DHCS could further 

explore as part of the CalAIM renewal and future Department efforts, which 

include improving coordination with the aging network, strengthening the role of 

community-based organizations within CalAIM, enhancing oversight and 

accountability for MCPs, and promoting behavioral health integration across 

CalAIM and related reforms, among other areas.  

Response: DHCS appreciates the range of stakeholder suggestions regarding 

additional areas for exploration and refinement. The Department will continue to 

consider stakeholder input as the Department identifies opportunities—within 

and beyond CalAIM—to strengthen coordination across implementation partners 

and support improved experiences and outcomes for Medi-Cal members. 

» Comment: Two commenters raised questions about the companion Section 

1915(b) waiver, specifically around the timing of the release of the CalAIM 

1915(b) waiver renewal for public comment. 

Response: The Department will communicate opportunities for public review and 

comment of the 1915(b) waiver in the coming months, consistent with state and 

federal transparency requirements. During this time, DHCS will release a summary 

of the 1915(b) waiver renewal request to support stakeholders’ and Tribal 

partners’ awareness and understanding. 

» Comment: Three commenters provided feedback on data infrastructure, 

governance, and oversight. Two of the commenters urged DHCS to establish 

consistent data exchange standards across all Community Supports to reduce 

administrative burden, enable statewide learning, and support more robust 

evaluation. One of the commenters emphasized the need for clearer governance 

expectations when working with implementation partners (e.g., Traditional 

Healers and Natural Helpers) around secure data handling, roles and 

responsibilities, and member data protections and greater operational clarity 

around data sharing. 
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Response: DHCS appreciates stakeholder feedback to improve the sharing, 

handling, and utilization of data. DHCS recognizes the importance of reliable data 

infrastructure, consistent standards, and appropriate oversight in supporting 

effective implementation of CalAIM services. Recently, DHCS published BHIN 26-

013 for county behavioral health delivery systems and APL 26-004 for MCPs to 

clarify data sharing requirements. The Department will continue to provide 

guidance and technical support and to consider stakeholder input as it refines 

data, reporting, and oversight approaches. 

» Comment: Some commenters provided feedback around activities and initiatives 

outside the scope of the CalAIM Section 1115 demonstration renewal, including 

the state budget, H.R. 1, BH-CONNECT, Medi-Cal delivery system structure, and 

the 1915(c) Assisted Living Waiver. 

Response: DHCS appreciates stakeholder feedback regarding related initiatives. 

While these comments are outside the scope of the CalAIM renewal application, 

DHCS acknowledges their importance and will pass them along to relevant 

Department stakeholders and consider them as part of broader policy 

discussions.  

https://www.dhcs.ca.gov/Documents/Behavioral-Health-Data-Sharing-BHIN-26-013.pdf
https://www.dhcs.ca.gov/formsandpubs/Documents/MMCDAPLsandPolicyLetters/APL%202026/APL26-004.pdf
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APPENDIX C – PUBLIC NOTICE 

PROPOSED CONTINUING CALAIM SECTION 1115 

DEMONSTRATION RENEWAL APPLICATION 
The California Department of Health Care Services (DHCS) is providing public notice of 

its intent to (1) seek a five-year renewal of the California Advancing & Innovating Medi-

Cal (CalAIM) Section 1115 demonstration and (2) hold public hearings to receive public 

comments on this request. A full draft of the proposed CalAIM Section 1115 

demonstration is available on the DHCS CalAIM waiver website: 

https://www.dhcs.ca.gov/provgovpart/Pages/CalAIM-1115-and-1915b-Waiver-

Renewals.aspx. 

I. Program Description and Demonstration Goals and 

Objectives 

California is seeking to build upon and consolidate the successes of the CalAIM initiative 

through this renewal request. Through the CalAIM Section 1115 demonstration approval 

in December 2021 and subsequent amendments in the following years, California 

received federal authority to implement a range of initiatives that have led to broad 

delivery system, program, and payment reforms across the Medi-Cal program. Renewing 

the CalAIM Section 1115 demonstration will enable California to further embed and 

strengthen the CalAIM initiative, continuing to expand coverage and access to benefits 

for certain eligible, high-need, hard-to-reach populations, with the objective of 

improving health outcomes for Medi-Cal members across the state. 

In July 2025, California published a concept paper outlining DHCS’ vision, principles, 

goals, and priorities for Medi-Cal in 2027 and beyond. DHCS articulated several guiding 

principles to ensure that DHCS’ initiatives continue to be effective, impactful, and 

sustainable. Leveraging these guiding principles, the state proposes three updated, 

primary goals for the renewal that seek to expand the reach and impact of CalAIM from 

2027 through 2031 that are aligned with California’s broader vision for Medi-Cal: 

1. Strengthen the ability of DHCS, plans, and providers to identify and intervene 

early to manage member risk and need through whole person care 

approaches that optimize member experience; 

2. Continue to move Medi-Cal to a more consistent and seamless system by 

further reducing complexity, strengthening accountability, and improving 

https://www.dhcs.ca.gov/provgovpart/Pages/CalAIM-1115-and-1915b-Waiver-Renewals.aspx
https://www.dhcs.ca.gov/CalAIM/Documents/Medi-Cal-Transformation-Concept-Paper.pdf
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program efficiency; and 

3. Continue to improve quality outcomes and drive delivery system 

transformation and innovation through value-based initiatives that allow 

members to receive the right care, at the right time, in the right place, at the 

right cost. 

II. Summary of Current Demonstration Features to Be 

Continued Under the Section 1115 Demonstration Renewal 

Following are the elements of the CalAIM Section 1115 demonstration that DHCS 

proposes to continue under the five-year renewal, with modifications as noted: 

» Reentry Services for Justice-Involved Populations 90-Days Pre-Release: 

Through the Justice-Involved Reentry Initiative, California covers a targeted set of 

Medi-Cal services (e.g., comprehensive case management, medication assisted 

treatment or medications for addiction treatment (MAT), and physical and 

behavioral health clinical consultation) for up to 90 days immediately prior to a 

youth or eligible adult’s expected date of release from a state prison, county jail, 

or youth correctional facility. Individuals participating in the Initiative also receive 

a supply of medications and medically necessary durable medical equipment in 

hand upon their release. DHCS seeks to renew its waiver and expenditure 

authorities without modifications. 

» Drug Medi-Cal Organized Delivery System (DMC-ODS) – Waiver of the 

Institutions for Mental Diseases (IMD) Exclusion for Substance Use Disorder 

(SUD) Services: The DMC-ODS is a non-risk managed care program for the 

organized delivery of SUD treatment services to eligible Medi-Cal members with 

SUDs by providing a continuum of care modeled after the American Society of 

Addiction Medicine (ASAM) Criteria for SUD treatment services, which is a county 

opt-in program. The state is seeking a renewal of its expenditure authority 

allowing federal reimbursement for Medi-Cal services provided to short-term 

residents of IMDs receiving SUD services covered as part of the DMC-ODS. Other 

current elements of the DMC-ODS that do not require Section 1115 

demonstration authority, including continued authority for the DMC-ODS 

managed care delivery system and waivers of statewideness and comparability 

associated with DMC-ODS benefits, will be requested in the companion CalAIM 

1915(b) waiver renewal. The expanded continuum of services currently available 

under Medi-Cal State Plan authority in opt-in counties will remain in place. 
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» County Option to Cover Select Outpatient SUD Services: To help the state 

expand access and coverage to SUD services, the state is seeking waivers of 

statewideness and comparability to enable DMC counties to offer outpatient SUD 

State Plan services currently only available at county option in DMC-ODS 

counties, including care coordination, recovery services, withdrawal management 

services, and partial hospitalization, in addition to peer support services. The state 

is seeking to modify its waivers of statewideness and comparability currently 

approved for peer support services to enable these additional SUD services to be 

offered at a DMC county’s option. The state is also seeking new authority for 

DMC counties to opt-in to cover mobile crisis services. 

» Recovery Incentives: California was the first state in the nation to receive CMS 

approval to cover Recovery Incentives, sometimes referred to as contingency 

management services, under the CalAIM Section 1115 demonstration. Recovery 

Incentives are an evidence-based practice to reward participants with stimulant 

use disorder for meeting treatment goals. The state plans to continue to offer this 

benefit in the DMC-ODS and requests to expand its waivers of statewideness and 

comparability and the expenditure authority to start offering this benefit in DMC 

counties. 

» Traditional Healers and Natural Helpers: In October 2024, California received 

approval to cover traditional health care practices (THCPs), defined as Traditional 

Healer and Natural Helper services. This authority grants eligible Medi-Cal 

members access to culturally based care provided by Indian Health Service (IHS) 

facilities, Tribal health clinics, and Urban Indian organizations (UIOs) through the 

DMC-ODS. DHCS requests to renew its existing expenditure authorities with no 

modifications to continue to cover these services through the DMC-ODS and 

retain flexibility to cover these services for other conditions beyond SUD and for 

other delivery systems. 

» Coverage for Out-of-State Former Foster Care Youth: The CalAIM Section 1115 

demonstration authorizes Medi-Cal coverage for former foster care youth under 

age 26 who were in foster care under the responsibility of another state or a tribe 

when they aged out. DHCS requests a renewal of this expenditure authority 

without modifications. 

» Chiropractic Services from IHS and Tribal Facilities: As part of the CalAIM 

Section 1115 demonstration in 2021, DHCS received approval to provide 

reimbursement for chiropractic services provided by IHS and Tribal providers for 
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which Medi-Cal coverage was eliminated by state plan amendment (SPA) 09-001. 

DHCS requests a renewal of this expenditure authority without modifications. 

» Modification of Asset Test for Deemed Supplemental Security Income (SSI) 

Populations: In 2021, the California legislature directed DHCS to implement a 

two-phased approach to increase and eliminate the asset limits for low-income 

individuals whose eligibility is not determined using modified adjusted gross 

income (MAGI)-based financial methods. In response, DHCS submitted and 

received CMS approval on a two-fold request in 2022 to amend the CalAIM 

Section 1115 demonstration to raise and then eliminate a resource disregard for 

Deemed SSI groups, specifically the Pickle Amendment group, the Disabled Adult 

Child group, and the Disabled Widow/Widower group. This authority permitted 

the state to apply a disregard of $130,000 for a single Medi-Cal enrollee and 

$65,000 for each additional household member effective July 2022. Effective 

January 1, 2024, DHCS eliminated the asset limits for these populations. DHCS 

requests to renew its existing waiver and expenditure authorities with one 

modification—pursuant to recently enacted state budget, the state seeks to 

reinstate the Medi-Cal asset limit tests for these Deemed SSI populations at 

$130,000 for an individual Medi-Cal member and $65,000 for each additional 

household member. 

» Align Dually Eligible Enrollees’ Medi-Cal Managed Care Plan and Medicare 

Advantage Plan: To promote coordination and integration, the CalAIM Section 

1115 demonstration allows the state to align a dually eligible member’s Medicaid 

plan with their MA plan choice if the MA plan has an affiliated Medicaid plan. 

DHCS seeks to renew its expenditure authority without modifications. 

» Managed Care Authority to Limit Plan Choice in Certain Counties: In August 

2023, California received approval from CMS to limit choice of MCPs in metro, 

large metro, and urban counties operating under the COHS and Single Plan 

models. The state is seeking to renew this expenditure authority for payments to a 

managed care entity that would not meet the otherwise applicable statutory 

requirement that require members to have a choice of at least two MCPs. 

» Global Payment Program (GPP): Since its launch in 2015, the GPP combined 

demonstration-authorized uncompensated care funding with Disproportionate 

Share Hospital (DSH) funds and established a new method of compensating 

participating designated public hospital systems for caring for uninsured 

individuals focused on cost-effective and higher-value care. DHCS seeks to renew 
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the GPP waiver and expenditure authorities to increase access to, stabilize, and 

strengthen the providers and provider networks available to serve Medicaid and 

low-income populations. 

III. Summary of New Medi-Cal Program Features to Be 

Included in the CalAIM Section 1115 Demonstration 

Following are the new elements for which DHCS proposes to obtain waiver and 

expenditure authority under the five-year renewal: 

» Employment Supports: Considering the new federally mandated work and 

community engagement requirements for expansion adults, DHCS is seeking 

CMS approval to include Employment Supports as a county opt-in Medi-Cal 

covered benefit to address barriers to employment, support sustained workforce 

participation, and promote economic stability among Medi-Cal members. 

Employment Supports would include job readiness assessments, individualized 

employment planning, job placement assistance, and post-employment retention 

services. California also requests funding resources for initial start-up activities to 

support DHCS and electing counties with planning and development activities to 

implement Employment Supports. 

» BridgeCare Pilots: DHCS is seeking CMS approval to provide a set of home-and 

community-based services (HCBS) and caregiver supports as county opt-in to 

"near duals” defined as low-income Medicare beneficiaries with incomes close to 

but above Medicaid income requirements —between 138–220 percent FPL—with 

significant health needs who lack resources for adequate care. The overarching 

goals of BridgeCare Pilots are to support older adults to remain in their homes 

and communities, prevent costly institutionalization and impoverishment that 

leads to Medicaid enrollment, improve health outcomes, and reduce avoidable 

health care spending in the Medicare and Medicaid programs for this vulnerable 

population. 

IV. Summary of Current Demonstration Features Being 

Discontinued or Transitioned to Other Authority 

As a result of both the CalAIM implementation and evolving federal policy, several 

authorities in the CalAIM Section 1115 demonstration will be transitioned to other 

authorities or are no longer needed. 
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» Recuperative Care and Short-Term Post-Hospitalization Housing: California 

is committed to continuing the full continuum of care that has been provided 

today under both recuperative care and short-term post-hospitalization housing. 

Specifically, DHCS seeks to create a model for recuperative care that incorporates 

the levels of care offered under both recuperative care and short-term post-

hospitalization housing, and sunset short-term post-hospitalization housing as a 

separate Community Support. California plans to transition federal authority for 

recuperative care from Section 1115 waiver authority to Medicaid managed care 

in lieu of services (ILOS) authority. ILOS is a permanent option for state Medicaid 

programs enshrined in federal Medicaid managed care regulations and 

memorialized in approved MCP contracts. 

» Providing Access and Transforming Health (PATH) Initiative: As part of the 

2021 renewal of the CalAIM Section 1115 demonstration, DHCS received CMS 

approval of the PATH initiative—a five-year, $1.85 billion initiative to build up the 

capacity and infrastructure of on-the-ground partners, such as community-based 

providers and organizations, hospitals, county agencies, Tribes, and others, to 

successfully participate in the Medi-Cal delivery system as California launched 

Enhanced Care Management (ECM), Community Supports, and Justice-Involved 

reentry services under CalAIM. Over the past five years, DHCS and partners across 

the state have achieved the goals of the PATH initiative, evidenced by the broad 

availability of ECM and Community Supports across California and the launch of 

pre-release services in the state. In light of PATH’s success and, consistent with 

the original intent of the initiative to provide time-limited support to community-

based providers to prepare them for ECM and Community Supports, the state 

plans to sunset waiver and expenditure authorities for the PATH initiative as part 

of this renewal. 

» Designated State Health Program (DSHP) Financing: California has utilized 

DSHP funding to advance delivery system reform initiatives and improve the 

health of Medi-Cal members. CMS approved the use of DSHP for states that used 

the “freed up” state funding for initiatives likely to assist in promoting the 

objectives of Medicaid, such as improving access to high-quality covered services. 

Under the CalAIM demonstration, DSHP funding was used to support the 

following initiatives under PATH: TA Marketplace Initiative, Collaborative Planning 

and Implementation Initiative, CITED Initiative, and the Justice-Involved Capacity 

Building Program. Given that CMS has indicated it will no longer approve DSHPs, 

https://www.dhcs.ca.gov/CalAIM/Pages/CalAIM-PATH.aspx
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along with the conclusion of the PATH initiative, DHCS is not seeking to renew its 

expenditure authority for DSHP. 

» Community-Based Adult Services (CBAS): California intends to transition 

coverage of its CBAS benefit from its CalAIM Section 1115 demonstration to 

1915(i) state plan authority to strengthen this benefit as an entitlement. CBAS is 

an outpatient, facility-based program (e.g., adult day health center) that delivers 

skilled nursing care, social services, therapies, personal care, family/caregiver 

training and support, nutrition services, care coordination, and transportation 

predominantly available through Medicaid managed care to adult Medi-Cal 

members eligible under the aged, blind or disabled groups meeting functional 

eligibility for CBAS residing in counties across the state. As DHCS transitions 

CBAS into a permanent authority, the Department will seek technical assistance 

from CMS and work closely with its implementation partners to ensure that it can 

continue to make the CBAS benefit available with no coverage disruptions for 

Medi-Cal members receiving this critical service. 

» Low-Income Pregnant Women: As part of the CalAIM Section 1115 

demonstration in 2021, CMS approved the state’s authority to provide full-scope 

Medi-Cal coverage to pregnant women with incomes from 109 percent of the FPL 

up to and including 138 percent of the FPL (including all benefits that would 

otherwise be covered for pregnant women with incomes below 109 percent of 

the FPL) until December 31, 2021. DHCS transitioned the authority for these 

services from Section 1115 authority to the Medi-Cal State Plan. Since this 

authority has already sunset, DHCS is not requesting that it be included in the 

renewal of the CalAIM Section 1115 demonstration. 

V. Summary of Eligibility, Cost-Sharing, Benefits and Delivery 

System 

A. Eligibility Requirements 

The continuing initiatives under the CalAIM 1115 renewal do not affect Medi-Cal 

eligibility under the Medi-Cal State Plan, except for Deemed SSI groups (specifically the 

Pickle Amendment group, Disabled Adult Child group, and the Disabled 

Widow/Widower group), as well as out-of-state former foster care youth. Deemed SSI 

groups are impacted due to the state’s request to modify and reinstate the asset limit 
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test. Under the renewal, California will provide Medi-Cal coverage to out-of-state former 

foster care youth. 

The new initiatives proposed as part of this renewal will impact Medi-Cal eligibility. 

Through the Employment Supports initiative, Medi-Cal members in the expansion group 

who have not been found exempt from work and community engagement requirements 

may be eligible for Employment Supports if they live in a county that has opted in to 

provide Employment Supports. Through BridgeCare Pilots, the “near duals” 

population—low-income Medicare beneficiaries with incomes just above the Medicaid 

income limit—may be eligible for a set of HCBS so long as they meet certain eligibility 

criteria. 

B. Cost Sharing 

Participants in BridgeCare Pilots will be required to pay cost-sharing up to a specified 

percent of the average monthly cost of their BridgeCare services. The state expects to 

develop a cost sharing schedule based on participant income level. There are no cost-

sharing requirements for any other initiatives in the proposed CalAIM Section 1115 

renewal. 

C. Health Care Delivery Systems and Benefits 

Most initiatives in the CalAIM Section 1115 demonstration renewal maintain the current 

health care delivery system and Medi-Cal benefits. However, one primary change is 

DHCS’ request to allow DMC counties, at their discretion, to offer a set of outpatient 

SUD treatment and withdrawal management services that are currently limited to the 

DMC-ODS delivery system. 

In addition, through BridgeCare Pilots and Employment Supports, new Medi-Cal services 

will be available to individuals. Medi-Cal members in the expansion group who have not 

been found exempt from or compliant with work and community engagement 

requirements may be eligible for Employment Supports if they reside in a county that 

has opted in to provide this benefit. Low-income Medicare beneficiaries with incomes 

just above the Medicaid income limit who meet certain eligibility criteria will be able to 

access a set of Medi-Cal covered HCBS. Employment Supports may be available to those 

receiving care in the Medi-Cal managed care and fee-for-service (FFS) delivery systems 

who live in a county that has opted in to provide this benefit. BridgeCare Pilot benefits 

will be available through FFS Medi-Cal. 



 

 

 

 

Eligibility Group Name Social Security Act and CFR Citations

Individuals Who Would be Eligible for SSI/SSP but for OASDI 
COLA Increases  Stnce April 1997 (also known as 
the �Pickle� group)

Disabled Widows and Widowers

Disabled Adult Children

 

 

 

 

 

 

 

 

 

 

 

Historical Enroliment

Population DY 18 DY 19 DY 20 DY 21 DY 22

 





Historical Enrollment (in thousands)�

Category of Aid DY 18 1/1/22 - 12/31/22DY 19 1/1/23 - 12/31/23DY 20 1/1/24 - 12/31/24DY 21  1/1/25 - 12/31/25DY 22 1/1/26 - 12/31/26

Families and Children 
(not CHIP)

6,450 6,532 6,313 5972 5,720

CHIP 1,282 1,270 1242 1,219 1,215

ACA Expansion 4,898 5,102 5,076 4976 4,824

Seniors and Persons with 
Disabilities

2,231 2,288 2,374 2,490 2,559

Other 43 42 44 45 45

Total 14,904 15,234 15,049 14,702 14,363

 

 

 

Projected Enrollment (in thousands)'

Category of Aid DY 23 1/1/27 - 12/31/27DY 24 1/1/28 - 12/31/28DY 25 1/1/29 - 12/31/29DY 26 1/1/30 - 12/31/31DY 27 1/1/32 - 12/31/32

Families and Children 
(not CHIP)

5,515 5,440 5432 5432 5,432

CHIP 1,207 1,206 1,206 1,206 1,206

ACA Expansion 4,282 4,078 4,068 4,068 4,068

Seniors and Persons with 
Disabilities

2,573 2,549 2,546  2,546

Other 44 44 44 44 44
Total 13,621 13,317 13,296 13,296 13,296



 

 

 

 

Historical Expenditures (in thousands of dollars)
Expenditure AuthoritiesDY 18 1/1/22 - 12/31/22DY 19 1/1/23 - 12/31/23DY 20 1/1/24 - 12/31/24DY 21 1/1/25 - 12/31/25DY 22 1/1/26 - 12/31/26

Justice-Involved Reentry 
Initiative

$0 $0 $1,471 $99,601 $183,188

DMC-0ODS: IMD Walver$367,549 $422,452 $545,741 $572,889 $ 601,534

Recovery Incentives $0 $1,528 $6,156 $13,875 $17,228

Traditional Healers and 
Natural Helpers

$0 $0 $0 $13,538 $17,945

Out-of-State Former Foster 
Care Youth

$341 $488 $482 $526 $581

Chiropractic Services from 
IHS and Tribal Facilities

$358 $383 $202 $332 $623

Asset Limit $10 $191 $201 $259 $264



      GPP $2,577,959 $2,867,465 $2,869,461 $2,956,347 $3,009,178

HRSN2 $76,046 $49,301 $86,436 $161,677 $236,605

PATH $22,844 $114,678 $196,957 $653,718 l $629,842

DSHP $0 $323,213 $323,213 $323,213 $323,213

CBAS $703,930 $750,694 $857,427 $937,147 $983,536

Total $3,749,037 $4,530,393 $4,887,747 $5,733,122 $6,003,737

 

 

 

 

Projected Expenditures (in thousands of dollars)
Expenditure AuthoritiesDY 23 1/1/27 - 12/31/27DY 24 1/1/28 - 12/31/28DY 25 1/1/29 - 12/31/29DY 26 1/1/30 - 12/31/30DY 27 1/1/31 - 12/31/317

Justice-Involved Reentry 
Initiative

$244,992 $257,120 $269,847 $283,205 $297,223

DMC-ODS: IMD Waiver$584,466 $613,689 $644,373 $676,592 $710,421

Recovery Incentives $18,089 $18,994 $19,994 $20,941 $21,988

Traditional Healers and 
Natural Helpers

$20,177 $26,392 $34,525 $45,165 $59,088

Out-of-State Former Foster 
Care Youth'

$610 $640 $672 $705 $740

Chiropractic Services 
from IHS and 
Tribal Facilities

$675 $733 $795 $862 $935

Asset Limit $535 $573 $613 $657 $703

GPP $3,071,214 $3,124,122 $3,178,088 $3,233,133 $3,289,280
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Employment 

Supports 
$272,370 $314,856 $506,373 $608,877 $723,964 

BridgeCare 

Pilots 
$8,021 $11,811 $15,241 $15,431 $15,342 

Total $4,221,149 $4,368,930 $4,670,521 $4,885,568 $5,119,684 

1 Out-of-state Former Foster Care Youth estimated expenditure projections are based on the estimated 

increase in rates applicable to the specified aid code. 

2 IHS Chiropractic Services estimated expenditures are based on average encounters and average change 

in rates from prior years. 

3 GPP projections assume DSH Allotments will increase by 2 percent each year. Projections assume the UC 

split will remain at 20.371 percent. UC Pool funding is included in projections. 

VII. Section 1115 Demonstration Waiver and Expenditure 

Authorities 

DHCS intends to maintain the relevant waiver and expenditure authorities previously 

approved under the CalAIM Section 1115 demonstration as part of this renewal with 

minor to no modifications. DHCS is also proposing new relevant waiver and expenditure 

authorities for new initiatives as part of this renewal and will be seeking CMS technical 

assistance in validating the necessary authorities. DHCS is also proposing to discontinue 

coverage of initiatives under Section 1115 demonstration authority and transition these 

initiatives to other authorities. Under the authority of Section 1115(a)(1) of the Act, 

California is requesting the renewal of approved waiver and expenditure authorities to 

implement the CalAIM Section 1115 demonstration through December 31, 2031. 

To the extent that CMS advises the state that additional authorities are necessary to 

implement the programmatic vision and operational details described above, the state is 

requesting such waiver or expenditure authority, as applicable. California’s negotiations 

with the federal government and potential legislative or budget changes could lead to 

refinements in these lists. 

Waiver Authorities 

Under the authority of Section 1115(a)(1) of the Act, California is requesting the renewal 

and start of the below waiver authorities to implement the CalAIM Section 1115 

demonstration. 

Table 8. Waiver Authority Requests 

      Employment Supports



Waiver Authority Use for Waiver Currently Approved Waiver 
Request?

Title XIX Authorities

1. Section 1902(a)(13)(A) (insofar 
as it incorporates Section 
1923) DSH Requirements

Yes

2. Section 1902(a)(1) Statewideness Yes, with modifications 
to allow 
the state to geographically 
limit the 
provision of Employment 
Supports, 
select outpatient 
SUD services, 
and BridgeCare 
Pilots

 

 

 

 

 

 

 



Waiver Authority Use for Waiver Currently Approved Waiver 
Request?

3. Section  1902(a)(10)(B) and 
1902(a)(17) Amount, Duration, 
and Scope and Comparability

Yes, with modifications 
to reinstate 
the Medi-Cal 
asset limit for 
Deemed SSI groups, 
waive comparability 
for Employment 
Supports, 
and allow for 
DMC to waive comparability 
for Recovery 
Incentives and 
other

 

 

 

 

 

 

 

 

 



Waiver Authority Use for Waiver Currently Approved Waiver 
Request?

 services for SUD, for short-term residents, in facilities that meet the 
definition of an IMD that are not otherwise available to all members 
in the same eligibility group.  ﾻ To enable the state to provide 
Recovery Incentives in approved DMC-ODS and DMC counties, 
to eligible individuals with SUDs under the DMC-ODS and 
DMC programs that are not otherwise available to all members 
in the same eligibility group.  ﾻ To enable the state to provide 
peer support specialist services within electing DMC counties. 
 ﾻ To enable the state to apply targeted resource disregards 
of $130,000 for a single individual and an additional $65,000 
per household member, up to a maximum of ten household 
members as of January 1, 2027 for the following populations: 
 iv. The Pickle Group under Section 1939(a)(5)(E) of the 
Act and 42 CFR 435.135;  v. The Disabled Adult Child group under 
Sections 1634(c) and 1939(a)(2)(D) of the Act; and  vi. The Disabled 
Widow/Widower group under Sections 1634(d), 1939(a)(2)(C), 
and 1939(a)(2)(E) of the Act and 42 CFR 435.137-138. 
 ﾻ (Medicaid Requirements Not Applicable to these Medicaid 
Expenditure Authorities) To enable the state to provide only 
a limited set

outpatient SUD services



Waiver Authority Use for Waiver Currently Approved Waiver 
Request?

 of pre-release services to qualifying members that are different than 
the services available to all other members outside of carceral 
settings in the same eligibility groups authorized under the 
state plan or the demonstration

 

4. NEW: Section 1902(a)(8) Reasonable 
Promptness

ﾻ NEW: To enable the state to prioritize and limit the number of Medi-Cal 
members who receive Employment Supports.  ﾻ NEW: To 
enable the state to prioritize and limit the number of individuals who 
receive BridgeCare services.

 

5. Section  1902(a)(84)(D) Coverage 
of Certain Screening, 
Diagnostic, and Targeted 
Case Management Services 
for Eligible Juveniles in 
the 30 Days Prior to Release

ﾻ To enable the state not to provide coverage of the screening, diagnostic, 
and targeted case management services identified in Section 
1902(a)(84)(D) of the Act for eligible Jjuveniles described in 
Section 1902(nn)(2) of the Act as a state plan benefit in the 30 days 
prior to the release of such eligible juveniles from a public institution, 
to the extent and for the period that the state instead provides 
such coverage to such eligible juveniles under the approved 
expenditure authorities under this demonstration. The state 
will provide coverage to eligible juveniles described in Section 
1902(nn)(2) in alignment with Section 1902(a)(84)(D) of the 
Act at a level equal to or greater than would be required under the 
state plan.

Yes



Waiver Authority Use for Waiver Currently Approved Waiver 
Request?

6. Section 1902(a)(23)(A) Freedom 
of Choice

ﾻ  NEW: To enable the state to limit the providers who are authorized 
to deliver Employment Supports.  NEW: To enable the state 
to restrict freedom of choice of provider for individuals receiving 
benefits through BridgeCare Pilots.  (Medicaid Requirements 
Not Applicable to these Medicaid Expenditure Authorities) 
To enable the state to require qualifying members to receive 
pre-release services, as authorized under this demonstration, 
through only certain providers.

Yes, with modifications 
to allow the 
state to limit provider 
choice for Employment 
Supports and 
the BridgeCare Pilots.

7. Section 1902(a)(27) and 1902(a)(78) 
Requirements for 
Providers Under the State 
Plan

ﾻ  (Medicaid Requirements Not Applicable to these Medicaid Expenditure 
Authorities) To enable the state to not require carceral 
providers to enroll in Medi-Cal to provide, order, refer, or prescribe 
pre-release services as authorized under this demonstration.

 

8. Section 1902(a)(10)(B) , 1902(a)(23), 
and 1902(a)(1) Comparability; 
Freedom of Choice; 
 Statewideness

(Medicaid Requirements Not Applicable to these Medicaid Expenditure 
Authorities) To the extent necessary to allow the state 
to offer the coverage described in Expenditure Authority 15 only 
if the covered THCPs are received through IHS facilities, facilities 
operated by Tribes or Tribal organizations under the ISDEAA, 
or facilities operated by UIO under Title V of the Indian Health 
Care Improvement Act by Medicaid members who are able to 
receive services delivered by or through these facilities. These sections 
of the Act are not applicable to the extent

Yes



Waiver Authority Use for Waiver Currently Approved Waiver 
Request?

 necessary to allow the state to phase in implementation of the coverage 
described in Expenditure Authority 15 to subsets of members 
otherwise eligible for that coverage in limited regions of the 
state.

 

9. Section 1902(a)(14) Cost Sharingﾻ NEW: To enable the state to impose premiums, deductions, cost 
sharing, and similar charges for individuals participating in BridgeCare 
Pilots that exceed the statutory limitations.

No

Title XXI Authority

10.Section 2102(d)(2) Coverage 
of Certain Screening, 
Diagnostic, and Targeted 
Case Management 
Services for Low-Income 
Children in the 30 
Days Prior to Release

ﾻ To enable the state not to provide coverage of the screening, diagnostic, 
and case management services identified in Section 2102(d)(2) 
of the Act for targeted low- income children as a state plan 
benefit in the 30 days prior to the release of such targeted low-income 
children from a public institution, to the extent and for the 
period that the state instead provides such coverage to such targeted 
low-income children under the approved expenditure authorities 
under this demonstration. The state will provide coverage 
to targeted low- income children in alignment with Section 
2102(d)(2) of the Act at a level equal to or greater than would 
be required under the state plan.

Yes



Waiver Authority Use for Waiver Currently Approved Waiver 
Request?

11.Section 2107(e)(1)(D) Requirements 
for Providers under 
the State Plan

ﾻ  (Title XXI Requirements Not Applicable to the Title XXI Expenditure 
Authority) To enable the state to not require carceral providers 
to enroll in Medi-Cal to provide, order, refer, or prescribe pre-release 
services as authorized under this demonstration.

Yes

 

 

 

Expenditure Authority Use for Expenditure Authority Currently Approved Expenditure 
Authority?

| Title XIX Authorites ]

1. Expenditures related to the GPP 
for Public Health Care Systems

Expenditures for payments to eligible Public Health Care Systems 
to support participating Public Health Care Systems providers 
that incur costs for uninsured care under a value-based 
global budget structure.

Yes

2. Chiropractic Services Provided 
by IHS and Tribal Faciliti

Expenditures for chiropractic services for which Medi-Cal coverage 
was eliminated by SPA 09-001 that are furnished by IHS/Tribal 
providers to individuals enrolled in the Medi-Cal program.

Yes



Expenditure Authority Use for Expenditure Authority Currently Approved Expenditure 
Authority?

3. Expenditures Related to DMC- 
ODsS for Residential and Inpatient 
Treatment for Individuals 
with Ssub

Expenditures for otherwise covered Medicaid services furnished 
to qualified DMC-ODS members who are primarily receiving 
treatment and withdrawal management services for SUD 
as short- term residents in facilities that meet the definition 
of an IMD.

 

4. Expenditures Related to Recovery 
Incentives

Expenditures for Recovery Incentives services provided to qualifying 
DMC-ODS and DMC members who reside in a DMC- 
ODS or DMC county that elects and is approved by DHCS 
to pilot the Recovery Incentives benefit.

Yes

. Expenditures Related to Align Dually 
Eligible Enrollees� Medi- 
Cal Managed Care Plan and 
Medicare Advantage Plan

ﾻ Expenditures under contracts with Medicaid plans that do not meet 
the requirements under Section 1903(m)(2)(A)(vi) of the Act 
insofar as that provision requires compliance with requirements 
in Section 1932(a)(4)(A)(ii)(1) of the Act and 42 CFR 
438.56(c)(2)(i) to the extent necessary to allow the state to 
keep a beneficiary in an affiliated Medicaid plan once the beneficiary 
has selected a MA plan unless and until the beneficiary 
changes MA plans or selects Original Medicare.

Yes

6. Expenditures Related to Coverage 
for Out- of-State Former 
Foster Care Youth

ﾻ Expenditures to extend eligibility for full Medicaid State Plan benefits 
to former foster care youth who are under age 26, were 
in foster care under the responsibility of another state or tribe 
in such state on the date of attaining 18 years of age, or

Yes



Expenditure Authority Use for Expenditure Authority Currently Approved Expenditure 
Authority?

 such higher age as the state has elected, and were enrolled in Medicaid 
on that date.

�

7. Expenditures for Modification of Asset 
Test for Deemed SSI Populations

ﾻ Expenditures to extend eligibility for individuals in the following 
Deemed SSI populations who are eligible based on applying 
a targeted asset disregard of  ﾻ $130,000 for a single individual 
and an additional $65,000 per household member, up 
to a maximum of ten household members as of January 1, 2027 
for the following populations:  iv. The Pickle Group under Section 
1939(a)(5)(E) of the Act and 42 CFR 435.135;  v. The Disabled 
Adult Child group under Sections 1634(c) and 1939(a)(2)(D) 
of the Act; and  vi. The Disabled Widow/Widower 
group under Sections 1634(d), 1939(a)(2)(C), and 
1939(a)(2)(E) of the Act and 42 CFR 435.137-138.

Yes, with a technical modification

8. Expenditures Related to Reentry 
Services for Justice- Involved 
Populations 90- Days Pre-Release

ﾻ  Expenditures for pre-release services provided to qualifying Medicaid 
members and members who would be eligible for CHIP 
if not for their incarceration status, for up to 90 days immediately 
prior to the expected date of release from a participating 
state prison, county jail, or youth correctional facility.

Yes



Expenditure Authority Use for Expenditure Authority I� Currently Approved 
Expenditure 
Authority?

9. Expenditures Related to Managed 
Care Authority to Limit Plan 
Choice in Certain Counties

ﾻ Expenditures under contracts with managed care entities that 
do not meet the requirements in Sections 1903(m)(2)(A)(vi) 
and 1932(a)(3) of the Act in so far as implemented 
at 42 CFR 438.52(a) to the extent necessary to allow 
the state to limit the choice of MCPs in Metro, Large Metro, 
and Urban counties in California and to allow counties to 
participate or continue participating in COHS and Single Plan 
managed care models.

Yes

10.Expenditures Related to Traditional 
Healers and Natural Helpers

Expenditures for THCPs received through IHS facilities, facilities 
operated by Tribes or Tribal organizations under the ISDEAA, 
or facilities operated by UIOs under Title V of the Indian 
Health Care Improvement Act, by Medicaid members who 
are able to receive services delivered by or through these facilities.

Yes

11.NEW: Expenditures Related to 
Employment Supports

Expenditures for Employment Supports provided to qualifying demonstration 
members who reside in counties that elect to provide 
Employment Supports.  Expenditures for state and local 
planning and development activities for initial start-up of Employment 
Supports.

No

12.NEW: Expenditures Related to 
BridgeCare Pilots

ﾻ  Expenditures for BridgeCare Pilot services by entities that elect 
to and are authorized by the state to operate an approved 
BridgeCare Pilot program provided to eligible individuals 
ages 65  T e s

No



: Use for Expenditure Authority Currently Approved Expenditure 
Authority?

� Medicare, meet nursing facility level of care, reside in home and 
community based settings with incomes between 138-220 
percent federal poverty level who are not otherwise eligible 
for Medi- Cal.  To authorize the reinvestment of state- designated 
shared savings towards applicable demonstration expenditures. 
To calculate the amount of state- designated shared 
savings available for use under this authority, a calculation 
will be made to determine the difference between projected 
and actual total Medicare costs. A baseline projected 
cost will be determined and actual costs will be compared 
against the baseline.

 

Title XXI Authorities

 ﾻ Expenditures for pre-release services provided to qualifying demonstration 
members who would be eligible for CHIP if not for 
their incarceration status, for up to 90 days immediately prior 
to the expected date of release from a participating state prison, 
county jail, or youth correctional facility.

Yes

\ Expenditures for THCPs received through IHS facilities, facilities 
operated by Tribes or Tribal organizations under the ISDEAA, 
or facilities operated by UIOs under Title V of the Indian 
Health Care Improvement Act hv CHIP mambare whon ara 
ahle tn

Yes



Expenditure Authority Use for Expenditure Authority Currently Approved Expenditure 
Authoritv?

 receive services delivered by or through  these facilities. |

 

 

 

Hypotheses Evaluation Approach Data Sources

New Initiatives

 Employment Supports

Employment Supports will upport Medi-Cal 
nroliment.

DHCS will track enrollment data. ﾻ Medi-Cal Eligibility Data System (MEDS) 
ﾻ California Statewide  Automated 
Welfare Systems (CalSAWS)

Employment Supports will educe Medi-Cal 
isenrollment at renewal.

DHCS will track disenrollment data at renewal.ﾻ MEDS ﾻ CalSAWS

Employment Supports will upport continuity 
of care.

DHCS will track utilization of Medi-Cal services 
of individuals who received Employment 
Supports.

ﾻ California Medicaid Management Information 
System (CA- MMIS)



  Data Sources 

  ﾻ Post Adjudicated Claims & Encounters 
System (PACES)  ﾻ Short Doyle 
ﾻ Medi-Cal Rx  ﾻ California Dental 
Medicaid Management Information 
System (CD- MMIS)

BridgeCare Pilots

BridgeCare Pilot participation will delay 
or avoid Medi-Cal enrollment among 
BridgeCare Pilot participants.

DHCS will compare the expected Medi-Cal 
enrollment rates for the �near 
duals� population eligible for the 
BridgeCare Pilot with the enrollment 
rates among program participants.

MEDS

BridgeCare Pilot participation will reduce 
total current and future Medicaid 
and Medicare spending among 
BridgeCare Pilot participants.

DHCS will compare the expected total Medicare 
and Medicaid expenditures for 
the total near-dual population eligible 
to receive| services with the actual 
expenditures incurred by BridgeCare 
pilot participants.

ﾻ Medicare claims data  ﾻ Medicaid claims 
data

Renewing Initiatives

Reentry Services for Justice-Involved Populations 90-Days Pre-Release

The Justice-Involved Reentry nitiative will 
increase

DHCS will continue to evaluate through 
a comparison of number of

ﾻ Medicaid claims data  ﾻ Correctional agency 
data



   

overage for eligible Medi- al members. individuals pre-release and lpost-release: 
 ﾻ  Medicaid Coverage Eligibility 
screening Eligibility  Suspended 
status

 

[The Justice-Involved Reentry nitiative will 
increase access Ito services prior to 
release land improve transitions and 
lcontinuing of care upon [release for 
eligible Medi-Cal [members.

IDHCS will continue to levaluate through 
a |comparison of number of individuals 
pre-release and lpost-release: 
 ﾻ Pre-release care management 
 ﾻ Pre-release medication 
billing ﾻ Pre-release MAT  treatment 
 ﾻ Pre-release prescription fills 
 ﾻ Post-release prescriptior fills  ﾻ Pre-release 
behavioral health treatment 
 ﾻ Medically necessary medications 
 ﾻ  Visit with an ECM provider 
 ﾻ Medicaid services  ﾻ Provider 
beneficiary rate

Medicaid claims and encounter data  Correctional 
agency data  State hospital inpatient 
discharge data



 Evaluation Approach  

- ﾻ  Wait time  Percent of incarcerated individuals 
found eligible for Justice-Involved 
Reentry Initiative services 
after screening

]

The Justice-Involved Reentry nitiative will 
improve coordination between orrectional 
systems, Bedicaid and Children�s 
ealth Insurance Program CHIP) 
systems, MCPs, and community-based 
providers.

Interviews with individuals released from 
prison, jail, and juvenile facilities could 
cover:  ﾻ Challenges/facilitators in 
transitioning to the community after release 
(e.g., number of available providers) 
 ﾻ Continuity of care from incarceration 
to community  ﾻ Effectiveness 
of case managers  Interviews 
with key stakeholders could 
cover:  ﾻ Newly established communication 
channels between correctional 
systems and community- based 
providers, Medicaid and CHIP systems 
 ﾻ Data sharing put into place

ﾻ  Individual stakeholder interviews



Hypotheses Evaluation Approach Data Sources

 ﾻ Handoff protocols between prisons, jails, 
Jjuvenile facilities and community

.

The Justice-Involved Reentry Initiative will 
be associated with increased services 
(post-reentry) associated with 
improved quality of care, such as medication- 
assisted treatment, care coordination, 
and enhanced care management.

Examination of service utilization patterns 
during pre-release and post-release 
periods, such as uptake of 
key services supported under the state�s 
reinvestment plan:  ﾻ Medication-Assisted 
Treatment (MAT)  
ﾻ Enhanced Care Management (ECM) 
 ﾻ Care coordination  Interviews 
with key  stakeholders could 
cover:  ﾻ ECM needs and services 
received  ﾻ Coordination and  
delivery of key services  ﾻ Utilization and 
quality of services

Medi-Cal claims and encounter data  Interviews 
with key stakeholders

The Justice-Involved Reentry Initiative will 
improve connections between carceral 
settings and community services 
upon release to address physical 
health, behavioral health,

Interviews with individuals  released from 
prisons, jails, and juvenile facilities 
could cover:  ﾻ Health care needs 
of participants

ﾻ Individual stakeholder interviews



   

and health-related social heeds ﾻ  Provision of services during 90-day in-reach 
period  Transition services provided, 
including case manager and medications 
upon release, appointments 
made in the community  Community 
Supports needed and received 
 ECM services needed and received 
 Interviews with key stakeholders 
could cover:  Coordination 
of care between carceral settings 
(prison, jail, youth correctional 
facilities) and community service 
providers (behavioral health, medical 
care, social services)  Type of 
formal arrangements (e.g., memorandums 
of understanding, regular 
meetings, etc.) to facilitate connections 
between carceral settings 
and providers

�



  Data Sources

 ﾻ Facilitators and barriers and how these 
may vary by type of services provided

�

[The Justice-Involved Reentry nitiative will 
increase access 0 interventions for ehavioral 
health conditions, faccess to long-acting 
njectable anti-psychotics, fand 
access to medications or addiction treatment 
for [SUD:s for eligible Medi-Cal 
[members.  [The Justice-Involved 
Reentry nitiative will reduce 
|decompensation, suicide- frelated 
deaths, overdoses, fpnd overdose-related 
deaths or eligible Medi-Cal 
[members.

DHCS will continue to evaluate:  Post-release 
SUD treatment  Post-release 
mental health treatment  Post-release 
MAT  Post-release necessary 
medications  Receipt of behavioral 
health condition interventions 
 Medications for addiction 
treatment for SUDs  Suicide-related 
emergency department 
visits  Suicide-related inpatient 
hospitalizations Suicide-related 
deaths  Emergency department 
utilization for SUD  Inpatient 
stays for SUD  Overdose-related 
deaths

ﾻ Medicaid claims data  ﾻ Correctional agency 
data



Hypotheses Evaluation Approach Data Sources

- ﾻ Decompensation  

he Justice-Involved Reentry nitiative will 
reduce post- elease emergency  lepartment 
visits, inpatient ospitalizations, 
and all- ause deaths for 
eligible edi-Cal members.

DHCS will continue to valuate:  All-cause 
deaths  All-cause emergency 
room visits  All-cause inpatient 
hospitalizations

ﾻ Medicaid claims data  ﾻ Correctional agency 
data

DMC-0DS: Waiver of the IMD Exclusion for SUD Services and Recovery Incentives

Medi-Cal members receiving SUD services 
in DMC-ODS  ill receive clinically 
ndicated care that supports retention 
in treatment and positive treatment 
outcomes

DHCS will continue to evaluate:  ﾻ Timely 
access to the level of care and/or 
recommended services indicated 
in ASAM screening or assessment 
 ﾻ Transitions between levels 
of care, including transitions to other 
specialty SUD care after a residential 
stay

California Outcomes Measurement System 
Treatment (CalOMS-Tx)  DMC 
claims MCP/FFS data

MC-ODS implementation ill be associated 
with  eductions in utilization 
of mergency departments and 
npatient hospital settings fol reatment 
where the ttilization is preventable 
or edically inappropriate

DHCS will continue to valuate:  ﾻ Utilization 
(e.g., days),  including admissions 
and readmissions  ﾻ Paid claim 
amounts

ﾻ DMC claims ﾻ MCP/FFS data  ﾻ CalOMS-Tx



Hypotheses Evaluation Approach Data Sources I

through improved access to other continuum 
of care services.

I �

Effective implementation of Recovery Incentives 
will lead to improvements in 
client retention, discharge status, self-reported 
outcomes, drug test results, 
and will reduce rates of overdose 
deaths, and utilization of acute 
care or emergency services among 
clients participating in the Recovery 
Incentives Program.

DHCS will continue to re- evaluate:  ﾻ  Days 
in treatment, engagement, discharge 
status, self-reported satisfaction 
and improvement in health, 
SUD, arrests, ED and inpatient 
hospital utilization, costs, deaths 
Rates of positive,  negative, and 
missed drug screens

Client surveys DMC claims MCP/FFS data 
CalOMS-Tx Death data  Stimulant drug 
tests/incentive manager vendor

Traditional Healers and Natural Helpers

Facilities that are billing for THCP provide 
greater access to culturally responsive 
SUD care compared to facilities 
that chose not to opt-in for billing 
of THCP services.

DHCS will continue to evaluate:  ﾻ  Medi-Cal 
reimbursement utilization and 
assess changes in service availability 
 Changes in patient volume 
and demand for culturally responsive 
SUD services

DMC-ODS claims Facility-level survey Practitioner 
interview Member survey  Community 
focus groups|

Facilities that are billing for THCP provide 
greater access to culturally responsive 
SUD care and, therefore, contribute 
to improved

DHCS will continue to evaluate:  ﾻ Perceived 
benefit of THCP to the general

ﾻ Practitioner interview  ﾻ Member survey 
 ﾻ Community focus groups|



Hypotheses Evaluation Approach Data Sources

eported well-being of their  edi-Cal member 
opulation utilizing the HCP benefit.

health/well-being of patients with SUD and 
suspected SUD.  Self-reported well-being 
and health, spirituality, and feelings 
of cultural connectedness  Engagement 
in other DMC services and 
connectedness to health care system

|

If �THCP coverage� is being rovided 
to IHCPs, then the umber of facilities 
and ractitioners offering THCP 
ervices under the lemonstration will 
increase.

DHCS will continue to evaluate:  ﾻ  Number 
of facilities providing THCP  ﾻ Number 
of practitioners delivering THCP

ﾻ  DHCS facility data  ﾻ Facility-level survey

mplementing the Idemonstration will increase 
the number of American Indians/Alaskan 
Native ndividuals receiving 
THCP.

DHCS will continue to evaluate:  Number 
and percentage of individuals receiving 
THCP  Common combinations 
of THCP with evidenced- 
based practices, behavioral 
and medical; referrals  Evidence-based 
practices (required by 
BHIN) (i.e.  MAT/MOUD, CBT, M,

DMC-ODS claims Practitioner interview 
Member survey Facility-level survey 
 Community focus groups|



Hypotheses Evaluation Approach Data Sources |

| etc.) offered at the facility  Levels of satisfaction 
of THCP and perceived benefits 
of THCP  Facility outreach to the 
community regarding the benefit; outreach/promotion 
to patients at facility

|

The range and types of services covered 
under the THCP benefit demonstration 
will increase, leading to increased 
access/options of care.

DHCS will continue to evaluate:  ﾻ  Number 
and percentage of services provided 
by Traditional Healer vs. Natural 
Helper; group vs. individual  The 
different THCPs offered at this facility 
(open-ended response)  The process 
facilities used to identify or select 
the Traditional Healers or Natural 
Helpers who provide THCP services 
 Where are the THCP services 
being provided? (e.g. within �four 
walls", home-based setting, visits 
at other facilities, etc. home-based 
setting,

ﾻ DMC-ODS claims  ﾻ Practitioner interview



Hypotheses e Evaluation Approach Data Sources I

- visits at other facilities, etc.)  

THCP will be preferred as culturally responsive 
integrated care and utilization 
of THCP will increase due to coverage 
through Medicaid and/or CHIP.

DHCS will continue to evaluate:  ﾻ Perspectives 
on utilization rates and barriers 
to utilization  ﾻ Perceived benefits 
of culturally responsive care  ﾻ 
Satisfaction with THCP services  ﾻ  Number 
of facilities choosing not to opt 
in due to difficulties reimbursing/applying 
for the coverage  
ﾻ Number of THCPs not covered under 
this benefit  ﾻ Promotion and outreach 
regarding the benefit to IHCPs 
 ﾻ When members first learned about 
the benefit  ﾻ Member�s confidence 
in understanding of the benefit 
and which services are covered

Member survey Facility survey Practitioner 
interview  Community focus groups|

Managed Care Authority to Plan Choice in Certain Counties



Hypotheses Evaluation Approach Data Sources

Counties with COHS and Single Plan Models 
will maintain or improve Medi- Cal 
members� overall access to and quality 
of care.

DHCS will continue to evaluate:  ﾻ Network 
adequacy  ﾻ Access to care grievances 
 ﾻ Adults� access to preventative 
and ambulatory services  ﾻ 
Child and adolescent  well-care visits 
 ﾻ Immunizations for adolescents 
 ﾻ Timeliness of prenatal and 
postpartum care  ﾻ Follow up after 
ED visit for mental illness  ﾻ Follow 
up after hospitalization for mental 
illness  ﾻ Outpatient mental health 
provider-to-member ratio  ﾻ Psychiatric 
provider-to- member ratio  ﾻ 
Colorectal cancer screening  ﾻ Breast 
cancer screening  ﾻ Plan all-cause 
readmissions

Enrollment data DHCS grievance data  DHCS 
network adequacy monitoring data 
 Managed Care Accountability Set (MCAS) 
measurement data



Hypotheses Evaluation Approach Data Sources

� ﾻ PQI #90 Prevention Quality Overall Composite�

Align Dually Eligible Enroll Advantage Plan

Duals in Medicare-Medicaid  Plans (MMPs) 
will be less likely to change plans 
than those in other aligned plans that 
are not MMPs and less likely than those 
in unaligned D-SNPs.

DHCS will continue to evaluate:  ﾻ Overall 
MCP enroliment churn rate, with 
comparisons.  ﾻ Knowledge of the 
MCP enrollment process among Duals 
enrolled in MA plans affiliated with 
the MCP to their MA plans in Medi-Cal 
Matching Plan Policy counties 
versus those in Original Medicare 
as measured in duals survey.

The Medi-Cal Matching  Plan Policy evaluation 
will use monthly Medi- Cal enroliment 
data  Complete MA and MCP 
plan lists for this period, other available 
routinely collected data as feasible| 
(e.g. delegate plan assignments 
if not within| the DHCS data 
silo)  MA and MCP plan descriptions 
(routinely available data and 
possible supplemental information from 
plan representatives)  Duals survey 
data

Duals who request to change their MCP 
and who change their plans will be 
satisfied with the process for doing so 
during the target period.



W Evaluation Approach Data Sources

Duals in Medi-Medi Plans will be more satisfied 
with the mandatory alignment of 
their MCP to their MA plan choice compared 
to Duals who are in in other type 
of MA plans.

ﾻ Reason(s) for changing MCP at time 
of Duals survey.

H

Duals in counties with the policy will be more 
knowledgeable and will be more satisfied 
with the  policy.

T TT�� H

B3 S �

Public Health Care Systems (PHCS) improved 
the quality of care for the uninsured.

DHCS will continue to  evaluate:  Colorectal 
Cancer Screening  Diabetes: 
HbA1c Poor Control  Preventive 
Care and Screening: Screening 
for Depression and Follow- Up 
Plan  Breast Cancer Screening

Claims data  Medical record documentation 
(e.g., structured and unstructured 
EHR data, clinical registry 
data, pharmacy, and lab data)



Hypotheses Evaluation Approach Data Sources I

� ﾻ Cervical Cancer Screening  ﾻ Other quality 
measures depending on data availability 
(e.g., Developmental Screening 
in the First Three Years of Life)

H

PHCS increased the use of outpatient services 
and non traditional services over 
the course of the GPP.

DHCS will continue to evaluate the following 
utilization measures:  ﾻ GPP non-behavioral 
health outpatient non- emergency, 
emergency, and inpatient med/surg 
services  ﾻ GPP behavioral health 
outpatient non- emergency, emergency, 
and inpatient med/surg services 
 ﾻ GPP non-traditional services 
 ﾻ Ambulatory care- sensitive ED 
visits  ﾻ Ambulatory care- sensitive 
hospitalizations  ﾻ 30-day all-cause 
hospital readmission rates  ﾻ 
All-cause ED utilization

PHCS-submitted encounter-level and aggregated 
data  HCAI Patient Discharge 
Data (PDD) and ED Data  HCAI 
Encounter Data
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IX. Public Review and Comment Process 

The 30-day public comment period for the CalAIM Section 1115 demonstration 

application is from Tuesday, February 10, 2026 until Thursday, March 12, 2026. All 

comments must be received no later than 11:59 PM (Pacific Time) on Thursday, March 

12, 2026. 

All information regarding the CalAIM Section 1115 demonstration application can be 

found on the DHCS website (https://www.dhcs.ca.gov/provgovpart/Pages/CalAIM-1115-

and-1915b-Waiver-Renewals.aspx)  DHCS will update this website throughout the public 

comment and application process. 

DHCS will host the following public hearings to solicit stakeholder comments. The public 

hearings will take place in-person and have online video streaming and telephonic 

conference capabilities to ensure accessibility. 

» Wednesday, February 25, 2026 – First Public Hearing 

o 1:55 – 2:55 PM PT 

o Department of Health Care Services 

▪ 1501 Capitol Avenue (First Floor Conference Center 71.1316) 

Sacramento, CA 95814 

o Register for the Teams conference link: 

https://events.gcc.teams.microsoft.com/event/b4d7693c-2d1c-4b01-af69-

aea6ce68612a@265c2dcd-2a6e-43aa-b2e8-26421a8c8526 

▪ Please register in advance if you plan to attend in-person or 

virtually to receive your unique link to join the meeting and to add 

the hearing to your calendar. 

o Dial in by Phone: +1 279-895-6425; Phone Conference ID: 394 775 261# 

» Tuesday, March 3, 2026 – Second Public Hearing 

o 11:30 AM – 12:30 PM PT 

o Department of Health Care Services 

▪ 1700 K Street (First Floor, Conference Room 17.1014) Sacramento, 

CA 95814 

https://www.dhcs.ca.gov/provgovpart/Pages/CalAIM-1115-and-1915b-Waiver-Renewals.aspx
https://www.dhcs.ca.gov/provgovpart/Pages/CalAIM-1115-and-1915b-Waiver-Renewals.aspx
https://events.gcc.teams.microsoft.com/event/b4d7693c-2d1c-4b01-af69-aea6ce68612a@265c2dcd-2a6e-43aa-b2e8-26421a8c8526
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o Register for Teams conference link: 

https://events.gcc.teams.microsoft.com/event/97c8a84e-6b28-4ddb-b2cd-

1747b9413628@265c2dcd-2a6e-43aa-b2e8-26421a8c8526 

▪ Please register in advance if you plan to attend in-person or 

virtually to receive your unique link to join the meeting and to add 

the hearing to your calendar. 

o Dial in by Phone: +1 279-895-6425; Phone Conference ID: 973 094 191# 

The complete version of the draft of the CalAIM Section 1115 demonstration application 

is available for public review at: https://www.dhcs.ca.gov/provgovpart/Pages/CalAIM-

1115-and-1915b-Waiver-Renewals.aspx. 

You may request a copy of the proposed CalAIM Section 1115 demonstration 

application and/or a copy of submitted public comments related to the CalAIM Section 

1115 demonstration application by sending a written request to the mailing or email 

address listed below. Written comments may be sent to the following address; please 

indicate “CalAIM Section 1115 Waiver” in the written message: 

Department of Health Care Services Director’s Office 

Attn: Tyler Sadwith 

P.O. Box 997413, MS 0000 

Sacramento, California 95899-7413 

Comments may also be emailed to 1115waiver@dhcs.ca.gov. Please indicate “CalAIM 

Section 1115 Waiver” in the subject line of the email message. To be assured 

consideration prior to submission of the CalAIM Section 1115 demonstration application 

to CMS, comments must be received no later than 11:59 PM PT (Pacific Time) on 

Thursday, March 12, 2026. Please note that comments will continue to be accepted after 

March 12, 2026, but DHCS may not be able to consider those comments prior to the 

initial submission of the CalAIM waiver application to CMS. 

Upon submission to CMS, a copy of the proposed CalAIM Section 1115 demonstration 

will be published at the following internet address: 

https://www.dhcs.ca.gov/provgovpart/Pages/CalAIM-1115-and-1915b-Waiver-

Renewals.aspx. 

After DHCS reviews comments submitted during this State public comment period, the 

CalAIM Section 1115 demonstration will be submitted to CMS. Interested parties will 

also have the opportunity to officially comment on the CalAIM Section 1115 

https://events.gcc.teams.microsoft.com/event/97c8a84e-6b28-4ddb-b2cd-1747b9413628@265c2dcd-2a6e-43aa-b2e8-26421a8c8526
https://events.gcc.teams.microsoft.com/event/97c8a84e-6b28-4ddb-b2cd-1747b9413628@265c2dcd-2a6e-43aa-b2e8-26421a8c8526
https://www.dhcs.ca.gov/provgovpart/Pages/CalAIM-1115-and-1915b-Waiver-Renewals.aspx
https://www.dhcs.ca.gov/provgovpart/Pages/CalAIM-1115-and-1915b-Waiver-Renewals.aspx
https://www.dhcs.ca.gov/provgovpart/Pages/CalAIM-1115-and-1915b-Waiver-Renewals.aspx
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demonstration during the federal public comment period. The submitted application will 

be available for comment on the CMS website at: 

https://www.medicaid.gov/medicaid/section-1115-demo/demonstration-and-waiver-list. 

 

https://www.medicaid.gov/medicaid/section-1115-demo/demonstration-and-waiver-list
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APPENDIX D – TRIBAL NOTICE 

February 10, 2026 

 
TO: Tribal Chairpersons, Designees of Indian Health Programs, and Urban Indian 
Organizations 

 
SUBJECT: Notice of Intent to Submit a Renewal of CalAIM Section 1115 
Demonstration 

 
The purpose of this letter is to provide information regarding a proposed change to the 
Department of Health Care Services’ (DHCS) Medi-Cal program that will be submitted 
to the Centers for Medicare & Medicaid Services (CMS). DHCS is forwarding this 
information for your review and comment. DHCS is required to seek advice from 
designees of Indian Health Programs and Urban Indian Organizations on Medi-Cal 
matters having a direct effect on American Indians, Indian Health Programs or Urban 
Indian Organizations per the American Recovery and Reinvestment Act of 2009 
(ARRA). DHCS must solicit the advice of designees prior to submission to CMS of any 
State Plan Amendments (SPAs), waiver requests or amendments, or proposals for 
demonstration projects in the Medi-Cal program. Please see the enclosed summary for 
a detailed description of this DHCS proposal. 

 
QUESTIONS AND COMMENTS 

 
Tribes and Indian Health Programs may also submit written comments or questions 
concerning this proposal within 30 days from receipt of notice. To be assured 
consideration prior to submission to CMS, comments must be received no later than 
11:59 PM (Pacific Time) on Thursday, March 12, 2026. Please note that comments will 
continue to be accepted after Thursday, March 12, 2026, but DHCS may not be able to 
consider those comments prior to the initial submission of the CalAIM Section 1115 
demonstration application to CMS. Comments may be sent by email to 
1115waiver@dhcs.ca.gov or by mail to the address below: 

 
Department of 
HealthCare Services 
Director’sOffice 
Attn: Tyler Sadwith 

P.O. Box 997413, MS 0000 

Sacramento, California 95899-7413 

Please also note that DHCS will host two Tribal webinars for Tribes and Designees of 
Indian Health Programs on Monday, February 23, 2026, from 2:00 to 3:15 PM PT and 
on Friday, February 27, 2026 from 2:00 to 3:00 PM PT. Registration and call-in 
information are listed at the end of this document. Please note that Indian Health 
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Programs and Urban Indian Organizations may request a consultation on this 
proposal at any time as needed. 

 
Sincerely, 

 
Original Signed By 

 
Andrea Zubiate, Chief Office of Tribal Affairs 
Department of Health Care Services Enclosure 
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Department of Health Care Services (DHCS) Tribal and Designees of Indian 
Health Programs Notice 

 
PURPOSE 

 
To seek a five-year renewal of the California Advancing & Innovating Medi-Cal 
(CalAIM) Section 1115 demonstration. 

 
BACKGROUND 

 
CalAIM Overview 

DHCS is seeking to build upon the successes of the CalAIM initiative through this 
renewal request. To implement CalAIM, California received authority from the federal 
government for a Section 1115 demonstration. Section 1115 demonstrations allow 
states to test new ideas in their Medicaid programs to help people get better care and 
permit certain flexibilities that otherwise are not allowed under federal law. Through the 
CalAIM Section 1115 demonstration approval in December 2021 and subsequent 
updates in the following years, California received federal authority to implement a 
range of initiatives that have led to broad delivery system, program, and payment 
reform across Medi-Cal, which is California’s Medicaid program. Key initiatives 
included: first-in-the-nation approval for the Justice-Involved Reentry Initiative, to 
provide a set of Medicaid services to youth and eligible adults in state prisons, county 
jails, and youth correctional facilities in the 90 days prior to release; Recovery 
Incentives, the only treatment that has demonstrated positive outcomes for individuals 
with stimulant use disorder; and approval to cover traditional health care practices for 
members with a substance use disorder (SUD) receiving care at Indian Health Service 
(IHS), Tribal, or Urban Indian Organization (UIO) facilities. The state also received 
approval to offer two Community Supports—Recuperative Care and Short-Term Post 
Hospitalization Housing—under the CalAIM Section 1115 demonstration to improve 
members’ health outcomes. 

California has made significant progress towards achieving CalAIM’s full potential since 
its launch in January 2022, in close partnership with Tribal partners, Medi-Cal managed 
care plans (MCPs), county behavioral health plans (BHPs), county public health 
departments, providers, community-based providers and organizations, the California 
Department of Corrections and Rehabilitation, county sheriffs, and other 
implementation partners. Through the renewal of the CalAIM Section 1115 
demonstration, DHCS seeks to build on prior investments and sustain the 
unprecedented changes that have led to a more coordinated, person-centered, value-
based and efficient health system for California’s Medicaid members. 

DHCS is soliciting input on the CalAIM Section 1115 demonstration renewal application 
proposed for submission to CMS in the second quarter of 2026. The CalAIM Section 
1115 demonstration renewal application, Tribal notice, public notice, and the 
abbreviated public notice are available on the DHCS website. In addition to the written 
resources, DHCS will also cover this information at the upcoming Tribal and Indian 

https://www.dhcs.ca.gov/provgovpart/Pages/CalAIM-1115-and-1915b-Waiver-Renewals.aspx
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Health representatives meeting, Tribal and Designees of Indian Health Programs 
quarterly webinar, and two public hearings. 

 
SUMMARY OF PROPOSED CHANGES 

 
Following are the CalAIM Section 1115 demonstration initiatives that are 
proposed to continue under the renewal: 

» Reentry Services for Justice-Involved Populations 90-Days Pre-Release: 

The state requests to continue to provide a targeted set of Medi-Cal services 

for justice-involved individuals for up to 90 days prior to their release from a 

prison, county jail, or youth correctional facility. Services include care 

management, medications for addiction treatment, physical and behavioral 

health clinical consultation, laboratory and radiology services, and the 

administration of covered medications. 

» Drug Medi-Cal Organized Delivery System (DMC-ODS) – Waiver of the 

Institutions for Mental Disease (IMD) Exclusion for SUD Services: The 

state requests continued federal reimbursement for Medicaid services 

provided to individuals receiving SUD services in qualifying institutions. DHCS 

requests this extension to continue its efforts to expand access to necessary 

treatment for SUD. 

» County Option to Cover Select Outpatient SUD Services: The state 
requests to continue making peer support services, which are culturally 
competent services that promote recovery, available to Medi-Cal members 
receiving care in the Specialty Mental Health Services (SMHS), the Drug 
Medi-Cal (DMC), or the DMC-ODS delivery systems. Additionally, the state 
requests new authority to allow DMC counties to opt in to cover certain 
outpatient SUD services that are currently limited to the DMC-ODS delivery 
system (care coordination, recovery services, partial hospitalization, 
withdrawal management). Finally, the state requests new authority to allow 
DMC counties and continued authority to allow DMC-ODS and SMHS 
counties to opt-in to provide mobile crisis services to Medi-Cal members 
receiving care in those delivery systems. 

» Recovery Incentives The state requests to continue Recovery Incentives, 

also referred to as contingency management services, in the DMC-ODS. 

Recovery Incentives are an evidence-based practice to treat stimulant use 

disorder, which is a specific type of SUD that is defined as the continued use 

of stimulants (e.g., cocaine, amphetamine, methamphetamine) despite harm 

to the person using them. Recovery Incentives reward eligible participants 

with stimulant use disorder for meeting treatment goals. These services aim to 

promote recovery among Medi-Cal members living with stimulant use 

disorder. 

» Traditional Healers and Natural Helpers: The state requests continued 

authority to provide Traditional Healer and Natural Helper services for Medi-
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Cal members experiencing SUDs. Members who receive coverage from 

DMC-ODS counties, meet DMC-ODS access criteria, and receive care from a 

participating Indian Health Service (IHS) facility, a facility operated by Tribes 

or Tribal organizations (Tribal Facilities), or UIO facilities are able to receive 

Traditional Healer and Natural Helper services. DHCS seeks to renew its 

authority for DMC-ODS services provided by Traditional Healers and Natural 

Helpers and retain flexibility to cover these services for other conditions 

beyond SUD and for other delivery systems. 

» Coverage of Out-of-State Former Foster Care Youth: The state seeks 

continued and ongoing authority to provide Medi-Cal coverage to former 

foster care youth for individuals who turned 18 before January 1, 2023 until 

they turn 26 years old. Young adults who have aged out of foster care often 

present with complex medical, behavioral, oral, and developmental health 

problems rooted in a history of childhood trauma and adverse childhood 

experiences. DHCS seeks to ensure access to medically necessary care for 

this population. 

» Chiropractic Services from IHS and Tribal Facilities: The state seeks 

continued authority to provide reimbursement for chiropractic services 

provided by IHS and Tribal providers. 

» Modification of Asset Test for Deemed Supplemental Security Income 

(SSI) Populations: The state seeks to renew this authority with one 

change—to reinstate the Medi-Cal asset limit for individuals in select Deemed 

SSI populations (Pickle Group, Disabled Adult Child group, Disabled 

Widow/Widower group). An individual in these groups will be allowed to have 

up to $130,000 in assets (and $65,000 for each additional household 

member) and still be eligible for Medi-Cal. 

» Align Dually Eligible Enrollees’ Medi-Cal Managed Care Plan and 

Medicare Advantage Plan: The state seeks continued authority to align a 

dually eligible member’s Medicaid plan with their Medicare Advantage (MA) 

Plan choice if the MA plan has an affiliated Medicaid plan. 

» Managed Care Authority to Limit Plan Choice in Certain Counties: The state 

seeks continued authority to limit choice of managed care plans in Metro, 

Large Metro, and Urban counties and to allow counties to participate, or 

continue participating in, County Organized Health System (COHS) and 

Single Plan managed care models. These changes improve access to and 

quality of care and accountability. 

» Global Payment Program: The state seeks continued authority to support 

public health care systems that provide health care for uninsured Californians 

through a statewide funding pool. 

Following are initiatives that are newly proposed for inclusion under the CalAIM 
Section 1115 demonstration: 
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» Employment Supports: The state is seeking new authority to provide 

services that help people find and keep employment to support Medi-Cal 

members subject to work requirements. This initiative aims to address 

barriers to employment, support sustained workforce participation, and 

promote economic stability among Medi-Cal members. 

» BridgeCare Pilots: The state is seeking authority to provide a targeted set of 

home and community-based services (HCBS) and caregiver supports for 

Medicare members ages 65 and older with incomes just above Medicaid 

income limits but who lack resources for adequate care. 

Following are the CalAIM Section 1115 demonstration initiatives that DHCS 
proposes to authorize via an alternate authority: 

» Community-Based Adult Services (CBAS): This outpatient, facility-based 

program provides services and supports for older adults and adults with 

disabilities to restore or maintain their optimal capacity for self-care and 

delay/prevent institutionalization. California intends to cover this benefit under 

the Medicaid State Plan, which will increase access to this benefit. 

» Community Supports: Two Community Supports, recuperative care and 
short-term post hospitalization housing, are currently authorized under the 
CalAIM Section 1115 Demonstration. Recuperative care is a short-term 
residential setting where Medi-Cal members can recover from an injury or 
illness while accessing primary care, behavioral health services, case 
management, and other supportive social services. Through short-term post 
hospitalization housing, eligible Medi-Cal members receive ongoing supports 
to help them recover after exiting an institution. DHCS is planning to create a 
model for recuperative care that incorporates the levels of care offered under 
both recuperative care and short-term hospitalization housing, and no longer 
offer short-term post hospitalization housing as a separate Community 
Support. California plans to cover recuperative care under Medicaid managed 
contracts, using the same approach currently used for other Community 
Supports. 

Following are the CalAIM Section 1115 demonstration initiatives that will or have 
sunset and are not included for renewal under the CalAIM Section 1115 
demonstration: 

» Providing Access and Transforming Health (PATH) Initiative: The state 

plans to sunset the PATH initiative, which are time-limited funds to support 

the capacity and infrastructure of community partners to successfully 

participate in the Medi-Cal delivery system and offer Enhanced Care 

Management, Community Supports, and pre-release services. The PATH 

initiative achieved its intended goals of providing implementation partners with 

capacity and infrastructure support to provide Enhanced Care Management, 

Community Supports, and Justice-Involved reentry services. 
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» Designated State Health Program (DSHP): DSHP financing was used to 

support portions of the PATH program. Given that CMS has indicated it will no 

longer approve this funding approach, along with the conclusion of the PATH 

initiative, DHCS is not seeking to renew its expenditure authority for DSHP. 

» Low-Income Pregnant Women: DHCS was previously authorized to provide 

postpartum benefits for pregnant women with incomes between 109% up to 

and including 138% of the federal poverty level (FPL), that includes all 

benefits that would otherwise be covered for women with incomes below 

109% of the FPL under the CalAIM Section 1115 demonstration. The 

authority transitioned to the Medi-Cal State Plan starting January 1, 2023, 

therefore, the authority has already sunset. 

IMPACT TO TRIBAL HEALTH PROGRAMS 

To the extent that a Tribal health program provides, or plans to provide, these 
services, the following waiver proposals may have an impact: 

» Reentry Services for Justice-Involved Populations 90-Days Pre-Release: 

This initiative will impact IHCPs, including Tribal Health Programs, by 

enabling them to potentially begin—or continue—providing relevant pre-

release services to Medi-Cal members for up to 90 days before their release 

from a prison, county jail, or youth correctional facility. After returning to their 

communities, these Medi-Cal members who received Reentry Services may 

also access services at Tribal Health Programs more frequently. 

» DMC-ODS – Waiver of the IMD Exclusion for SUD Services: This initiative 

will benefit Tribal Health Programs that operate as an IMD and offer 

residential SUD services to Medi-Cal members by ensuring they receive 

federal reimbursement for providing SUD services for Medi-Cal members. 

» County Option to Cover Select Outpatient SUD Services: This initiative 

will impact Tribal Health Programs that provide peer support services, mobile 

crisis services, or outpatient SUD services, as it will allow them to begin—or 

continue—offering these services to Medi-Cal members, including AI/AN 

individuals. 

» Recovery Incentives: This initiative will impact Tribal Health Programs (and 

IHCPs more broadly) since they will be able to begin—or continue to—

provide Recovery Incentives to Medi-Cal members. To note, IHCPs, including 

Tribal Health Programs, are exempt from the requirement to contract with 

DMC‑ODS counties to offer Recovery Incentives to Medi-Cal members 

receiving care in the DMC-ODS when rendering services to AI/AN Medi-Cal 

members (per BHIN 20-065). 

» Traditional Healers and Natural Helpers: This initiative will benefit IHCPs, 

including Tribal Health Programs, since they will be able to receive federal 

https://www.dhcs.ca.gov/Documents/BHIN-20-065-Obligations-Related-to-Indian-Health-Care-Providers-in-DMC-ODS-Counties.pdf
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reimbursement for the provision of Traditional Healer and Natural Helper 

services. 

» Chiropractic Services from IHS and Tribal Facilities: This will benefit 

Tribal Health Programs enrolled in Medi-Cal as IHS-MOAs as these 

payments increase access to, stabilize, and strengthen providers and 

provider networks available to serve Medicaid and low-income populations in 

the state. This will assure that Tribal Health Programs that do not seek to 

enroll as Tribal FQHCs can continue to be reimbursed for providing 

chiropractic services to their Medi-Cal populations. 

» Coverage of Out-of-State Former Foster Care Youth: Through this 

initiative, former foster care youth, including AI/AN individuals, will be able to 

enroll in Medi-Cal as long as they meet certain eligibility criteria. Tribal Health 

Programs will be able to receive federal reimbursement when they provide 

Medi-Cal services to these individuals. 

» BridgeCare Pilots: This initiative may impact Tribal Health Programs that fall 

within a local entity’s service area (e.g., a county or region). If the local entity 

elects to participate in the BridgeCare Pilots, Tribal Health Programs that 

choose to take part will be able to receive federal reimbursement for 

delivering BridgeCare pilot services to eligible individuals. 

» CBAS: Through this change, Tribal Health Programs will be able to continue 

to receive federal reimbursement for CBAS provided to Medi-Cal members. 

» Community Supports: Through this change, Tribal Health Programs will be 

able to continue to receive federal reimbursement for recuperative care 

services provided to Medi-Cal members. Tribal Health Programs that may 

have provided short-term post hospitalization housing services to eligible 

individuals will likely be able to continue to receive federal reimbursement 

under DHCS’ updated model for recuperative care. 

» PATH Initiative: This change will impact Tribal entities, including Tribal 

Health Programs, that have received PATH initiative funding to build their 

capacity to provide services, including Enhanced Care Management and 

Community Supports, to AI/AN members. They will no longer be able to 

receive PATH funding. However, Tribal Health Programs will be able to 

begin—or continue—to provide ECM and Community Supports services to 

AI/AN members. 

» DSHP: California was authorized to use DSHP funding to support select 

components of the PATH initiative: TA Marketplace Initiative, Collaborative 

Planning and Implementation Initiative, CITED Initiative, and the Justice-

Involved Capacity Building Program. As outlined above, Tribal Health 

Programs will no longer be able to receive PATH funding. 

IMPACT TO FEDERALLY QUALIFIED HEALTH CENTERS (FQHCs) 
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FQHCs that provide, or plan to provide, the waiver services described below will be 
impacted. 

» Reentry Services for Justice-Involved Populations 90-Days Pre-Release: 

This initiative will impact FQHCs, including UIOs that are FQHCs, by enabling 

them to begin—or continue—providing relevant pre-release services to Medi-

Cal members for up to 90 days before their release from a prison, county jail, 

or youth correctional facility. After returning to their communities, these Medi-

Cal members who received Reentry Services may also access services at 

FQHCs more frequently. 

» County Option to Cover Select Outpatient SUD Services: This initiative will 

impact FQHCs that provide peer support services, mobile crisis services, or 

outpatient SUD services, as it will allow them to begin—or continue—offering 

these services to Medi-Cal members, including AI/AN individuals. 

» Recovery Incentives: This initiative will impact FQHCs since they will be able 

to begin—or continue to—provide Recovery Incentives to Medi-Cal members. 

To note, IHCPs, including FQHCs, are exempt from the requirement to 

contract with DMC‑ODS counties to offer Recovery Incentives to Medi-Cal 

members receiving care in the DMC-ODS when rendering services to AI/AN 

Medi-Cal members (per BHIN 20-065). 

» Traditional Healers and Natural Helpers: This initiative will benefit FQHCs 

since they will be able to receive federal reimbursement for the provision of 

Traditional Healer and Natural Helper services. 

» Coverage of Out-of-State Former Foster Care Youth: Through this 

initiative, former foster care youth, including AI/AN individuals, will be able to 

enroll in Medi-Cal as long as they meet certain eligibility criteria. FQHCs will 

be able to receive federal reimbursement when they provide Medi-Cal 

services to these individuals. 

» BridgeCare Pilots: This initiative may impact FQHCs that fall within a local 

entity’s service area (e.g., a county or region). If the local entity elects to 

participate in the BridgeCare Pilots, FQHCs that choose to take part will be 

able to receive federal reimbursement for delivering BridgeCare pilot services 

to eligible individuals. 

» Community Supports: Through this change, FQHCs will be able to continue 

to receive federal reimbursement for recuperative care services provided to 

Medi-Cal members. FQHCs that may have provided short-term post 

hospitalization housing services to eligible individuals will likely be able to 

continue to receive federal reimbursement under DHCS’ updated model for 

recuperative care. 

» CBAS: Through this change, FQHCs will be able to continue to receive 

federal reimbursement for CBAS provided to Medi-Cal members. 

https://www.dhcs.ca.gov/Documents/BHIN-20-065-Obligations-Related-to-Indian-Health-Care-Providers-in-DMC-ODS-Counties.pdf
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» PATH Initiative: This change will impact Tribal entities, including FQHCs, 

that have received PATH initiative funding to build their capacity to provide 

services, including Enhanced Care Management and Community Supports, to 

AI/AN members. They will no longer be able to receive PATH funding. 

However, FQHCs will be able to begin—or continue—to provide ECM and 

Community Supports services to AI/AN members. 

» DSHP: California was authorized to use DSHP funding to support select 

components of the PATH initiative: TA Marketplace Initiative, Collaborative 

Planning and Implementation Initiative, CITED Initiative, and the Justice-

Involved Capacity Building Program. As outlined above, FQHCs will no longer 

be able to receive PATH funding. 

IMPACT TO INDIAN MEDI-CAL BENEFICIARIES 

To the extent that an AI/AN Medi-Cal member accesses these services, the following 

waiver proposals may have an impact: 

» Reentry Services for Justice-Involved Populations 90-Days Pre-Release: 

This initiative will benefit eligible justice-involved individuals, including AI/AN 

individuals, by allowing them to receive a set of targeted Medi-Cal services 

prior to their release into the community from a jail, prison, or youth 

correctional facility. This supports members’ successful reintegration into the 

community and reduces their risk of suffering severe health consequences 

and requiring costly care. 

» DMC-ODS – Waiver of the IMD Exclusion for SUD Services: This initiative 

will benefit Medi-Cal members with SUD in qualifying facilities, including 

AI/AN Medi-Cal members, by ensuring they have access to evidence-based 

SUD care in IMDs. 

» County Option to Cover Select Outpatient SUD Services: This initiative will 

benefit AI/AN Medi-Cal members by ensuring expanded access to SUD 

treatment services in the least restrictive setting possible, with the goal of 

improving members’ recovery outcomes, preventing relapses, and reducing 

symptoms of behavioral health disorders. 

» Recovery Incentives: This will benefit AI/AN Medi-Cal members by ensuring 

that those experiencing stimulant use disorder have access to evidence-

based care. This initiative aims to promote longer retention in treatment and 

reduced drug use, ultimately improving members’ health outcomes, reducing 

the rates of emergency department utilization and inpatient stays and 

increasing community engagement. 

» Traditional Healers and Natural Helpers: This initiative will benefit AI/AN 

Medi-Cal members by ensuring access to culturally responsive SUD 

treatment. 
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» Coverage of Out-of-State Former Foster Care Youth: This will benefit 

former foster care youth, including AI/AN individuals, by allowing them to 

enroll in Medi-Cal, enabling them to access medically necessary care. 

» Modification of Asset Test for Deemed SSI Populations: This will impact 

AI/AN individuals who seek to apply for, or renew, their Medi-Cal coverage 

since individuals with up to $130,000 in assets will be eligible for Medi-Cal as 

long as they meet other Medi-Cal eligibility criteria. Asset exemptions that 

were in place prior to the elimination of asset limits on January 1, 2024, 

including exemptions specific to AI/AN assets, will continue to be exempt. 

» Align Dually Eligible Enrollees’ Medi-Cal Managed Care Plan and 

Medicare Advantage Plan: This will benefit AI/AN Medi-Cal members since 

this initiative will promote coordinated and integrated care. For example, 

members who are interested may be able to receive care coordination 

services for both their Medicare and Medicaid benefits. 

» Managed Care Authority to Limit Plan Choice in Certain Counties: This 

will impact AI/AN Medi-Cal members enrolled in Medi-Cal managed care who 

reside in Metro, Large, and Urban counties that opt to participate in COHS 

and Single Plan managed care models as their plan choice will be limited. To 

note, AI/AN Medi-Cal members are not exempt from the requirement to enroll 

in a Medi-Cal managed care plan, including those in COHS and Single Plan 

counties, but they still have the right to access care at IHCPs. 

» GPP: This will benefit participating public health care systems that serve 

uninsured AI/AN individuals since GPP aims to increase access to, stabilize, 

and strengthen the providers and provider networks available to serve 

Medicaid and low-income populations. 

» BridgeCare Pilots: This initiative will benefit AI/AN individuals by providing 

access to HCBS for eligible individuals to allow them to remain in their 

communities. Through BridgeCare Pilots, low-income Medicare beneficiaries 

with incomes just above Medicaid limits, including AI/AN individuals, may be 

eligible for a set of home- and community-based services (HCBS) as long as 

they meet certain eligibility criteria. More information on the proposed financial 

eligibility criteria is available in the draft CalAIM Section 1115 demonstration 

application on the CalAIM 1115 Demonstration & 1915(b) Waiver webpage. 

» CBAS: This change will have minimal impacts on AI/AN members—they will 

continue to have access to CBAS if determined to be medically necessary. 

» Community Supports (Recuperative Care and Short-Term Post 

Hospitalization Housing): DHCS seeks to minimize impacts to AI/AN Medi-

Cal members by creating a model for recuperative care under a different 

federal authority that incorporates the levels of care offered under both 

recuperative care and short-term hospitalization housing. DHCS plans to 

https://www.dhcs.ca.gov/provgovpart/Pages/CalAIM-1115-and-1915b-Waiver-Renewals.aspx
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sunset short-term post hospitalization housing as a separate Community 

Support. 

The following initiatives are not expected to have an impact on AI/AN members: 

» Employment Supports: This initiative will not impact AI/AN members since 

they are exempt from work and community engagement requirements. 

» PATH Initiative: This change will not impact AI/AN Medi-Cal members since 

there will be no disruption to ECM, Community Supports, and Justice-Involved 

Reentry Services offered by Tribal organizations who have received PATH 

funding. 

» DSHP: This change will not impact AI/AN Medi-Cal members. As outlined 

above, PATH funding was only available to Tribal entities and other 

organization types (e.g., community-based organizations). Medi-Cal members 

were not eligible for PATH funding. 

» Low-Income Pregnant Women: This change will not impact AI/AN Medi-Cal 

members because members with incomes between 109% and 138% FPL will 

be covered under the Medi-Cal State Plan. 

RESPONSE DATE 

Tribes and Indian Health Programs may also submit written comments or questions 

concerning this proposal within 30 days from the receipt of notice. To be assured 

consideration prior to submission to CMS, comments must be received no later than 

11:59 PM (Pacific Time) on Thursday, March 12, 2026. Please note that comments will 

continue to be accepted after March 12, 2026, but DHCS may not be able to consider 

those comments prior to the initial submission of the CalAIM Section 1115 

demonstration application to CMS. Comments may be sent by email to 

1115waiver@dhcs.ca.gov or by mail to the address below. 

DHCS will also host a Tribal webinar to solicit Tribal and Indian Health Program 
comments. The webinar will be hosted virtually. The meeting will have online video 
streaming and telephonic conference capabilities to ensure statewide accessibility. 

Tribes and Indian Health Program Representatives Hybrid Meeting 

• Date: Monday, February 23, 2026 

• Time: 9:00 a.m. – 4:00 p.m. (Check-in begins at 8:30 a.m.) 

o Please note: The CalAIM waiver renewal discussion is scheduled 
from 2 
p.m. to 3:15 p.m. 

• In-Person Location: 

The Center for Healthy Communities – Sacramento 

1414 K Street, Suite 500 (Adelante Conference Room, 1st Floor) 
Sacramento, CA 95814 

• Registration Links: 
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o In-Person Option: Register here via SurveyMonkey 
o Virtual Option: Register here to attend via Microsoft Teams 

Tribal and Designees of Indian Health Programs Quarterly Webinar on 
Proposed Changes to the Medi-Cal Program 

• Date: Friday, February 27, 2026 

• Time: 2:00 p.m. – 3:00 p.m. 

• Registration Link (Virtual Meeting): Register here 

 
CONTACT INFORMATION 

Written comments may be sent by email to 1115waiver@dhcs.ca.gov or by mail to the 
following address; please indicate “CalAIM Section 1115 Waiver” in the written 
message: 

Department of Health Care Services Director’s Office 
Attn: Tyler Sadwith 

P.O. Box 997413, MS 0000 

Sacramento, California 95899-7413 

 

 

https://events.gcc.teams.microsoft.com/event/1a3e2a60-ee37-4563-9926-7804273577a2@265c2dcd-2a6e-43aa-b2e8-26421a8c8526
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APPENDIX E – DOCUMENTATION OF 

COMPLIANCE WITH PUBLIC NOTICE PROCESS 

California Registrar Notice 

California Regulatory Notice 

(Friday, February 6, 2026) 

 

https://oal.ca.gov/wp-content/uploads/sites/166/2026/02/2026-Notice-Register-No.-6-Z-February-6-2026.pdf
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Initial Stakeholder Emails 

DHCS Stakeholder Update Email Listserv 

(Tuesday, February 10, 2026) 
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Legislative & Governmental Affairs Email 

(Tuesday, February 10, 2026) 
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DHCS Stakeholder Email – Medi-Cal Managed Care Plans 

(Tuesday, February 10, 2026) 
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DHCS Stakeholder Email – Medi-Cal Managed Care Plans 

(Tuesday, February 10, 2026) 
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DHCS Stakeholder Email – Medi-Cal Managed Care Plans 

(Tuesday, February 10, 2026) 
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DHCS Stakeholder Email – Behavioral Health Directors 

(Tuesday, February 10, 2026) 
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DHCS Stakeholder Email – National Alliance on Mental Illness California (NAMI 

CA) 

(Tuesday, February 10, 2026) 
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DHCS Stakeholder Email – California Behavioral Health Planning Council (CBHPC) 

(Tuesday, February 10, 2026) 
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DHCS Stakeholder Email – Health Law 

(Tuesday, February 10, 2026) 
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DHCS Stakeholder Email – California Alliance of Child and Family Services (CACFS) 

(Tuesday, February 10, 2026) 
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DHCS Stakeholder Email – California Association of Alcohol and Drug Program 

Executives (CAADPE) 

(Tuesday, February 10, 2026) 
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DHCS Stakeholder Email – California Behavioral Health Association (CALBHA) 

(Tuesday, February 10, 2026) 
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DHCS Stakeholder Email – County Behavioral Health Directors Association 

(CBHDA) 

(Tuesday, February 10, 2026) 
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Tribal & Indian Health Program Email – DHCS Indian Health Listserv 

(Tuesday, February 10, 2026) 
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APPENDIX F – INTERIM EVALUATION REPORTS 

In alignment with 42 CFR 431.424(d)(1), the following draft CalAIM interim evaluation 

reports are linked and included below. These reports were submitted to CMS on 

December 29, 2025 and are pending CMS review as of May 2026. 

» Providing Access and Transforming Health, Global Payment Program, Medi-Cal 

Matching Plan for Dually Eligible Beneficiaries, Reentry, and Community 

Supports (December 2025) 

» Drug Medi-Cal Organized Delivery System with Contingency 

Management (December 2025) 

» Managed Care Plans Transition  (December 2025) 

 

 

https://url.us.m.mimecastprotect.com/s/hxBoCG6Q9gslk1YzFKfYSBaDS0?domain=dhcs.ca.gov
https://url.us.m.mimecastprotect.com/s/uL5uCJ67PlszZqrjFGhxSyK4Ql?domain=dhcs.ca.gov
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General Background Information 
California’s Medicaid program, Medi-Cal, the largest state Medicaid program in both 
total enrollment and budget, provides medical, dental, behavioral health (BH), or social 
services for over one-third of Californians. Millions of Californians rely upon Medi-Cal 
for health care.1 California has also been a long-established program leader and 
innovator among states as evidenced by its early adoption of Medicaid managed care, 
receipt of multiple federal waivers and pilot opportunities, early support for the 
Medicaid Affordable Care Act eligibility expansions, and its recent enhanced supports 
for home- and community-based services. California’s Medi-Cal 2020 Demonstration 
(effective 12/30/2015-12/31/2020) aimed to transform and improve the quality of care, 
access, and efficiency of health care services for California’s more than 13 million Medi-
Cal members. As California’s Medi-Cal population increased further, peaking in 2022 
with an enrollment of 15 million members, California planned to implement its next 
waiver immediately following the completion of California’s Medi-Cal 2020 1115 
Demonstration. The initiation of CalAIM was delayed one year, however, due to the 
impact of COVID-19. 

What is CalAIM? 
The California Advancing and Innovating Medi-Cal (CalAIM) 1115 demonstration,a 

approved by the Centers for Medicare & Medicaid Services (CMS) on December 29, 
2021, reflects CalAIM’s leveraging of Medi-Cal to systematically lessen many of the 
complex challenges facing California’s most vulnerable residents. CalAIM has identified 
and is now testing multi-factorial strategies to address the complex health needs of 
vulnerable populations including children and adults who are unhoused, have limited 
access to needed BH care, have multi-system complex medical conditions, are involved 
with justice-involved (JI) settings, and members of the aging population. Each of these 
groups experience a higher-than-average degree of complex medical conditions often 

 

 

 
a Section 1115 Medicaid demonstration waivers allow states to test approaches within the 
Medicaid program that differ from what is required by federal statute if [in the HHS Secretary’s 
view] the approach is likely to promote the objectives of the Medicaid program. 
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requiring patient involvement with multiple different providers across different health 
care settings. 

The CalAIM demonstration is promoting a person-centered approach to meet the 
physical, behavioral, developmental, long-term care, oral health, and health-related 
social needs (HRSN) of all Medi-Cal members. This approach was first authorized by the 
Medi-Cal 2020 demonstration as Whole Person Care (WPC) pilots that were associated 
with improved clinical outcomes for patients and fiscal outcomes for the state.2 Further, 
the Medi-Cal 2020 demonstration’s Global Payment Program (GPP) for uninsured 
individuals showed that the GPP incentivized a shift toward value in health care for the 
uninsured, yielding evidence that regular access to the delivery of primary care and 
other lower-intensity services was associated with an increase in the use of primary care 
services and a decrease in the use of emergency department (ED) and inpatient 
services.3 Some examples of low-intensity, outpatient services include encounters with 
services delivered by Doctor of Pharmacy (PharmD), nurse-only visits, mobile clinic visits, 
e-consults, or telehealth. Examples of low-intensity services delivered in the inpatient 
setting include skilled nursing facility utilization and recuperative/respite care. In 
contrast, higher-intensity services refer to inpatient medical/surgical admissions 
including overnight hospital stays. 

The CalAIM 1115 demonstration, along with related authorities, including the CalAIM 
1915(b)4,5 Waiver also approved by CMS on December 29, 2021, are enabling California 
to execute its larger CalAIM initiative, providing benefits to certain high-need, hard-to-
reach populations identified by the Department of Health Care Services (DHCS), with the 
objective of improving health outcomes for Medi-Cal members and other low-income 
residents. To achieve these goals, CalAIM is shifting Medi-Cal to a population health 
approach that prioritizes prevention and addresses social drivers of health. These broad 
initiatives build upon previous innovations with an expanded focus on the recognition 
and management of Medi-Cal members’ health risks and needs. CalAIM is 
operationalizing these initiatives through a whole person care approach with 
consideration of the (a) impacts of social factors that influence health; (b) 
implementation of strategies to reduce the complexity and increase the flexibility of the 
Medi-Cal system; and (c) continuance of Medi-Cal's longstanding commitments to 
improve quality outcomes, reduce health disparities, and drive innovative delivery 
system transformation through value-based initiatives, systems’ modernization, and 
payment reforms.6 
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In 2023, DHCS launched the Population Health Management (PHM) program, a 
cornerstone of CalAIM’s cross-cutting interventions.7 The PHM program is establishing a 
cohesive, statewide approach that ensures Medi-Cal members have access to a 
comprehensive program intended to lead to longer, healthier, and happier lives; 
improved health outcomes; and health equity. With the PHM program, health plans, 
their networks, and partners are required to: 

» Build trust and meaningfully engage with members; 
» Gather, share, and assess timely and accurate data on member preferences and 

needs to identify efficient and effective opportunities for global intervention 
through data-driven risk stratification processes, predictive analytics, 
identification of gaps in care, and standardized assessment processes; 

» Focus on upstream approaches that link to public health and social services, and 
support members staying healthy through wellness and prevention services; 

» Provide care management, care coordination, and care transitions across delivery 
systems, settings, and life circumstances; and 

» Identify and mitigate social drivers of health to reduce disparities. 

CalAIM and its 1115 and 1915(b) Waivers are part of the larger Medi-Cal Transformation 
initiative, which includes additional new managed care population health efforts. 
Examples of these efforts include California’s implementation of its new statewide 
Enhanced Care Management (ECM) program and a new menu of state-approved 
Community Supports through its managed care contracts. ECM is a benefit under 
California’s CalAIM Medi-Cal Transformation initiative that is designed to provide whole-
person, person-centered, and community-based coordination for Medi-Cal members 
with the most complex medical and social needs. Community Supports (previously 
called In Lieu of Services (ILOS)) are services available to Medi-Cal managed care plan 
(MCP) members who meet specific need criteria to address social drivers of health. 
While 12 of the Community Supports under managed care authority were approved in 
the CalAIM 1915(b) Waiver, two additional Community Supports – recuperative care and 
short-term post-hospitalization services – are authorized through the CalAIM 1115 
demonstration. 

The CalAIM Initiative was designed as a data-driven, transparent and accountable 
program to aid Medi-Cal members and providers, partners, advocates, and policy teams, 
to monitor the progress of CalAIM’s development and understand its impact on quality 
and population-based health and well-being. The Initiative was designed to support the 
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implementation and monitoring of progress across the expansive CalAIM interventions 
and to understand their impact on California’s most vulnerable populations. 

The resulting CalAIM initiative can be described as a comprehensive initiative involving 
hundreds of interventions devoted to improving health outcomes and addressing social 
needs for Medi-Cal members. This Initiative, however, is not a single program. Instead, it 
offers a coordinated framework aiming to integrate clinical care, BH integration, housing 
support and incentive programs to deliver more holistic, person-centered care. 

Overall, CalAIM and the broader Medi-Cal Transformation effort address a broad set of 
initiatives and reforms including domains such as BH, Community Supports, Dental Care, 
Enhanced care Management, Incentive Payment Program (IPP), Integrated Care for Dual 
Eligible Members, Population Management, Providing Access and Transforming Health, 
and Statewide Managed Longe-Term Care, Drug Medi-Cal-Organized Delivery System 
(DMC-ODS) including Contingency Management, Transitional Health Care Practices and 
more. 

1115 Medicaid Demonstration Waivers 
CalAIM has been funded in large part with a Section 1115 Medicaid demonstration 
waiver. These waivers allow states to test approaches within the Medicaid program that 
differ from existing federal statute requirements conditional on the federal Health and 
Human Services (HHS) Secretary’s view that the proposed demonstration approach is 
likely to promote the objectives of the Medicaid program. Most states have at least one 
Section 1115 Waiver allowing individual states to prioritize flexibilities in their program 
operations. Section 1115 Waivers are usually approved for a five-year period and can be 
renewed.4 

California has a history of receiving 1115 Waivers to innovate and improve its Medi-Cal 
program since the 1990s when it focused on expanding Medi-Cal eligibility, 
restructuring care delivery models, redirecting funds for indigent care, and simplifying 
the administration of Medi-Cal. This report fulfills this tradition and also fulfills a 
requirement by CMS for an evaluation of the CalAIM initiative. 
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The 1115 Waiver Interim Evaluation Report 
Since the initiation of CalAIM, CalAIM interventions, aligned with efforts to understand 
CalAIM’s impact on California’s most vulnerable populations have been developed, 
implemented, and monitored. While CalAIM is not one single program, its initiatives 
share a focus on improving health outcomes and addressing social needs for Medi-Cal 
members. Overall, CalAIM offers a coordinated framework to integrate clinical care, BH 
and social services including care management, BH integration, housing support and 
incentive programs to deliver more holistic, person-centered care. 

The evaluation of large CalAIM initiatives authorized through the 1115 Waiver are 
included in this Interim Evaluation Report. Five of these have been conducted by the 
UCLA-RAND Evaluation Team including: (1) Providing Access and Transforming Health 
(PATH) Initiative, (2) Global Payment Program (GPP), (3) the Medi-Cal Matching Plan 
Policy for Dual Eligible Beneficiaries (Duals), (4) Reentry Demonstration Initiative 
(Reentry), and (5) Community Supports. Section 1 of this volume includes the evaluation 
of the five project components completed by the UCLA-RAND Evaluation Team. Details 
about these programs and their evaluations comprise the body of this report. The 
Interim Evaluation of the remaining CalAIM 1115-authorized initiative, the DMC-ODS 
program including Contingency Management, is included in a separate report. 

As an Interim Evaluation Report, this document reports some of the implementation 
components and qualitative data that have been collected thus far. As expected for an 
Interim Evaluation Report, other parts, including many quantitative analyses, are not yet 
complete but will be in the Final Summative Report. 

CalAIM sets out to: 

(1) Provide infrastructure support and capacity building in the Medi-Cal delivery 
system, and introduce new waiver programs – such as ECM and a set of Community 
Support (CS) services – into sustainable programs in the Medi-Cal managed care 
setting via PATH, which was first implemented in January 2022, while also building; 
and to build new capacity in the Medi-Cal delivery system; 

(2) Expand and standardize the provision of services in the state’s safety net network 
of public hospital and health care system providers via the GPPGPP – an ongoing 
program initiative since 2017 when first initiated as part of the prior Medi-Cal 2020 
waiver; 
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(3) Align Medi-Cal managed care with Medicare Advantage (MA) enrollment through 
the Medi-Cal Matching Plan Policy for Dually enrolled individuals (Duals) that was 
first initiated in 2022; 

(4) Introduce a new initiative for transition services for Medi-Cal eligible incarcerated 
individuals currently in carceral settings in the period prior to release, the Justice-
Involved Reentry Initiative (Reentry); 

(5) Establish new Community Supports services effective January 2022 that address 
members’ HRSN and help promote member health, stability, and independence in 
the community; and 

Holistically, PATH has directed a support program that provides managed care 
organizations, community organizations, and providers with the funds to establish 
infrastructure for the development and expansion of these initiatives. GPP, Reentry, and 
Community Supports are program initiatives that expand choices and access to care. 
The two remaining CalAIM initiatives – Duals and MCP Transition expand or maintain 
access to managed care choices. 

Each project component focuses on a different intervention or cohort to achieve the 
bold goals of CalAIM to improve the health of all Californians, especially those whose 
health and social needs have traditionally been under resourced. 

The results described in this Interim Evaluation Report document sustained efforts of the 
State of California to provide efficient and effective health care services to the Medicaid 
population and to address known leverage points where care is the most difficult to 
deliver and where the services provided require sustained coordination. 

Overview and Orientation to the Interim Evaluation Report 
The Special Terms and Conditions (STCs) for 1115 Waivers specify requirements for the 
preparation of Interim and Summative Evaluation Reports.8 These requirements are 
introduced by acknowledging that both the state and federal governments benefit from 
rigorous quantitative and qualitative evidence to guide policy decisions. They highlight 
that the evaluations of new initiatives have and can influence the direction of future 
Medicaid policy most effectively through the accession and analysis of data. Evaluation 
teams are encouraged to include findings about project implementation, outcomes, and 
impacts. These requirements emphasize that CMS-approved Evaluation Designs should 
serve as a map to guide the report with a focus on demonstration goals, evaluation 
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questions, and specific hypotheses. This report is large. What follows is an attempt to 
facilitate readers’ experience. 

Following this brief introduction, Exhibit 0.1: Complete Listing of CalAIM Evaluation 
Goals, Evaluation Questions, Hypotheses, and Evaluation Team Assessments, summarizes 
key elements of the evaluation of each project component. This 10-page exhibit offers a 
framework for orienting readers to the structure of this report. Following Exhibit 0.1, in 
advance of the body of this report, readers may review one overall executive summary 
that includes all five project components evaluated by UCLA-RAND. Across the more 
technical body of the report, the sequence of presentation of the project components 
remains the same: (1) PATH, (2) GPP, (3) Duals, (4) Reentry, (5) Community Supports all 
within Section 1. The Managed Care Plan Transition executive summary and body of the 
report is presented in Section 2. 

Placing Exhibit 0.1 before readers peruse the executive summary and read technical 
sections of the body of the report introduces readers to the framework guiding the 
evaluation of the CalAIM initiative, allowing readers to most effectively digest the report. 

Explanation of Exhibit 0.1 
Within Exhibit 0.1, each project component is sequentially represented with a set of rows 
that describes the analytic building blocks of the evaluation, expressed as evaluation 
goals, evaluation questions, or hypotheses. Additionally, the last column of this and 
similar exhibits include an assessment made by the evaluation team. These assessments 
are currently mostly descriptive as the evaluation is now approaching only the end of 
the second of five years of planned data collection and analyses. 

As of the writing of this Interim Evaluation Report, investigators were able to provide 
assessment of progress made regarding many goals, and some evaluation questions 
and hypotheses. A notation of Pending Final Report indicates that, although team 
investigators have been addressing the topic, all data necessary for a final assessment 
requires additional time for several analyses. These assessments are reserved until 
further evaluation occurs. These measures will be reported within the Summative 
Evaluation Report. Methods and analyses described in the remainder of this report detail 
how the evaluation team is approaching these assessments. The words selected to 
describe assessments are used to convey general terms based upon analyses to date. 
Where evidence supports a more robust assessment, checks have been applied within 
cells. Three checks (✓✓✓) indicate significant progress made as of the writing of this 
Interim Evaluation Report; two checks (✓✓) indicate moderate progress has been made, 
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and a single check (✓) indicates limited progress made as of this Interim Evaluation 
Report. “TRUE” = adequate evidence to indicate the hypothesis is accepted. “Likely True” 
= some/limited evidence to indicate that the hypothesis is accepted. Progress in 
achieving goals and whether hypotheses were true or likely true was assessed based on 
consideration of all measures examined in the Interim Evaluation Report. Determination 
was made based on the overall assessment of the findings and not whether every 
measure was accomplished. 

The executive summary that follows describes CalAIM evaluation progress. The body of 
the report that follows describes progress across each of the five individual evaluation 
components and the methods used to generate these assessments. 

Exhibit 0.1: Goals, Evaluation Questions, Hypotheses and Assessments for Five 
CalAIM Evaluation Project Components 
Evaluation Project 1 of 5: PATH Initiative 
Goals, Evaluation Questions (EQ), Hypotheses (H), 
and Assessments (A) 

Assessment 

Goal 1. Increase the number of ECM and Community 
Supports community-based providers and 
consequently increase Medi-Cal member ECM and 
Community Supports utilization according to 
community needs. 

Progress made (✓✓✓) 

EQ 1: Did the number of community-based providers 
that contracted with Medicaid managed care plans 
(MCPs) to provide ECM or Community Supports 
increase over time? 

 

H 1a: The number of community-based providers 
contracted with MCPs to provide ECM or Community 
Supports will increase over time due to provision of PATH 
funding and resources. 

TRUE 

H 1b: The number and proportion of community-based 
providers located in under-resourced communities will 
increase over time due to provision of PATH funding and 
resources. 

TRUE 

EQ 2: What factors are associated with community-
based providers’ participation in ECM or Community 
Supports? 
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Evaluation Project 1 of 5: PATH Initiative 
Goals, Evaluation Questions (EQ), Hypotheses (H), 
and Assessments (A) 

Assessment 

H 2: Community-based providers are more likely to 
contract with MCPs to provide ECM or Community 
Supports if they participate in PATH, were contracted with 
MCPs prior to CalAIM, or had robust data sharing 
infrastructure in place prior to CalAIM. 

Likely true 

EQ 3: Did PATH increase utilization of ECM and 
Community Supports? 

 

H 3a: PATH will increase the number of eligible members 
that utilize ECM or Community Supports and the number 
of ECM and Community Supports services used by eligible 
members. PATH will increase ECM and Community 
Supports utilization by helping MCPs and providers to (a) 
develop cross-sector collaborative relationships and 
infrastructure needed to implement ECM or Community 
Supports and (b) use effective strategies for identifying 
and engaging eligible members in ECM or Community 
Supports services. 

Likely true 

H 3b: PATH will increase the number of eligible members 
in under-resourced communities that utilize ECM or 
Community Supports and the number of ECM and 
Community Supports services used by eligible members 
by increasing the number of providers in these 
communities contracted to provide these services. 

TRUE 

Goal 2: Improve data collection and information 
sharing infrastructure among ECM and Community 
Supports providers. 

Progress made (✓✓✓) 

EQ 4: Did PATH improve ECM and Community 
Supports providers’ data collection and information 
sharing infrastructure? 

 

H 4: PATH will increase the number of ECM and 
Community Supports providers with data use agreements 
with MCPs, electronic health record (EHR) technology or 
other electronic care management documentation 
system, and Medi-Cal billing systems. PATH will increase 

Likely true 
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Evaluation Project 1 of 5: PATH Initiative 
Goals, Evaluation Questions (EQ), Hypotheses (H), 
and Assessments (A) 

Assessment 

the number of ECM and Community Supports providers 
that had shared data with MCPs using these systems. 

 

Goal 3: Improve the ability for state prisons, county 
jails, youth correctional facilities, and their 
community providers to screen, enroll, change the 
suspension status, or provide 90-day pre-release 
services for eligible individuals in Medi-Cal prior to 
release and increase the number of eligible individuals 
screened and enrolled in Medi-Cal prior to release. 

Progress made (✓✓) 

EQ 5: Did PATH funding improve these institutions’ 
capacity and infrastructure necessary to screen, 
enroll, and change the suspension status of 
individuals eligible for Medi-Cal prior to release? 

 

H 5: PATH funding will improve these institutions’ 
capacity and infrastructure necessary to screen, enroll, and 
change the suspension status for individuals eligible for 
Medi-Cal prior to release. PATH will do so by enabling 
correctional facilities to invest in needed infrastructure 
and capacity development. 

TRUE 

EQ 6: Did PATH funding improve these institutions’ 
capacity and infrastructure necessary to provide 90-
day pre-release services to eligible individuals? 

 

H 6. PATH funding will improve these institutions’ 
capacity and infrastructure to provide pre-release services 
by providing funding to invest in needed infrastructure 
and capacity development. 

TRUE 

EQ 7: Did the number of eligible individuals screened 
and enrolled in Medi-Cal prior to release increase over 
time? 

 

H 7: The number of eligible individuals screened and 
enrolled in Medi-Cal prior to release will increase over 
time. 

Pending final report 

Cost analysis to measure cost outcomes of the 
demonstration through examination of PATH 

Pending final report 
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Evaluation Project 1 of 5: PATH Initiative 
Goals, Evaluation Questions (EQ), Hypotheses (H), 
and Assessments (A) 

Assessment 

expenditures and resources, payments to providers for 
ECM and Community Supports services, and the 
patterns of payments for services used among 
members 

 

 
Evaluation Project 2 of 5: GPP 
Goals, Evaluation Questions (EQ), Hypotheses (H) and 
Assessments (A) 

Assessments 

Goal 1. Improve the quality of care among individuals 
with uninsured services. 

Pending final report 

EQ 1: Was the GPP successful in improving quality 
of care to individuals with uninsured services? 

 

H 1: Public Health Care Systems (PHCS) improved the 
quality of care to the uninsured. 

Pending final report 

Goal 2: Drive the shift in the provision of services from 
emergency and select inpatient services to non-
emergency outpatient settings among those 
individuals with uninsured services 

Progress made (✓) 

EQ 2: Was the GPP successful in driving a shift in the 
provision of services from emergent and select 
inpatient services to non-emergency outpatient 
settings, including non-traditional, equity enhancing 
(EE) services? 

 

H 2a: PHCS increased the use of outpatient services over 
the course of the GPP. 

Likely true 

H 2b: PHCS increased the use of non-traditional services 
over the course of the GPP. 

Likely true 

H 2c: PHCS increased the use of equity-enhancing 
services over the course of the GPP. 

Pending final report 

Goal 3: Improve PHCS data infrastructure and 
completeness that are necessary to understand health 
inequities among GPP utilizers. 

Progress made (✓✓) 
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Evaluation Project 2 of 5: GPP 
Goals, Evaluation Questions (EQ), Hypotheses (H) and 
Assessments (A) 

Assessments 

EQ 3: Was the GPP successful in driving improvements 
in the data infrastructure necessary to understand 
health inequities? 

 

H 3: PHCS improved the data collection, reporting, and 
analytics infrastructure to identify and act on health 
inequities. 

Likely true 

Cost Analysis to measure the cost of services provided 
by the PHCS to the uninsured through examination of 
Audited P14 workbooks and compare this to the cost 
of a comparison group comprising non-GPP counties 

Pending final report 

 

Evaluation Project 3 of 5: Dually Eligible Beneficiaries 
Eligible for MA Plans (Duals) 
Goals, Evaluation Questions (EQ), Hypotheses (H) and 
Assessments (A) 

Assessments 

Goal 1. Determine the epidemiology of plan changes 
among duals eligible for MA plans and relate them to 
requested MCP change requestions. 

Progress made (✓✓✓) 

EQ 1a: How many duals enrolled in an MA plan in the 
12 counties with a Medi-Cal Matching Plan Policy in 
2023 had the policy applied to them? 

 

EQ 1b: Of duals that had the policy applied to them, 
how many changed their MCP to a non-matching plan 
within 12 months of enrollment? 

 

H1: Less than 0.1% of duals in mandatory aligned plans in 
Matching Plan Counties will change their MCP without 
changing their MA within 12 months of enrollment during 
the target period. 

Likely true 

H2: Duals in aligned plans during the target period are 
less likely to change their MCP (without changing their 
MA) than those in unaligned plans during the target 
period. 

TRUE 
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Evaluation Project 2 of 5: GPP 
Goals, Evaluation Questions (EQ), Hypotheses (H) and 
Assessments (A) 

Assessments 

H3: Duals who change from a mandatory aligned plan are 
less likely to change their MA plans (and MCP) than Duals 
who change from unaligned MA plans during the target 
period. 

Likely true 

H 4: Duals in MMPs will be less likely to change plans than 
those in other aligned plans that are not MMPs and less 
likely than those in unaligned 
D-SNPs. 

Pending final report 

Goal 2: Maintain a high degree of satisfaction with 
changing their Medi-Cal related plans among duals in 
MA plans that are aligned with MCPs and among 
duals in MMPs. 

Progress made (✓✓✓) 

EQ 2: Are duals satisfied with the information and 
process for mandatory Medi-Cal aligned enrollment 
when they choose an MA plan? 

 

H 1: Duals who request to change their MCP and who 
change their plans will be satisfied with the process for 
doing so during the target period. 

Likely true 

H 2: Duals in Medi-Medi Plans will be more satisfied with 
the mandatory alignment of their MCP to their MA plan 
choice compared to duals who are in other type of MA. 

Pending final report 

H 3: Duals in counties with the policy will be more 
knowledgeable and will be more satisfied with the policy. 

Not likely true 
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Evaluation Project 4 of 5: Justice-Involved Reentry 
Initiative (REENTRY) 
Goals, Evaluation Questions (EQ), Hypotheses (H) and 
Assessments (A) 

Assessments 

Goal 1: Increase coverage, continuity of care, and 
appropriate service uptake through assessment of 
eligibility and availability of coverage for benefits in 
carceral settings just prior to release. 

Progress made (✓✓) 

EQ 1: Did the Waiver increase coverage for eligible 
Medi-Cal members? 

 

H1: The Waiver will increase coverage for eligible Medi-
Cal members. 

Pending final report 

Goal 2: Improve access to services prior to release and 
improve transitions and continuity of care into the 
community upon release. 

Pending final report 

EQ 2: Did the Waiver improve access to services prior 
to release from prison/jail/youth correctional 
facilities? Improve transitions and continuity of care 
upon release for eligible Medi-Cal members? 

 

H2: The Waiver will increase access to services prior to 
release and improve transitions and continuing of care 
upon release for eligible Medi-Cal members. 

Pending final report 

Goal 3: Improve coordination and communication 
between correctional systems, Medicaid and Children’s 
Health Insurance Program (CHIP) systems, MCPs, and 
community-based providers. 

Progress made (✓✓) 

EQ 3a: Did the Waiver improve coordination between 
correctional systems, Medicaid and CHIP systems, 
MCPs, and community-based providers? 

 

H 3a: The Waiver will improve coordination between 
correctional systems, Medicaid and CHIP systems, MCPs 
and community-based providers. 

Pending final report 

EQ 3b: Did the Waiver improve communication 
between correctional systems, Medicaid and CHIP 
systems, MCPs, and community-based providers? 

 

H 3b: The Waiver will improve communication between 
correctional systems, Medicaid and CHIP systems, 

Pending final report 
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Evaluation Project 4 of 5: Justice-Involved Reentry 
Initiative (REENTRY) 
Goals, Evaluation Questions (EQ), Hypotheses (H) and 
Assessments (A) 

Assessments 

managed care plans (MCPs), and community-based 
providers. 

 

Goal 4: Increase additional investments in health care 
and related services, aimed at improving the quality of 
care for beneficiaries in carceral settings and in the 
community to maximize successful reentry post-
release. 

Pending final report 

EQ4: How did the Waiver influence investments in 
health care and related services in carceral settings 
aimed at improving quality of care and in the 
community aimed at maximizing successful reentry 
post-release? 

 

H 4: The Waiver will increase services associated with 
improved quality of care, such as medication-assisted 
treatment (MAT), care coordination, and enhanced care 
management. 

Pending final report 

Goal 5: Improve connections between carceral settings 
and community services upon release to address 
physical health, BH, and HRSNs. 

Progress made (✓✓) 

EQ 5: Did the Waiver improve connections between 
carceral settings and community services upon release 
to address physical health, BH, and HRSNs? 

 

H 5: The Waiver will improve connections between 
carceral settings and community services upon release to 
address physical health, BH, and HRSNs. 

Pending final report 

Goal 6: Provide intervention for certain BH conditions 
and use stabilizing meds like long-acting injectable 
antipsychotics 
and medications for addiction treatment for SUDs, 
with the goal of reducing decompensation, suicide-
related death, overdose, and overdose-related death in 
the near-term post-release. 

Pending final report 
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Evaluation Project 4 of 5: Justice-Involved Reentry 
Initiative (REENTRY) 
Goals, Evaluation Questions (EQ), Hypotheses (H) and 
Assessments (A) 

Assessments 

EQ 6a: Did the Waiver provide intervention for certain 
BH conditions and use stabilizing medications like 
long-acting injectable anti-psychotics and medications 
for addiction treatment for SUDs for eligible Medi-Cal 
members? 

 

EQ 6b: Did the Waiver reduce decompensation, 
suicide-related deaths, overdoses, and overdose-
related deaths in the near-term post-release for 
eligible Medi-Cal members? 

 

H 6a: The Waiver will increase access to interventions for 
BH conditions, access to long-acting injectable anti-
psychotics, and access to medications for Substance Use 
Disorder (SUD) treatment for eligible Medi-Cal members. 

Pending final report 

H 6b: The Waiver will reduce decompensation, suicide-
related deaths, overdoses, and overdose-related deaths 
for eligible Medi-Cal members. 

Pending final report 

Goal 7: Reduce post-release acute care utilization (e.g., 
ED visits, inpatient hospitalizations, and all-cause 
deaths among recently incarcerated Medicaid 
beneficiaries and individuals otherwise eligible for 
CHIP if not for their incarceration status through 
robust pre-release identification, stabilization, and 
management of certain serious physical and BH 
conditions that may respond to ambulatory care and 
treatment (e.g., diabetes, heart failure, hypertension, 
schizophrenia, SUDs) as well as increased receipt of 
preventive and routine physical and BH care. 

Pending final report 

EQ 7: Did the Waiver reduce post-release ED visits, 
inpatient hospitalizations, and all-cause deaths for 
eligible Medi-Cal members? 

 

H7: The Waiver will reduce post-release ED visits, 
inpatient hospitalizations, and all-cause deaths for eligible 
Medi-Cal members. 

Pending final report 
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Evaluation Project 4 of 5: Justice-Involved Reentry 
Initiative (REENTRY) 
Goals, Evaluation Questions (EQ), Hypotheses (H) and 
Assessments (A) 

Assessments 

COST: To estimate changes in Medi-Cal expenditures 
on the JI population. 

Pending final report 

H 8: To estimate changes in Medi-Cal expenditures on the 
JI population. 

Pending final report 

 

Evaluation Project 5 of 5: COMMUNITY SUPPORTS 
Goals, Evaluation Questions (EQ), Hypotheses (H) and 
Assessments (A) 

Assessments 

Goal 1: Increase offering of Community Supports by 
MCPs. 

Progress made (✓✓✓) 

EQ 1: Did the number of MCPs offering Community 
Supports increase over time? 

 

H1: The number of Community Supports offered by 
MCPs will increase over time. 

TRUE 

Goal 2: Increase contracts between providers and 
MCPs for Community Supports services. 

Progress made (✓✓✓) 

EQ 2: Did the number and diversity of providers 
contracted to provide Community Supports increase 
over time? 

 

H2: The number and diversity of providers contracted to 
provide Community Supports will increase over time. 

Likely true 

EQ 3: What factors influence provider participation in 
Community Supports? 

 

H 3: Provider capacity and infrastructure and local 
service availability and need will influence provider 
participation in Community Supports. 

TRUE 

Goal 3: Increase utilization of Community Supports 
by eligible members. 

Progress made (✓✓✓) 
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Evaluation Project 4 of 5: Justice-Involved Reentry 
Initiative (REENTRY) 
Goals, Evaluation Questions (EQ), Hypotheses (H) and 
Assessments (A) 

Assessments 

EQ 4: Did the number of members receiving 
Community Supports increase over time? 

 

H 4a: The number of members receiving Community 
Supports will increase over time. 

TRUE 

H 4b: Members with housing-related needs will receive 
more than one Community Support to address these 
needs. 

TRUE 

EQ 5: What strategies are being used to identify and 
refer eligible members to Community Supports? 

 

H 5: Members will primarily be connected to Community 
Supports via community-based provider referrals. 

TRUE 

Goal 4: Examine whether and how public investments 
in housing and other HRSN services change over time 
in concert with new Medicaid funding for those 
services. 

Progress made (✓✓) 

EQ 6: How is new Medicaid funding for Community 
Supports impacting existing systems of care? 

 

H 6: Medicaid funding for Community Supports will be 
perceived as complementing state and local investments 
in housing and other HRSN services. 

TRUE 

Goal 5: Increase members’ access to outpatient care 
including BH services and reduce acute care 
utilization and long-term care admission and stays 

Pending final report 

EQ 7a. Will Community Supports affect member 
access to outpatient care? 

 

H 7a: Members receiving Community Supports will use 
more outpatient services than members who do not. 

Pending final report 

EQ 7b. Will Community Supports reduce avoidable 
acute care utilization or long-term care stays? 

 

H 7b: Members receiving Community Supports will 
experience greater reductions in avoidable acute care 

Pending final report 
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Evaluation Project 4 of 5: Justice-Involved Reentry 
Initiative (REENTRY) 
Goals, Evaluation Questions (EQ), Hypotheses (H) and 
Assessments (A) 

Assessments 

utilization and long-term care stays than members who 
do not. 

 

Goal 6: Improve quality and outcomes of care. Progress made (✓) 

EQ 8: Are members satisfied with Community 
Supports referral processes and services? 

 

H8a: Members who receive Community Supports will be 
satisfied with services. 

Pending final report 

H8 b: Member dissatisfaction with services, as indicated 
by number of appeals, grievances, and state fair hearings 
for each Community Supports relative to total service 
use, will decrease over time. 

Pending final report 

EQ 9: Following receipt of housing-related 
Community Supports, are members being 
transitioned to other appropriate supports when 
needed? 

 

H 9: The proportion of members transitioned to 
appropriate HRSN supports will increase over time. 

Likely true 

EQ 10: Will Community Supports improve quality and 
outcomes of health care? 

 

H 10a: Community Supports will improve member 
receipt of appropriate care. 

Pending final report 

H 10b: Community Supports will reduce member receipt 
of inappropriate care. 

Pending final report 

H 10c: Community Supports will promote maintenance 
of member function. 

Pending final report 

H 10d: Community Supports will reduce cause-specific 
complications. 

Pending final report 

Goal 7: Reduce disparities in service utilization, 
quality of care, and outcomes of care. 

Pending final report 

EQ 11: Are there disparities in Community Supports 
utilization based on member demographic 
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Evaluation Project 4 of 5: Justice-Involved Reentry 
Initiative (REENTRY) 
Goals, Evaluation Questions (EQ), Hypotheses (H) and 
Assessments (A) 

Assessments 

characteristics, health conditions, or community 
characteristics? 

 

H 11: Community Supports utilization will be higher in 
urban communities, communities with street medicine 
programs, and among members with English as preferred 
language. 

Pending final report 

EQ 12: Will Community Supports impact disparities in 
downstream physical or behavioral health service 
utilization, quality of care, or outcomes of care? 

 

H 12a: Community Supports will reduce age, sex, 
racial/ethnic, linguistic, and functional (disability) 
disparities in downstream physical or behavioral health 
service utilization, quality of care, and outcomes of care. 

Pending final report 

H 12b: Community Supports will reduce disparities in 
physical or behavioral health services utilization and 
outcomes of care for individuals experiencing 
homelessness. 

Pending final report 

Goal 8: Ensure Community Supports are cost-effective 
alternatives to State Plan services or settings. 

Pending final report 

EQ13: Will Community Supports impact cost of care?  

H 13: Community Supports are cost-effective alternatives 
to State Plan services or settings. 

Pending final report 

Note: ✓✓✓ = significant progress made as of Interim Evaluation Report; ✓✓ = moderate progress made 
as of Interim Evaluation Report; ✓ = limited progress made as of Interim Evaluation Report. “TRUE” = 
adequate evidence to indicate the hypothesis is accepted. “Likely True” = some/limited evidence to 
indicate that the hypothesis is accepted. Progress in achieving goals and whether hypotheses were true or 
likely true was assessed based on consideration of all measures examined in the Interim Evaluation 
Report. Determination was made based on the overall assessment of the findings and not whether every 
measure was accomplished. EQ is Evaluation Question. H is Hypothesis. 

Independent Evaluation Team 
DHCS selected the Regents of the University of California on behalf of its Los Angeles 
campus (UCLA) as the Independent Evaluator in October 2023 to assess the impact of 
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five Evaluation Components of the CalAIM 1115 Demonstration: PATH, GPP, Duals, 
Reentry, and Community Supports. The evaluation contract was finalized in December 
2023. Throughout this Interim Evaluation Report, the independent evaluators are 
referred to as “UCLA-RAND” or as the “evaluation team,” recognizing the shared effort 
between UCLA, the contracted organization, and the RAND Corporation, the main 
subcontractor for this evaluation. UCLA-RAND has agreed to conduct the evaluation in 
an independent manner and in accordance with the CMS-approved Evaluation Design. 
The independent evaluation team considers the unique goals of each initiative and the 
overarching impact on CalAIM and population health. UCLA-RAND’s approach considers 
structural change, cost of care, quality of care, and access to care, all of which provide a 
picture of member experience and impact to the state’s administration of the program 
overall. 

UCLA-RAND is responsible for developing the evaluation design and reporting results of 
the evaluation in this Interim and the subsequent Summative Evaluation Reports for the 
PATH, GPP, Duals, Reentry, and Community Supports project components. 

Projected Timeline 
Exhibit 2 shows the planned timeline for important elements of the evaluation as well as 
the major deliverables. The Interim Evaluation Report, Summative Report, and Reentry 
Mid-Point Assessment reflect the date the draft version is due to CMS. As stated in STC 
17.4 and 9.10, the final versions are due to CMS 60 days after receiving CMS comments. 
The due dates of the major required CMS deliverables are listed below: 

» Interim Evaluation Report: December 31, 2025 

» Justice-Involved Reentry Demonstration Mid-Point Assessment: September 30, 
2027 

» Summative Evaluation Report: June 27, 2028 
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Exhibit 0.2: UCLA-RAND Projected Evaluation Timeline 

Evaluation Activity 
Year 1: 

12/1/23- 
6/30/24 

Year 2: 
7/1/24 – 
6/30/25 

Year 3: 
7/1/25- 
6/30/26 

Year 4: 
7/1/26- 
6/30/27 

Year 5: 
7/1/27- 
6/30/28 

Year 6: 
7/1/28- 
5/31/29 

PATH, GPP, Duals, Reentry 
Primary Data Collectionb 

                        

PATH, GPP, Duals, Reentry 
Existing Data Receiptc 

(1) Initial data request / receipt 
(2) Follow-up data request / 
receipt 

   

 
1 

  

 
1 

   

 
2 

   

 
2 

         

Quantitative Data Collection & 
Analysisd 

                        

Qualitative Data Collection & 
Analysise 

                        

Evaluation Design                         

 
Interim Evaluation Report 

                        

Quarterly Evaluation Reports                         
 

 
b UCLA-RAND will conduct PATH, GPP, Duals, Reentry primary data collection. 
c UCLA-RAND will initiate data requests, receipt, and conduct follow-up as needed. 
d NORC’s MCP Transition Evaluation will conduct quantitative data collection and analysis. 
e NORC’s MCP Transition Evaluation will conduct qualitative data collection and analysis. 
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Evaluation Activity 
Year 1: 

12/1/23- 
6/30/24 

Year 2: 
7/1/24 – 
6/30/25 

Year 3: 
7/1/25- 
6/30/26 

Year 4: 
7/1/26- 
6/30/27 

Year 5: 
7/1/27- 
6/30/28 

Year 6: 
7/1/28- 
5/31/29 

                         

Reentry Mid-Point Assessment                         

Summative Evaluation Report 
Draft 

                        

Note: Dark blue indicates a due date for the deliverable; light blue indicates evaluation activities related to that deliverable. Grey 
indicates that no evaluation activities took place, as Year 1 was 6 months in length vs. 12 months in the other project years. 
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EXECUTIVE SUMMARY FOR THE CALAIM 1115 

EVALUATION COMPONENTS UNDER THE 
EVALUATION TEAM AT UCLA-RAND 
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California’s CalAIM initiative represents one of the most comprehensive efforts in the 
nation to transform Medicaid delivery systems to provide more equitable, coordinated, 
and whole-person care. The UCLA-RAND Interim Evaluation Report summarizes early 
implementation results from five interrelated evaluation components—PATH, GPP, the 
Medi-Cal Matching Plan Policy for Dually Eligible Beneficiaries (Duals), the JI Reentry 
Initiative, and Community Supports. Together, these efforts demonstrate the State’s 
progress toward creating a more integrated Medi-Cal system designed to improve 
health outcomes, strengthen local infrastructure, and address members’ social and BH 
needs. 

 
Across these components, several cross-cutting themes emerged. California has made 
significant progress in expanding provider networks, increasing participation in new 
programs, and improving coordination across delivery systems. Data also revealed early 
improvements in access to care and service integration, along with persistent challenges 
in data sharing, administrative complexity, and variation in local implementation 
capacity. These findings reflect both the scale and ambition of CalAIM as a 
transformative framework for advancing PHM statewide. 

 
The PATH initiative served as a foundation for much of CalAIM’s implementation by 
providing funding and technical assistance (TA) to build the infrastructure needed to 
operationalize new Medi-Cal benefits such as ECM, Community Supports, and the 
Justice-Involved Reentry Initiative (Reentry). PATH funding was distributed to 
community-based organizations (CBOs), local government agencies, and providers—
particularly those serving rural and underserved regions—to expand capacity to deliver 
person-centered, coordinated care. In addition, PATH provided targeted support for 
correctional facilities and county BH and social service agencies to establish systems for 
pre-release Medi-Cal applications, suspension processes, and 90-day pre-release 
services for JI individuals. By the end of 2024, data indicated successful completion of 
multiple rounds of PATH funding that supported tangible progress in developing local 
systems for the JI Reentry Initiative and other CalAIM components. 

 
GPP, launched in 2015 and incorporated into CalAIM’s framework, continued to enable 
California’s PHCSs to provide high-value, efficient care to uninsured residents. GPP aims 
to incentivize a shift from hospital-based to preventive and community-based care. 
Interim findings of five quality measures showed that GPP users received higher quality 
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care than a comparison group on some preventive measures, including colorectal cancer 
screening and depression screening, while outcomes were lower for cervical cancer 
screening and diabetes control. The share of GPP services delivered in lower-intensity 
settings rose modestly over time, demonstrating incremental progress toward system 
transformation. However, differences in quality across population subgroups persist, 
underscoring the importance of sustained focus on reducing these gaps within PHCSs. 
Participating systems improved the completeness of patient demographic data during 
the first few years of CalAIM but some data challenges persist, including limited data 
sharing between PHCSs and county-based behavioral health systems. 

 
The Medi-Cal Matching Plan Policy for Dually Eligible Beneficiaries (matching plan 
policy) was designed to improve coordination between MCPs and MA plans by aligning 
enrollees where possible under the same managed care organization. Early analysis of 
enrollment data indicates the policy has been effective in promoting plan alignment in 
participating counties. This alignment is expected to simplify administrative processes, 
enhance communication between providers, and reduce care fragmentation for dual-
eligible members. Survey results from late 2024 suggested that members in matching 
plan policy counties were slightly more satisfied with their plan transition experience 
compared to those in non-policy counties, with higher rates of perceived ease in the 
transition process. These findings suggest that, while overall numbers of affected 
members remain relatively small, the policy is achieving its intended objective of 
improving coordination and member experience. 

 
Implementation of the JI Reentry Initiative marks a historic expansion of Medi-Cal 
coverage for incarcerated individuals, enabling eligible populations to receive targeted 
pre-release services within 90 days of their release. These services, designed to improve 
continuity of care and reduce post-release health risks, are a cornerstone of CalAIM’s 
broader effort to address social and structural determinants of health. Although 
implementation is still in its early stages and varies across counties and facility types, the 
initiative has demonstrated measurable progress. By the fourth quarter of 2024, at least 
611 individuals with reentry-related eligibility codes had received pre-release Medi-Cal 
services. Interviews with plans and correctional administrators highlighted the logistical 
challenges of enrolling eligible individuals and billing for services within carceral 
settings, particularly given labor-intensive data entry and delays in claims reporting. 
Despite these obstacles, the initiative has laid a critical foundation for connecting JI 
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individuals to health care and support services upon release. 
 

Community Supports, another cornerstone of CalAIM, represent a major innovation in 
Medi-Cal by allowing managed care plans to offer services addressing members’ health-
related social needs. Between 2022-2024, there were increases in the number of MCPs 
offering each Community Support, the number of providers contracted by MCPs to 
provide Community Supports, and the number of users of each Community Support. 
Most providers were contracted to provide more than one Community Support. The 
number of contracted providers for eight Community Supports decreased between 
2023-2024: Recuperative Care, Housing Tenancy & Sustaining Services, Day Habilitation, 
Assisted Living Facility (ALF) Transitions, Community or Home Transition Services, 
Environmental Accessibility Adaptations, Sobering Centers, and Asthma Remediation. 
Community Supports utilization was highest for Medically Tailored Meals / Medically 
Supportive Food and Housing Transition Navigation Services, and lowest for ALF 
Transitions and Community or Home Transition Services. Impact of receiving 
Community Supports on health care utilization, outcomes, and costs of care will be 
measured in the Summative Evaluation Report. 

 
Taken together, interim findings from these five evaluation components illustrate 
meaningful progress in advancing CalAIM’s overarching goals. The initiatives collectively 
demonstrate California’s commitment to integrating medical, behavioral, and social 
services; strengthening community-based care infrastructure; and promoting equity 
through targeted investments and policy alignment. The state has successfully expanded 
participation in new programs, improved the alignment of managed care systems, and 
piloted innovative approaches to serving high-need populations, including the JI and 
dually eligible. At the same time, data systems, workforce capacity, and administrative 
coordination remain key areas for continued development. 

 
As California moves toward the summative evaluation phase, the next stage of analysis 
will assess the long-term impacts of these efforts on health outcomes, quality, cost, and 
equity across populations. Collectively, the interim results highlight both the complexity 
and promise of the CalAIM transformation—illustrating how state-level innovation, 
paired with local implementation and continuous evaluation, can drive sustainable 
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improvement in health care delivery. 



40  

 
 
 
 

 
EVALUATION COMPONENT 1: EVALUATION OF 
THE PROVIDING ACCESS AND TRANSFORMING 

HEALTH (PATH) INITIATIVE 
Nadereh Pourat, PhD, Brenna O'Masta, MPH, Leigh Ann Haley, 
MPP, Weihao Zhou, MPH, Stephen Ma, MPH, Farah Sevareid, 

MPH, Nereida Heller, MPP, Chris Rubeo, DrPH, Emmeline Chuang, 
PhD. 



41  

A. PATH Executive Summary 
Summary of the PATH Demonstration 
PATH is a component of the CalAIM 1115 Medicaid Waiver demonstration approved by 
CMS for the period of January 1, 2022, to December 31, 2026. PATH is designed to 
expand the number and capacity of CBOs, providers, and local government entities to 
contract with Medicaid managed care plans (MCPs) and provide ECM and Community 
Supports, and to expand the capacity of correctional facilities and their partners to 
implement the JI Reentry Initiative. 

PATH is comprised of five specific programs. Four of these programs are focused on 
developing provider capacity and infrastructure to implement ECM and Community 
Supports: Whole Person Care (WPC) Services and Transition to Managed Care 
Mitigation; TA Marketplace; Collaborative Planning and Implementation (CPI) initiative; 
and Capacity and Infrastructure Transition, Expansion, and Development (CITED) 
initiative. PATH also included funding through the Justice-Involved Capacity Building 
Program (PATH JI) to correctional facilities, partners, and county BH agencies to develop 
capacity for pre-release Medi-Cal enrollment and suspension processes and to deliver 
90-day pre-release services and BH linkages. 

ECM is a new case management benefit that MCPs are required to offer to eligible 
members. ECM implementation rolled out in phases for eight Populations of Focus 
(POFs), differentiated by age into “children and youth” and “adults.” Implementation 
began by transitioning members who received services under the WPC and Health 
Homes Program (HHP) demonstrations into ECM; other POFs were added in phases, 
with the final POFs implemented in 2024. MCPs also had the option of offering eligible 
members Community Supports, which are services to address members’ health-related 
social needs, e.g., for housing. Two Community Supports were authorized under the 
CalAIM Section 1115 Medicaid Waiver, and 12 were authorized under the CalAIM 
1915(b) Medicaid Waiver. An additional Community Support, Transitional Rent, was 
added in July 2025 as part of California’s Section 1115 BH Community-Based Organized 
Networks of Equitable Care and Treatment Waiver. 
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Methodology and Methodological Limitations 
The PATH evaluation examines whether PATH achieved its three overarching goals by 
strengthening the infrastructure to deliver ECM, Community Supports, and the JI 
Reentry Initiative. UCLA-RAND obtained all available administrative data from DHCS and 
other relevant sources and gathered primary data through surveys and interviews with 
MCPs and providers. For the Interim Report, quantitative analyses included preparing 
data for analysis, merging data as needed, and conducting descriptive analyses of 
Quarterly Implementation and Monitoring Reports and Medi-Cal eligibility and claims 
data. Qualitative analyses included coding and developing themes from interviews, 
narrative reports, and other qualitative data sources. 

Key methodological limitations affecting the analyses for the Interim Report included (1) 
delayed access to Medi-Cal eligibility and claims data, which were not available until the 
end of May 2025; (2) no information on provider National Provider Identifier(s) was 
available for Community Supports users in the Quarterly Implementation and 
Monitoring Reports; and (3) lack of a comprehensive database of community-based 
providers eligible to offer ECM or Community Supports. 

Goal 1. Increase the number of ECM and Community Supports 
community-based providers and consequently increase Medi-Cal 
member ECM and Community Supports utilization according to 
community needs. 
Findings indicated: 

» The number of unique participating providers (621 to 2,041) and number of 
contracts (1,250 to 6,299) increased from 2022 Quarter (Q)1 to 2024 Q3. 

» The proportion of community-based providers as measured by private non-profit 
(64% to 67%) ownership status increased from 2022 Q1 to 2024 Q1. However, the 
proportion of providers with public ownership status decreased (20% to 11%) 
during that time. The proportion of contracts with public (11% to 6%) or private 
non-profit (56% to 48%) providers also declined at the same time, indicating an 
increase in contracts with for-profit providers over time. 

» Of the total providers that received PATH CITED or PATH TA, most were 
community-based (91% and 93%, respectively). Ten WPC lead entities requested 
WPC Transition funding. Also, 27% of WPC and 86% of HHP providers became ECM 
and Community Supports providers. ECM and Community Supports participation 
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was higher among providers that perceived high mission alignment, with prior 
experience providing similar services or serving similar populations, existing data 
sharing infrastructure, and those interested in diversifying revenue streams and 
increasing financial sustainability. Providers perceived PATH as valuable and 
contributing to their success in contracting with MCPs. But they noted challenges 
to ECM and Community Supports implementation including inadequate payment 
rates from MCPs, excessive reporting and documentation, and changes in policy 
guidance. 

» The total number of users of ECM and/or Community Supports increased per 
quarter from 82,088 in 2022 Q1 to 256,406 in 2024 Q3, and the total number of 
members who had ever used these services reached 500,447. The cumulative 
number of ECM users that used ECM regardless of Community Supports use was 
277,077, and the cumulative number of Community Supports users that used 
Community Supports regardless of ECM use was 297,544. The proportion of ECM 
users receiving care from private for-profit ECM providers increased from 26% to 
40%, resulting in a decline in the proportion of users receiving care from CBOs. 

» Among members reported using ECM and/or Community Supports between 2022 
Q1 and 2024 Q1 in QIMRs, a higher proportion of members using both ECM and 
Community Supports were experiencing homelessness (44%) than ECM only (27%) 
and Community Supports only (23%). Similarly, compared to users of only ECM and 
Community Supports, users of both ECM and Community Supports were more 
likely than users of ECM only or Community Supports only to have had serious 
mental illness (41% vs. 34% and 23%) and SUDs (35% vs. 27% and 19%) or had ED 
visits (64% vs. 62% and 52%) and hospitalizations (33% vs. 28% and 21%). 

» PATH CITED funding helped cover providers’ operational costs and supported a 
gradual ramp-up; TA Marketplace vendors provided financial and operational 
assessments to providers; and PATH CPI facilitators helped build relationships and 
referral networks with other providers. Provider and CPI facilitator concerns 
included increased funding to larger for-profit providers, greater administrative 
burden to smaller providers, and difficulty navigating the TA Marketplace website. 

 
Goal 2. Improve data collection and information sharing infrastructure 
among ECM and Community Supports providers. 
Findings indicated: 
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» Providers used PATH CITED, TA Marketplace, and CPI to support data collection 
and information sharing infrastructure, particularly for submitting claims and billing 
MCPs. Challenges included differences in MCP portals that required too much staff 
time and training to use; establishing internal systems or extensively modifying 
them to meet MCP criteria; or need for more directive from DHCS on use of data 
exchanges and aggregators and variations in these systems that required time and 
effort to address before sharing data. 

» In a 2025 survey, most providers who had participated in PATH (i.e., received PATH 
CITED, received PATH TA, or attended PATH CPI) (65%) reported having established 
or modified data use agreements with MCPs. 73% of surveyed reported usually 
received information on clients from MCPs. 

» Most surveyed providers who participated in PATH (70%) also obtained or modified 
existing electronic health records (EHRs) or care management software to support 
service delivery of ECM and Community Supports. Therefore, most surveyed 
providers (68%) usually relied on their own systems to support service delivery vs. 
other sources such as health information exchange or community information 
exchange (33%). 

» Some surveyed providers who participated in PATH (21%) reported having 
established or modified their data sharing agreements with local Continuums of 
Care or other entities to access data from local Homeless Management Information 
Systems (HMIS). Many surveyed providers (42%) reported usually receiving client 
information from HMIS. 

» Most surveyed providers who participated in PATH (63%) reported that they 
invested in obtaining or modifying existing software or other technology to support 
billing. Furthermore, 20% of PATH-participating providers reported contracting with 
or paying organizations to provide specific services needed to participate in ECM or 
Community Supports. And 46% of these providers contracted with another 
organization such as a hub or a management support organization to generate 
claims and submit them. Twelve of 22 MCPs reported that 75% or more of ECM 
providers submitted claims instead of invoices, and 10 MCPs reported that 75% or 
more of Community Supports providers submitted claims in a 2024-2025 survey. 

» PATH CPI and TA Marketplace were considered helpful in developing data sharing 
infrastructure by providing opportunities to learn from providers with successful 
systems and helping them identify and implement data collection and sharing 
infrastructure, including EHR systems and data exchange platforms. 
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Goal 3. Improve the ability for state prisons, county jails, youth 
correctional facilities, and their community providers to screen, enroll, 
change the suspension status, or provide 90-day pre-release services 
for eligible individuals in Medi-Cal prior to release; and increase the 
number of eligible individuals screened and enrolled in Medi-Cal prior 
to release. 
Findings indicated: 

» In 2022 and 2023, correctional agencies and their county social service department 
partners collectively received approximately $69.84 million ($4.55 million across 40 
applications in PATH JI Round 1 and $65.29 million across 97 applications in PATH 
JI Round 2) to implement pre-release Medi-Cal application and suspension 
processes. This funding was described by correctional facilities, county social service 
departments, and their partners as essential to their ability to implement pre-
release Medi-Cal application and suspension processes. 

» PATH JI Round 1 and 2 funding were most often used to support development of 
technology and information technology (IT) systems, collaborative planning, 
infrastructure, and staffing needed to implement pre-release application and 
suspension processes. 

» JI providers described robust collaborative planning between county sheriff, 
probation, and local social services departments as essential for effective 
implementation of pre-release enrollment and suspension processes. 

» In 2023 and 2024, correctional facilities and county BH agencies received 
approximately $229 million in PATH JI Round 3 funding to support planning and 
implementation of 90-day pre-release services and BH linkages; additional PATH JI 
dollars were awarded but not yet disseminated during this period. PATH JI grants 
are deliverable-based in 2025. 

» In interviews, correctional facilities, county BH agencies, and other partners 
described Round 3 funding as essential to support implementation of 90-day pre-
release services and BH linkages; however, correctional facilities with large average 
daily populations noted that the funding was not sufficient to cover infrastructure 
costs and correctional facilities with smaller average daily populations noted the 
need for additional TA or other support in learning how to bill Medi-Cal. 

» In 2025 interviews, JI providers identified key implementation challenges related to 
difficulties experienced with the JI Screening Portal used to validate Medi-Cal 
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eligibility and apply 90-day pre-release services eligibility timeframes, uncertain 
release dates for individuals incarcerated in county jails and youth correctional 
facilities, requirements to provide individuals, in-hand, upon release, a 30-day 
supply of medications, and billing Medi-Cal given limited vendor capabilities to 
manage requirements associated with Medi-Cal Fee-For-Service, Short Doyle claims 
with the Short-Doyle/Medi-Cal program, Medi-Cal Rx, and Medi-Cal managed care. 

» Despite these implementation challenges, the California Department of Corrections 
and Rehabilitation (CDCR) and nine counties (Inyo, Monterey, San Francisco, San 
Joaquin, San Mateo, Santa Clara, Siskiyou, Sutter, and Yuba) implemented pre-
release services by July 2025; remaining counties with correctional facilities were 
expected to implement later in 2025 or 2026. 

» Medi-Cal claims data on three counties that implemented in October 2024 (Inyo, 
Santa Clara, and Yuba) indicated that these counties provided pre-release services 
to 115 individuals in October 2024, 150 individuals in November 2024, and 198 
individuals in December 2024. 

Cost Analysis to measure cost outcomes of the demonstration through 
examination of PATH expenditures and resources, payments to 
providers for ECM and Community Supports services, and the patterns 
of payments for services used among members 
The analysis will be completed and presented in the Summative Evaluation Report. 

Conclusions 
The findings of the evaluation indicated that significant progress was made toward 
PATH Goals 1 and 2 and some progress was made toward Goal 3. In addition, the results 
provided evidence that all the PATH hypotheses were true or likely true based on the 
available evidence in the Interim Evaluation Report (Exhibit 0.1). 

The evidence to examine some evaluation measures was not available due to lack of or 
delays in data. UCLA-RAND anticipates addressing these limitations in the Summative 
Evaluation Report. This includes an analysis of cost outcomes. 
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Lessons Learned 
» Funding is crucial to build capacity among small social service community-based 

providers to deliver ECM and Community Supports. Continued provision of PATH 
resources, especially PATH CITED funding, is needed to build local provider capacity 
to deliver ECM and Community Supports. PATH CITED funding is particularly 
important for developing infrastructure capacity among smaller, community-based, 
and social service providers with less pre-existing experience in data sharing, 
submitting claims, or working with MCPs. Additionally, monitoring participation of 
for-profit providers and the number of users they serve is needed to ensure that 
public and private non-profit providers can continue to deliver ECM and 
Community Supports and compete with private for-profit providers. 

» Multiple changes in DHCS policy guidance are disruptive and add to the 
administrative burden on providers. Obtaining further feedback before policy 
guidance modifications can help reduce administrative burden and unintended 
changes in service use. 

» Lack of consistency in MCP referral pathways, authorization denials, variations in 
MCP portals for sharing client data, and lack of automation for claims submission 
do not allow providers to conduct their activities and add to their administrative 
burden. While updates in DHCS policy guidance improved these implementation 
challenges, further reducing administrative burden on providers by streamlining 
referral pathways, improving the authorization process, and reducing variation in 
MCP portals to ease sharing client data is needed. 

» Promoting data sharing through external sources such as data exchanges, local 
Continuums of Care collaboratives, or HMIS requires more support and 
standardization. Providing more support and direction to community-based 
providers in adoption and use of health information exchanges is needed. 

» Low reimbursement for services with high administrative burden reduces 
participation of providers in ECM and Community Supports. Revising the DHCS 
non-binding Pricing Guidance and monitoring provider payment policies to prevent 
attrition of smaller and low-resource providers is needed. 

» Continue providing PATH JI funding to correctional facilities to support 
implementation of 90-day pre-release services, improve functionality of the JI 
Portal, and provide support regarding how to bill Medi-Cal for services. 
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Recommendations to Other States 
» Dedicate time to engage stakeholders, such as MCPs, local providers and CBOs, 

Counties, and correctional facilities, to gather information on existing capacity to 
develop policy guidance that addresses program implementation challenges prior 
to implementation. 

» Allocate funding to build local capacity, particularly among smaller and low-
resourced organizations to reach likely users in all communities across the state. 

» Develop guidance prior to implementation on activities such as referrals, 
authorization process, MCP data sharing infrastructure and payment portals, use of 
data exchanges and local Continuums of Care, or HMIS. 

» Provide MCPs with non-binding pricing guidance for HRSN services developed with 
input from MCPs and local providers. 

» Provider participation in Medicaid to address members’ HRSNs can be promoted 
by Community care hubs or management support organizations that centralize 
administrative functions for providers to contract with or submit claims to MCPs. 
These approaches should be monitored closely, however, to ensure accountability, 
quality, and equitable distribution of referrals or resources to providers. 

 

B. Background 
Intervention Context 
Medicaid members with complex social and behavioral needs utilize significantly more 
health care and incur significantly higher health care costs than members without these 
needs.9-11 To reduce costs and improve member well-being, DHCS used Section 2703 of 
the 2010 Patient Protection and Affordable Care Act and the Section 1115 Medicaid 
Waiver mechanism to conduct two demonstrations completed in 2021 called the Medi-
Cal HHP and Medi-Cal Whole Person Care (WPC), respectively. These demonstrations 
illustrated that providing members who have complex medical, behavioral, and/or social 
needs with care management and other services to address their HRSNs (such as 
housing navigation or recuperative care) had better health outcomes and lower costs of 
care than members who did not receive these services.2,12 WPC and HHP also illustrated 
that community-based providers required support in developing data sharing 
infrastructure and capacity needed to participate in these programs.2,13 
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Following these demonstrations, DHCS chose to sustain and expand services to provide 
case management or address members’ HRSNs using new ECM and Community 
Supports services, and through new 90-day pre-release services for incarcerated 
individuals under the JI Reentry Initiative. ECM is a new Medi-Cal benefit to provide 
comprehensive care coordination to members with complex medical and social needs, 
while Community Supports are available through a 1915(b) Medicaid Waiver using the 
ILOS option available to Medicaid managed care plans (MCPs) and two Section 1115 
Medicaid Waivers. Under ILOS, MCPs can voluntarily choose to offer certain services as 
medically appropriate and cost-effective substitutes for other covered State Plan 
services and settings. In addition, the JI Reentry Initiative includes provision of reentry 
care management and other services to members who are incarcerated in state prisons, 
county jails, or youth correctional facilities for up to 90 days prior to release. 

On December 29, 2021, DHCS received approval from the Centers for Medicare and 
Medicaid Services (CMS) to implement a demonstration called the PATH Initiative using 
the Section 1115 Medicaid Waiver as part of the CalAIM initiative. PATH is designed to 
increase the capacity and infrastructure of providers to implement ECM and Community 
Supports and increase capacity of correctional facilities and other organizations to 
implement pre-release Medi-Cal application and suspension processes and deliver 90-
day pre-release services and BH linkages. PATH is comprised of multiple aligned 
programs and initiatives (Exhibit 1.1) 

 
Exhibit 1.1. Summary of PATH Programs or Initiatives 

Program / Initiative Brief Description 

Support for Implementation of ECM and Community Supports 

WPC Services and 
Transition to Managed 
Care Mitigation (WPC 
Transition) Initiative 

Funding for services provided by WPC pilot lead entities until 
the services transition to managed care coverage under 
CalAIM, available January 1, 2022, until January 1, 2024. 

TA Marketplace A virtual marketplace that offers vendor-provided technical 
support and resources to providers to help them establish 
infrastructure needed to implement ECM and Community 
Supports, available January 1, 2022, until December 31, 2026. 

CPI Initiative County or regionally facilitated collaboratives to support 
collaborative planning and implementation of ECM and 
Community Supports by MCPs, providers, and other entities, 
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Program / Initiative Brief Description 
 available January 1, 2022, until December 31, 2026. 

Capacity and 
Infrastructure 
Transition, Expansion, 
and Development 
(CITED) Initiative 

Direct funding available to providers or other entities 
contracting with MCPs by application to DHCS to develop 
capacity needed to deliver ECM or Community Supports. 
Funding is distributed in multiple, discrete application 
rounds between January 1, 2022, and December 31, 2026. 

Support for Implementation of the JI Reentry Initiative 

PATH JI Direct funding that state prisons, county jails, youth 
correctional facilities, or their partners (e.g., county social 
services departments or county BH agencies) can apply for 
to support collaborative planning, capacity, and 
infrastructure development needed to implement new Medi-
Cal enrollment and suspension processes, 90-day pre-release 
services, and BH linkages. Funding distributed in multiple, 
discrete application rounds between January 1, 2022, and 
December 31, 2026. 

Source: DHCS Providing Access and Transforming Health website.14 

 

Services Supported by PATH 
In this section, we briefly describe ECM, Community Supports, the JI Reentry Initiative, 
and the specific resources under PATH that are intended to support implementation of 
these benefits or initiatives. 

Enhanced Care Management 
ECM is a new Medi-Cal benefit implemented in January 2022 for eligible members with 
complex needs to receive comprehensive care management and coordination of health 
and health-related care and services. All MCPs are required to provide ECM to members 
who meet the eligibility criteria for eight Populations of Focus (POFs), differentiated into 
“children and youth” and “adults” by age (Exhibit 1.2). ECM services were rolled out by 
POFs. MCPs in counties with WPC and HHP demonstrations were the first to offer ECM 
in January 2022. Other counties rolled out ECM by January 2024. 



51  

Exhibit 1.2. Populations of Focus Eligible for ECM and the Implementation Date for 
each Population of Focus 

Age Populations of Focus Implementation 
Date 

 
 
 
 
 
 
 
 
Children and Youth 

Experiencing Homelessness: Homeless 
Families 

July 2023 

Experiencing Homelessness: 
Unaccompanied Children/Youth 
Experiencing Homelessness 

July 2023 

With Serious Mental Health or 
Substance Use Disorder (SUD) Needs 

July 2023 

At Risk for Avoidable Hospital or 
Emergency Department (ED) Utilization 

July 2023 

Transitioning from Incarceration January 2024 

Birth Equity January 2024 

Involved in Child Welfare July 2023 

Children and Youth Enrolled in 
California Children’s Services (CCS) or 
CCS Whole Child Model with Additional 
Needs Beyond the CCS Condition 

July 2023 

 
 
 
 
 
 
 
 
 
 
 
Adults 

Experiencing Homelessness: Homeless 
Families 

January 2022 
(WPC/HHP counties) 
July 2022 (All 
counties) 

Experiencing Homelessness: Adults 
without Dependent Children/Youth 
Living with Them Experiencing 
Homelessness 

January 2022 
(WPC/HHP counties) 
July 2022 (All 
counties) 

With Serious Mental Health or SUD 
Needs 

January 2022 
(WPC/HHP counties) 
July 2022 (All 
counties) 

At Risk for Avoidable Hospital or ED 
Utilization 

January 2022 
(WPC/HHP counties) 
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Age Populations of Focus Implementation 
Date 

  July 2022 (All 
counties) 

Transitioning from Incarceration January 2024 

Birth Equity January 2024 

Living in the Community and at Risk for 
Long-Term Care Institutionalization 

January 2023 

Nursing Facility Residents Transitioning 
to Community 

January 2023 

Source: CalAIM Enhanced Care Management Policy Guide, August 2024.15 
Note: WPC is Whole Person Care. HHP is Health Homes Program. 

Community Supports 
Community Supports are new services focused on addressing eligible members’ HRSN. 
A brief overview of the 15 pre-approved Community Supports and the associated 
Medicaid Waiver mechanism is provided in Exhibit 1.3. Seven of the 15 Community 
Supports focus specifically on supporting members experiencing or at-risk of 
homelessness, while the remaining Community Supports address other HRSN. Except 
for Transitional Rent, which will become mandatory effective January 1, 2026, 
Community Supports are optional for MCPs to offer. Per Waiver requirements, 
Community Supports must supplement and not supplant services received by members 
through other federal, state, or locally funded programs. Community Supports are also 
optional for members, meaning MCPs cannot require members to use a Community 
Support instead of a State Plan service or setting. Eligibility criteria for each Community 
Support are outlined in the Community Supports Section of the Evaluation Report in 
Appendix D. 
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Exhibit 1.3. Approved Community Supports by Waiver Mechanism 
Community Supports 

Services Brief Description 

1115 Waiver 

Recuperative Care* 
(Medical Respite) 

Short-term residential setting for individuals experiencing or 
at-risk of homelessness with medical needs that would 
otherwise require institutional care to recover from injury or 
illness while also obtaining access to primary care, BH, and 
other supportive social services. 

Short-Term Post-
Hospitalization 
Housing* (also known 
as short-term post-
transition housing) 

Room and board service for members exiting an institution, 
experiencing or at-risk of homelessness, and whose ongoing 
physical or BH needs would otherwise require continued 
institutional care. 

Transitional Rent1* Up to six months of rental assistance in interim or permanent 
settings for members experiencing or at risk of homelessness 
that meet specific clinical and social risk eligibility criteria to 
provide support needed to connect to long-term housing 
supports and needed health care. 

1915(b) Waiver 

Housing Transition 
Navigation Services* 

Services to assist members with finding, applying for, and 
obtaining housing. 

Housing Deposits* Assistance with identifying, coordinating, securing, or 
funding one-time services, goods, or modifications necessary 
to establish a basic household. 

Housing Tenancy and 
Sustaining Services* 

Services to help a member maintain safe and stable tenancy 
once housing is secured. 

Day Habilitation* Services to assist members with acquiring, retaining, and 
improving self-help, socialization, and support daily 
functioning and skill-building. 

Medically Tailored 
Meals / Medically 
Supportive Food 

Services intended to help address members’ nutrition-
sensitive conditions, such as medically tailored or medically 
supportive meals or groceries or nutrition education. 

Assisted Living Facility 
(ALF) Transitions 

Services intended to facilitate member transition from 
nursing facility back into a home-like, community settings 
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Community Supports 
Services Brief Description 

(formerly known as 
Nursing Facility 
Transition / Diversion 
to Assisted Living 
Facilities) 

and/or prevent nursing facility admission for members living 
in the community. 

Community or Home 
Transition Services 
(formerly known as 
Community Transition 
Services / Nursing 
Facility Transition to 
Home) 

Services intended to facilitate member transition from 
nursing facility or recuperative care into a private residence 
or public subsidized housing. 

Personal Care and 
Homemaker Services 

Services for individuals who need assistance with Activities of 
Daily Living or Instrumental Activities of Daily Living to 
remain in their homes. 

Respite Services In-person, short-term services provided for caregivers of 
members who live in the community and require 
intermittent, temporary supervision to avoid institutional 
placement for which the MCP would be responsible. 

Environmental 
Accessibility 
Adaptations (Home 
Modifications) 

Necessary physical adaptations to a home to ensure member 
health, welfare, and safety or avoid institutionalization. 

Sobering Centers Provide members publicly intoxicated (with alcohol and/or 
drugs) a safe, supportive environment to become sober as 
an alternative to the emergency room or jail. 

Asthma Remediation2 Supplies and/or physical modifications to a home 
environment to prevent acute asthma episodes that could 
result in the need for emergency services and hospitalization. 

Source: CalAIM Community Supports Policy Guide Volume 1 and Volume 2, April 2025.16,17 
Note: 
* Indicates Community Support focused on supporting members experiencing or at risk of 
homelessness 
1 Transitional rent was authorized under the BH Community-Based Organized Networks of 
Equitable Care and Treatment Waiver and will be evaluated separately. Because Transitional Rent 
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was not implemented until July 1, 2025, data on this Community Support will only be included in 
the Summative Evaluation Report. 
2 Effective January 1, 2026, in-home environmental trigger assessments and asthma self-
management education can only be provided under Asthma Preventive Services (which became 
a Medi-Cal state plan benefit on July 1, 2022) rather than as part of Asthma Remediation. 

PATH Resources for Implementation of ECM and Community 
Supports 
An explicit goal of PATH is to increase contracting of community-based organizations 
(CBOs), defined by DHCS as “a nonprofit organization, governmental agency, or health 
care provider that has direct experience with the Medi-Cal populations being served 
within the county in which they are seeking a contract with a Medi-Cal MCP and is 
generally embedded in the health care and social services ecosystem in the provider’s 
county.” 

To achieve this, PATH included four supports: (1) WPC Transition funding to help WPC 
pilot lead entities, who were typically county health or public health agencies, transition 
services to managed care; (2) PATH CITED, direct funding to help providers develop 
capacity and infrastructure needed to implement ECM or Community Supports; (3) PATH 
TA Marketplace, involving access to vendor-provided TA and resources; and (4) PATH 
CPI, collaboratives to support local or regional collaborative planning and 
implementation efforts. WPC Transition funding, PATH TA Marketplace, and PATH CPI 
were available on an ongoing basis, while PATH CITED funding was distributed in four 
rounds. PATH CITED Round 1 focused on building capacity to expand ECM and 
Community Supports across POFs and services. More recently, Rounds 3 and 4 have 
emphasized filling local and statewide gaps, expanding providers in rural areas and for 
tribal entities, and supporting the rollout of Transitional Rent and newly added POFs. 

Each of these PATH initiatives included features intended to promote participation by 
CBOs. For example, PATH CITED explicitly encouraged applications from CBOs; county, 
city, or local government agencies; federally qualified health centers; tribal and Indian 
health care providers; and other health care providers (e.g., hospitals or provider 
organizations). 

PATH is implemented concurrently with numerous other broad-based delivery system, 
program, and payment reforms that are collectively focused on making Medi-Cal 
services more person-centered and coordinated and help members maximize their 
health and life trajectory. These can include new Medi-Cal benefits to provide preventive 
asthma services or care provided by community health workers or doulas. Exhibit 1.4 
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highlights the two new DHCS programs or Medi-Cal benefits that are expected to 
directly influence PATH implementation. 

Exhibit 1.4. Summary of DHCS Programs or Benefits Expected to Influence PATH 
Implementation 

Program / Initiative Brief Description 

IPP DHCS program (2022 to 2024) to support implementation of 
Community Supports and other CalAIM initiatives by 
providing incentives to MCPs to support member 
engagement and service delivery, infrastructure and capacity 
development, program quality, and equitable service access 
for members. 

Housing and 
Homelessness 
Incentive Program 
(HHIP) 

Home and Community-Based Services initiative (2022 to 
2024) that allows MCPs to earn incentive funds for 
partnering with local Continuums of Care, county BH, public 
hospitals, and other local stakeholders to invest in and make 
progress in addressing homelessness. 

Source: Incentive Payment Program website;18 Housing and Homelessness Incentive Program 
website.19 

PATH Resources for Implementation of the JI Reentry 
Initiative 
Effective January 1, 2023, all counties in California were mandated to implement pre-
release Medi-Cal application processes in county jails and youth correctional facilities, 
suspend Medi-Cal benefits for inmates of public institutions for the duration of their 
incarceration, and then unsuspend benefits upon release. On January 26, 2023, 
California also received federal approval for its 1115 Reentry Demonstration Waiver, 
which provides authority for California to implement the JI Reentry Initiative to offer 
eligible youth and adults in state prisons, county jails, and youth correctional facilities a 
targeted set of Medi-Cal services for up to 90 days prior to release (e.g., comprehensive 
care management with physical and BH clinical consult, provision of covered and 
prescribed outpatient medications and durable medical equipment upon release, etc.). 
Additional information about the pre-release services is provided in the JI Reentry 
section of the Interim Evaluation Report. 

State prisons, county jails, and youth correctional facilities vary in when they expect to 
be ready to implement pre-release services, with dates ranging from October 2024 to 
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October 2026. Exhibit 1.5 identifies correctional facilities implementing pre-release 
services in 2024 or 2025. 

Exhibit 1.5. Correctional Facilities Implementing Pre-Release Services in 2024, 
2025, or 2026 

Correctional Facility Pre-Release Services 
Implementation Date 

CDCR; 33 facilities February 2025 

Inyo County – Sheriff and Probation October 2024 

Kern County – Sheriff and Probation November 2025 

Monterey County – Sheriff July 2025 

Nevada County – Sheriff November 2025 

San Diego County – Probation October 2025 

San Francisco County – Sheriff April 2025 

San Joaquin County - Sheriff January 2025 

San Mateo County – Sheriff July 2025 

San Mateo County – Probation March 2026 

Santa Clara County – Sheriff and Probation October 2024 

Siskiyou County – Sheriff April 2025 

Sutter County – Sheriff April 2025 

Yuba County – Sheriff and Probation October 2024 
Source: DHCS Justice-Involved Reentry Initiative County Readiness Status website.20 
Note: A County Sheriff supports county jails, and County Probation supports youth correctional 
facilities. County jails and youth correctional facilities not shown in this Exhibit are expected to 
be implemented in 2026. 

PATH provided up to $443 million in funding for collaborative planning and capacity 
and infrastructure support to correctional agencies, county social service agencies, and 
other organizations for implementation of pre-release Medi-Cal enrollment and 
suspension processes, as well as delivery of select Medi-Cal services to eligible 
members, in the 90 days prior to release. 
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As of October 2025, four rounds of PATH JI funding have been released. Exhibit 1.6 
provides an overview of the purpose of each round of funding and the application due 
dates. 

Exhibit 1.6. Overview of PATH JI Capacity Building Program Funding Rounds 
Funding 
Round Description Application Due 

Date 

Round 1 Small planning grants to support collaborative 
planning between correctional agencies, county 
social service departments, and other enrollment 
implementation partners to identify processes, 
protocols, and IT modifications needed to 
support implementation of pre-release Medi-Cal 
enrollment and suspension. 

July 2022 

Round 2 Application-based grants to support 
implementation of processes, protocols, and IT 
system modifications needed to implement pre-
release Medi-Cal enrollment and suspension. 

March 2023 

Round 3 Capacity building funds available to qualified 
entities to support investments in personnel, 
capacity, and/or IT systems needed to effectuate 
pre-release service processes and distributed 
based on meeting specific performance 
milestones. 

July 2023 

Round 4 Additional, application-based funds to support 
planning and implementation of pre-release 
Medi-Cal services for eligible individuals in state 
prisons, county jails, youth correctional facilities, 
and behavioral health departments. 

October 2025 

Source: DHCS Justice-Involved Capacity Building Program website.21 
Note: To facilitate implementation of BH linkages, Rounds 3 and 4 included funding from PATH 
JI Reentry Initiative grants to support correctional facilities and from AB 133 to support county 
BH agencies. Qualified entities in Rounds 3 and 4 included CDCR (state prisons), county sheriff 
(county jails), county probation (youth correctional facilities), and county BH departments (BH 
linkages). 
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C. Evaluation Questions and Hypotheses 
The PATH evaluation examines whether PATH achieved its overarching goals as noted in 
the PATH driver diagram (Exhibit 1.7). The diagram indicates that strengthening the 
infrastructure to deliver ECM and Community Supports under PATH is expected to lead 
to better care and subsequently improve the health and outcomes of members who 
receive these services. However, the dotted arrow indicates that PATH evaluation does 
not directly measure changes in member health and other outcomes. 

Exhibit 1.7. Driver Diagram for the PATH Evaluation 
 

 
Exhibit 1.8 shows the specific PATH goals and the related evaluation questions, 
hypotheses, and measures included the PATH Evaluation Design are indicated in bold 
text. The findings for the remaining evaluation questions and measures will be included 
in the Summative Evaluation Report. The findings for the remaining evaluation questions 
and measures will be included in the Summative Evaluation Report. 

 
Exhibit 1.8. PATH Goals and the Related Evaluation Questions, Hypotheses, and 
Measures 

Evaluation Questions (EQs) and 
Hypotheses (H) 

Measures 

Goal 1. Increase the number of ECM and Community Supports community-based 
providers and consequently increase Medi-Cal member ECM and Community Supports 
utilization according to community needs. 

EQ 1: Did the number of community-based 
providers that contracted with MCPs to 
provide ECM or Community Supports 
increase over time? 

 
H 1a: The number of community-based 
providers contracted with MCPs to provide ECM 

1. Number of providers that were 
contracted to provide ECM or 
Community Supports services. 
2. Proportion of the total providers 
contracted to provide ECM or 
Community Supports that were 
community-based providers (versus for- 
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Evaluation Questions (EQs) and 
Hypotheses (H) 

Measures 

or Community Supports will increase over time 
due to provision of PATH funding and resources. 

 
H1b: The number and proportion of community-
based providers located in under-resourced 
communities will increase over time due to 
provision of PATH funding and resources. 

profit or MCPs). 
3. Proportion of ECM or Community 
Supports providers located in under-
resourced or rural communities. 
4. Number of providers that applied for 
and received PATH CITED funding; 
Number that received TA and WPC 
Transition funding. 
5. Number of community-based 
providers that received PATH CITED 
funding, TA, or WPC Transition funds. 
6. Proportion of providers that provided 
services under WPC or HHP and were 
subsequently contracted to provide ECM 
and Community Supports. 

EQ 2: What factors are associated with 
community-based providers’ participation in 
ECM or Community Supports? 

 
H 2: Community-based providers are more likely 
to contract with MCPs to provide ECM or 
Community Supports if they participate in PATH, 
were contracted with MCPs prior to CalAIM, or 
had robust data sharing infrastructure in place 
prior to CalAIM. 

1. Characteristics of providers eligible to 
provide ECM or Community Supports. 
2. Eligible providers’ self-reported 
organizational mission, ECM POFs, and 
Community Supports services provided, 
contracts with MCPs, and data sharing 
infrastructure prior to CalAIM. 
3. PATH-participating providers’ self-
reported reasons for participating in 
PATH and their perceptions of PATH’s 
role in helping them successfully contract 
with MCPs to provide ECM and 
Community Supports. 

EQ 3: Did PATH increase utilization of ECM 
and Community Supports? 

 
H 3a: PATH will increase the number of eligible 
members that utilize ECM or Community 
Supports and the number of ECM and 
Community Supports services used by eligible 
members. PATH will increase ECM and 
Community Supports utilization by helping 
MCPs and providers to (a) develop cross-sector 
collaborative relationships and infrastructure 

1. Proportion of eligible Medi-Cal 
members that used ECM and Community 
Supports services. 
2. Number and type of ECM and 
Community Supports services used. 
3. Demographic and health 
characteristics of ECM and Community 
Supports users and non-users compared 
to the population of members eligible 
for these services. 
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Evaluation Questions (EQs) and 
Hypotheses (H) 

Measures 

needed to implement ECM or Community 
Supports and (b) use effective strategies for 
identifying and engaging eligible members in 
ECM or Community Supports services. 

 
H3b: PATH will increase the number of eligible 
members in under-resourced communities that 
utilize ECM or Community Supports and the 
number of ECM and Community Supports 
services used by eligible members by increasing 
the number of providers in these communities 
contracted to provide these services. 

4. ECM and Community Supports 
providers’ self-reported strategies for 
identifying and engaging eligible 
members in ECM and Community 
Supports. 
5. ECM and Community Supports 
providers’ self-reported impact of PATH 
on their ability to develop collaborative 
relationships and infrastructure needed 
to implement ECM or Community 
Supports and identify and engage 
eligible members in care. 

Goal 2: Improve data collection and information sharing infrastructure among ECM 
and Community Supports providers. 

EQ 4: Did PATH improve ECM and 
Community Supports providers’ data 
collection and information sharing 
infrastructure? 

 
H 4: PATH will increase the number of ECM and 
Community Supports providers with data use 
agreements with MCPs, electronic health record 
technology or other electronic care 
management documentation system, and Medi-
Cal billing systems. PATH will increase the 
number of ECM and Community Supports 
providers that had shared data with MCPs using 
these systems. 

1. ECM and Community Supports 
providers’ self-reported data collection 
and information sharing infrastructure 
capabilities over time among providers, 
stratified by provider type and 
participation in PATH. 
2. Number and proportion of providers with 
data sharing agreements with MCPs. 
3. Number and proportion of providers 
who have electronic health records or 
other electronic care management 
documentation system. 
4. Number and proportion of Community 
Supports providers with data sharing 
agreements with the Homeless 
Management Information System (of 
those providing housing-related 
services). 
5. Number and proportion of providers 
with Medi-Cal billing systems. 
6. ECM and Community Supports 
providers’ self-reported impact of PATH 
on their ability to improve data 
collection and information sharing 
infrastructure. 
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Evaluation Questions (EQs) and 
Hypotheses (H) 

Measures 

Goal 3: Improve the ability for state prisons, county jails, youth correctional facilities, 
and their community providers to screen, enroll, change the suspension status, or 
provide 90-day pre-release services for eligible individuals in Medi-Cal prior to 
release; and increase the number of eligible individuals screened and enrolled in Medi-
Cal prior to release. 

EQ 5: Did PATH funding improve these 
institutions’ capacity and infrastructure 
necessary to screen, enroll, and change the 
suspension status of individuals eligible for 
Medi-Cal prior to release? 

 
H 5: PATH funding will improve these 
institutions’ capacity and infrastructure 
necessary to screen, enroll, and change the 
suspension status for individuals eligible for 
Medi-Cal prior to release. PATH will do so by 
enabling correctional facilities to invest in 
needed infrastructure and capacity 
development. 

1. Self-reported changes to 
infrastructure, workflow, and 
policies/regulations made by correctional 
facilities and other partner institutions in 
order to screen, enroll, and change the 
suspension status of individuals eligible 
for Medi-Cal prior to release, stratified 
by participation in PATH. 
2. Self-reported total amount of funding 
(PATH and non-PATH) used by these 
institutions to develop capacity and 
infrastructure needed to screen, enroll, and 
change the suspension status of individuals 
eligible for Medi-Cal prior to release. 
3. Perceived role of PATH in promoting 
these institutions’ ability to screen, 
enroll, and change the suspension status 
of individuals eligible for Medi-Cal prior 
to release. 

EQ 6: Did PATH funding improve these 
institutions’ capacity and infrastructure 
necessary to provide 90-day pre-release 
services to eligible individuals? 

 
H 6. PATH funding will improve these 
institutions’ capacity and infrastructure to 
provide pre-release services by providing 
funding to invest in needed infrastructure and 
capacity development. 

1. Self-reported changes to infrastructure, 
workflow, and community-based linkages 
made by correctional facilities, county 
behavioral health agencies, and other 
community partners to provide eligible 
individuals with pre-release services, 
stratified by participation in PATH. 
2. Self-reported total amount of funding 
used to develop capacity and infrastructure 
needed to provide eligible individuals with 
pre-release services. 
3. Perceived role of PATH in promoting 
these institutions’ ability to provide pre-
release services. 
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Evaluation Questions (EQs) and 
Hypotheses (H) 

Measures 

EQ 7: Did the number of eligible individuals 
screened and enrolled in Medi-Cal prior to 
release increase over time? 

 
H 7: The number of eligible individuals screened 
and enrolled in Medi-Cal prior to release will 
increase over time. 

1. Number and proportion of incarcerated 
individuals that were screened for Medi-Cal 
eligibility prior to release, stratified by 
whether the institution received PATH 
funding. 
2. Proportion of eligible individuals enrolled 
in Medi-Cal prior to release, stratified by 
whether the institution received PATH 
funding or other resources. 

Cost analysis to measure cost outcomes of the demonstration through examination of 
PATH expenditures and resources, payments to providers for ECM and Community 
Supports services, and the patterns of payments for services used among members 

EQ 8: What were PATH expenditures, including 
payments to providers for ECM and Community 
Supports services? 

1. PATH expenditures. 
2. Payments to providers for ECM and 
Community Supports services. 
3. Patterns of payments for services used for 
members that received WPC and HHP 
services prior to ECM and Community 
Supports compared to members that only 
received ECM and Community Supports. 

EQ 9: Did ECM and Community Supports use by 
members in PATH participating providers result 
in cost savings to Medi- Cal? 

1. Cost savings among ECM and Community 
Supports members under PATH 
participating providers. 

Note: The goals and evaluation questions and measures examined in the Interim Evaluation 
Report are indicated in bold text. 

 
The assessment of whether infrastructure and capacity building investments under PATH 
supported delivery of high-quality, high-value, and accessible care to members is 
aligned with and promotes Title XIX and XXI objectives. 

UCLA-RAND considered PATH to have successfully met its goals under the following 
circumstances: 

1. Increase in the number of providers contracted to deliver ECM and Community 
Supports and in the number of members utilizing services over time. 

2. Improvement in data collection and information sharing infrastructure among 
contracted ECM and Community Supports providers as a result of participating in 
PATH over time. 
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3. Improvement in state prison, county jails, youth correctional facilities, or their JI 
Reentry Initiative partners (county social services, county BH, community-based 
providers when applicable) ability to implement Medi-Cal application and 
suspension processes and 90-day pre-release services and BH linkages as a result 
of PATH JI funding over time. 

As required by 1115 Waiver Special Terms and Conditions, UCLA-RAND will present data 
on cost outcomes by examining PATH expenditures, payments to providers for ECM and 
Community Supports services, and patterns of payments for services used by members 
in the Summative Evaluation Report. 

D. Methodology 
UCLA-RAND used two study designs for the evaluation of PATH. This included cross-
sectional study of the implementation approach by MCPs and providers using surveys 
and interviews and pre-post study of provider participation in PATH and of ECM and 
Community Supports users. The Summative Evaluation Report will further include quasi 
experimental design for assessment of PATH impact on ECM and Community Support 
users, JI Reentry Initiative service users, and of costs. 

Data Sources and Methods 
UCLA-RAND used multiple qualitative and quantitative data sources to address the 
PATH evaluation questions in the Interim Evaluation Report. Exhibit 1.9 provides an 
overview of data sources, time period and related details, and analytic methods. 

UCLA-RAND searched for and obtained all available administrative data from DHCS and 
other relevant secondary data sources to respond to the evaluation questions. As 
needed, the UCLA-RAND team also gathered primary data to understand the 
implementation process and perspectives of MCPs, PATH CPI facilitators, PATH TA 
Marketplace vendors and ECM, Community Supports, and JI providers regarding factors 
affecting participation in ECM, Community Supports, and JI to identify challenges, 
solutions, and lessons learned. UCLA-RAND analyzed all data using appropriate 
qualitative and quantitative methods. 

For the Interim Evaluation Report, qualitative analytic methods included coding and 
thematic analysis of salient documents and MCP, PATH CPI facilitator, PATH TA 
Marketplace vendor, and ECM and Community Supports provider interview transcripts 
in the qualitative software NVivo. Quantitative analysis included preparing data for 
analysis, merging data as needed, and conducting descriptive analyses. 
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Exhibit 1.9. Data Sources Used by UCLA-RAND and Related Methods for the PATH 
Interim Evaluation Report 

Data Source 
Time Period and Related 

Details 
Analytic Methods 

Primary Data Collected by UCLA-RAND 

Semi-structured 
Interviews with MCPs 

Conducted from July to 
September 2024. Interviewed 
101 individuals in 23 of 24 
MCPs eligible to offering 
Community Supports in 2024. 
AIDS Healthcare Foundation 
was not interviewed as they 
specialize in care for members 
with HIV/AIDS in a single 
county. One MCP that stopped 
operating as a Medi-Cal MCP 
in January 2024 was jointly 
interviewed with the MCP that 
took over its service area. 

Thematic analysis to 
describe MCP 
perspectives and lessons 
learned. 

MCP Survey Cross-sectional survey 
conducted from November 
2024 to January 2025. Survey 
was distributed to 23 of 24 
MCPs eligible to offer 
Community Supports in 2024. 
AIDS Healthcare Foundation 
was not surveyed as they 
specialize in care for members 
with HIV/AIDS in a single 
county. One MCP that fully 
delegated responsibility for 
member care to another MCP 
did not respond to the survey. 

Descriptive analysis to 
describe MCP 
implementation 
processes and 
perspectives. 
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Data Source 
Time Period and Related 

Details 
Analytic Methods 

Semi-structured 
Interviews with ECM and 
Community Support 
Providers 

Interviewed 129 people in 63 
ECM or Community Supports 
provider organizations from 
October 2024 to July 2025. 
Respondents were purposively 
sampled for diversity in 
Community Supports provided, 
MCP(s) contracted with, 
provider type, and region(s) in 
which services were offered. 

Thematic analysis to 
describe provider 
perspectives on PATH 
and lessons learned in 
implementing ECM and 
Community Supports. 

Semi-structured 
Interviews with PATH CPI 
Facilitators and PATH TA 
Marketplace Vendors 

Interviewed 34 people from ten 
CPI facilitators and/or TA 
Marketplace Vendor 
organizations from January to 
April 2025. Interviewed all CPI 
facilitators, six of whom were 
also TA Marketplace vendors; 
also interviewed an additional 
TA Marketplace vendor not 
involved with PATH CPI. 

Thematic analysis of CPI 
facilitator and TA 
Marketplace vendor 
perspectives and lessons 
learned regarding PATH. 

Semi-structured 
Interviews with JI 
Providers 

Interviewed 63 people in 11 
counties between April to July 
2025. UCLA-RAND attempted 
to recruit participants from all 
sheriff and probation 
departments that implemented 
or planned to implement 90-
day pre-release in 2024 or 
2025, as well as key informants 
involved with implementing 
pre-release Medi-Cal 
enrollment and suspension 
processes or with BH linkages 
that were also part of the 

Thematic analysis of 
perspectives and lessons 
learned in implementing 
the JI Reentry Initiative. 
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Data Source 
Time Period and Related 

Details 
Analytic Methods 

 broader JI Reentry Initiative. 
UCLA-RAND did not interview 
CDCR because permissions to 
contact CDCR staff were not 
acquired in time for the Interim 
Evaluation Report. UCLA-RAND 
will interview CDCR for 
inclusion in the Summative 
Evaluation Report. 

 

ECM and Community 
Supports Provider Survey 

Cross-sectional survey 
conducted from June to July 
2025. Survey was distributed to 
ECM and Community Supports 
providers contracted to provide 
services as of May 2025 (259 
respondents). Survey was 
distributed by DHCS, MCPs, CPI 
facilitators, and other partners 
in contact with contracted 
providers. 

Descriptive analysis to 
describe provider 
implementation 
processes and 
perspectives. 

Secondary Data 

National Plan and 
Provider Enumeration 
System National Provider 
Identifier Registry 

Publicly available directory of 
all active National Provider 
Identifier (NPI) records. NPIs 
are unique identification 
numbers for providers that 
must be used in administrative 
and financial transactions 
under the Health Insurance 
Portability and Accountability 
Act. 

Data were merged with 
Quarterly Implementation 
and Monitoring Reports 
(QIMR) data and with 
Medi-Cal claims to 
identify provider names. 

GuideStar 2024 database identifying 
Internal Revenue Service- 

Data were merged with 
QIMR data for descriptive 
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Data Source 
Time Period and Related 

Details 
Analytic Methods 

 recognized tax-exempt 
organizations to identify 
providers that are private non-
profit organizations, 
supplemented by manual 
search of provider websites for 
ownership status data. 

analysis of provider 
ownership status. 

Health Resources and 
Services Administration 
Rural Areas 

2020 database developed by 
the Federal Office of Rural 
Health Policy that defines rural 
areas by ZIP Code. 

Data were merged with 
eligibility data to identify 
members residing in a 
rural area. The proportion 
of members residing in 
rural areas served by each 
provider was calculated 
based on QIMR provider 
data. 

Social Vulnerability Index 
(SVI) 

Publicly available 2022 SVI 
data, which uses 16 U.S. Census 
variables from the 5-year 
American Community Survey to 
identify communities that may 
need support before, during, or 
after disasters, as an indicator 
of community-level social 
vulnerability. 

Data were merged with 
Medi-Cal eligibility data 
to identify members in 
communities in the top 
SVI quartile. The 
proportion of members in 
top SVI quartile served by 
each provider was 
calculated based on 
QIMR provider data. 

Administrative Data Provided by DHCS 

Quarterly 
Implementation and 
Monitoring 
Reports (QIMRs) 

Quarterly data submitted by 
MCPs to DHCS from January 
2022 to September 2024. Data 
included lists of contracted 
providers, ECM and Community 

Data were used for 
descriptive analysis of 
provider participation in 
ECM and Community 
Supports and were 
further merged with 
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Data Source 
Time Period and Related 

Details 
Analytic Methods 

 Support users, and dates of 
service. 

Medi-Cal eligibility and 
claims data for 
descriptive analysis of 
ECM and Community 
Support users. 

Medi-Cal Eligibility and 
Claims Data 

Data on member enrollment, 
demographics, and health care 
utilization from January 2020 to 
December 2024. 

Data were used for 
descriptive analysis of 
demographics, health 
status, and health care 
utilization of ECM and 
Community Support 
users. 

ECM and Community 
Supports Policy Guides 

Available in 2021 (ECM only), 
2023, 2024, and 2025. 

Used to identify changes 
in ECM and Community 
Supports eligibility 
criteria and policies. 

PATH CITED Funding 
Applications and Lists of 
Awardees 

Available for PATH CITED 
Rounds 1-3 (2022 to 2024). 

Data were merged with 
QIMR data for descriptive 
analysis of provider 
descriptives. 

PATH TA Marketplace 
Funding 

Data on recipients and vendors 
who participated in PATH TA 
Marketplace through Q3 2024. 

Data were merged with 
QIMR data for descriptive 
analysis of provider 
descriptives. 

PATH WPC Transition 
Funding 

Available in 2022 and 2023 for 
ten participating counties (of 
27). 

Data were used to 
identify dates and 
counties that received 
supports. 

MCPs’ ECM and 
Community Supports 
Model of Care Narratives 

Submitted by MCPs in 2022 
outlining plans for designing, 
administering, and 

Used to inform 
development of MCP and 
provider interview 
protocols, providing 
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Data Source 
Time Period and Related 

Details 
Analytic Methods 

 implementing ECM and 
Community Supports. 

background information 
ahead of qualitative data 
collection. 

WPC and HHP Provider 
Lists 

Data on providers that 
participated in WPC or HHP 
from January 2017 to 
December 2021. 

Data used to identify 
prior participation in WPC 
and HHP. 

Lists of PATH JI Round 1 
and 2 Awardees 

Data on counties in which 
correctional facilities or their 
designated representatives 
were awarded PATH JI Round 1 
or 2 funding. 

Data used to identify 
correctional facilities that 
received PATH JI Round 1 
and 2 funding. 

PATH JI Applications and 
Interim Progress Reports 

Data submitted by correctional 
facilities, county BH agencies, 
or their designated 
representatives in applying for 
or reporting on use of PATH JI 
funding to support 
implementation of the JI 
Reentry Initiative. 

Analysis of 
implementation needs 
and use of PATH JI 
funding to develop 
capacity or infrastructure 
needed to implement the 
JI Reentry Initiative. 

E. Methodological Limitations 
There were several limitations in the Interim Evaluation Report related to program 
implementation process, content and availability of data, and methodological barriers to 
analysis, summarized in Exhibit 1.10. 

Exhibit 1.10. Summary of Methodological Limitations 
Limitation Type Description 

Program 
Implementation 
Process 

» Findings presented in the Interim Evaluation Report only 
reflect the first three years of PATH implementation and only 
contain analyses feasible given availability and content of data 
during this time and cannot be considered conclusive. 
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Limitation Type Description 
 » MCPs could elect to offer new Community Supports every six 

months and to discontinue Community Supports annually. 
MCPs contracted to serve members in each county could also 
change annually. As a result, Community Supports were 
offered by different MCPs in different counties over time, 
resulting in potential imprecision in analyses of Community 
Supports providers and users. 

» DHCS policy guidance around ECM POFs and Community 
Supports changed each year. Changes in policies such as 
eligibility criteria and allowable duration of services can 
contribute to potential imprecision in analyses of trends in 
ECM and Community Supports use and users. 

» ECM implementation was phased in by POFs and given 
county(ies) and MCP prior participation in WPC or HHP. 
Additional information about this timeline is available in Error! 
Reference source not found.. Therefore, the number of some 
Community Supports services offered and number of some 
ECM and Community Supports users were lower than others 
offered or available from the start of the program. 

Content and 
Availability of 
Administrative 
Data Provided 
by DHCS 

» Medi-Cal eligibility and claims data were not available until the 
end of May 2025. The data was over 2,000 gigabytes and 
required extensive quality checks and processing. Delays in 
receipt of these data meant that certain evaluation questions 
could not be addressed in the Interim Evaluation Report (e.g., 
health care utilization changes, quality of care, and costs 
associated with health care utilization). 

» QIMR data did not include information on provider NPIs per 
Community Supports user. Thus, UCLA-RAND was not able to 
use these data to determine which providers were serving 
which members. For the Summative Evaluation Report, UCLA-
RAND will link QIMR data on Community Supports users with 
Medi-Cal claims data to determine provider NPIs per user. 

» QIMR data did not include provider names, only provider NPIs. 
Providers can have multiple NPIs as they may use a unique NPI 
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Limitation Type Description 
 per facility or location. Therefore, UCLA-RAND was not able to 

determine the number of unique provider organizations being 
contracted. UCLA-RAND attempted to use DHCS-provided NPI 
directory data to link NPI to organizational names, but this 
process was prone to significant error. 

» Reliance of some providers on community care hubs, 
management support organizations, or other centralized 
administrative entities to contract with MCPs and process 
Medi-Cal billing and claims could result in under-reporting of 
the number of providers participating in CalAIM and 
imprecision in assessment of provider types, as the provider 
contracted with the MCP might not be the provider actually 
delivering services to ECM and Community Supports users. 

» Administrative or secondary data were not available to the 
UCLA-RAND team to construct a quantitative measure that 
precisely matched DHCS’ definition of a “community-based 
provider.” Data were not available to identify ECM and 
Community Supports providers that had prior experience 
serving Medi-Cal populations or were already embedded in 
local health and social services ecosystems prior to CalAIM. 
Instead, UCLA-RAND used available quantitative data on 
provider ownership status and type as a proxy, and perceived 
impact of prior experience with Medi-Cal population(s) and 
embeddedness in local service ecosystems were assessed 
qualitatively. 

Content and 
Availability of 
Primary Data 

» QIMR data did not include provider names or contact 
information. Thus, UCLA-RAND could not directly contact ECM 
and Community Supports providers for participation in 
interviews or the survey and instead needed to rely on MCPs, 
DHCS, and other sources (e.g., contacts in statewide 
professional associations or at the California Health Care 
Foundation) to assist with initial outreach. Particularly for the 
survey, this could have resulted in some eligible providers not 
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Limitation Type Description 
 receiving the survey and negatively affected survey response 

rate and accuracy of calculated survey response rates. 

» When conducting qualitative interviews, UCLA-RAND 
purposively sampled ECM and Community Supports providers 
to ensure variation in type(s) of Community Supports provided, 
MCP(s) contracted with, counties served, and provider types. 
Although UCLA-RAND prioritized Section 1115 Waiver-
authorized services, achieving saturation in themes, these 
dimensions resulted in a longer data collection time frame 
than previously anticipated, with some interviews still being 
conducted in July 2025. Therefore, information reported from 
interviews in the Interim Evaluation Report is limited due to 
lack of time for in-depth analysis and reporting. More 
information will be included in the Summative Evaluation 
Report. 

» The provider survey was purposefully designed to follow up on 
themes identified in qualitative interviews and was therefore 
not developed until after most provider interviews were 
completed, in late April 2025. Additional time needed for 
review and approval from DHCS meant the survey was not 
fielded until mid-June 2025. To allow adequate response time, 
the survey remained open until end of July 2025. This timeline, 
coupled with lag in release of 2025 Quarter (Q)2 QIMR data, 
negatively impacted UCLA-RAND’s ability to comprehensively 
analyze all survey data for the Interim Evaluation Report and to 
link data on provider names to provider NPIs to calculate an 
accurate response rate. More in-depth analysis and adjusted 
response rates will be included in the Summative Evaluation 
Report. 

Content and 
Availability of 
Secondary Data 

» Lack of a database that comprehensively identifies all social 
services providers or nonprofit CBOs, making it difficult to 
identify the “universe” of providers that could be eligible to 
contract with MCPs for Community Supports. 
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Limitation Type Description 
 » Provider ownership status was constructed in 2024 through a 

lengthy and highly manual process that is subject to error and 
is not easily replicable. This process will be repeated after 
December 2026 when complete data are available for inclusion 
in the Summative Evaluation Report. 

Methodological 
Barriers 

» All interview and survey data used in the Interim Evaluation 
Report were subject to recall and acquiescence bias. 

» Provider interview data have high internal validity, but results 
may not be generalizable. 

» UCLA-RAND used QIMR data to identify ECM and Community 
Supports users in Medi-Cal eligibility and claims data rather 
than Healthcare Common Procedure Coding System codes and 
associated modifiers. QIMR data allowed for identification of 
Community Supports services approved and provided, while 
claims data only included adjudicated claims for services 
provided, resulting in potential discrepancies in numbers of 
Community Supports users between the two data sources. 
Only ECM providers at the member-level were reported in 
QIMR data. 

» UCLA-RAND’s preliminary assessment of concordance 
between provider NPIs in the QIMR and Medi-Cal eligibility 
and claims data in July 2025 revealed significant discordance 
that needed to be reconciled through further, iterative 
discussions with DHCS and MCPs for the Summative 
Evaluation Report. This discordance could result in imprecision 
in findings on users in the Interim Evaluation Report. 

» Some measures needed to be modified for the Interim 
Evaluation Report because originally planned data or methods 
were not feasible. Modifications are noted in the appropriate 
results sections, along with justification. 
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F. Results 
Goal 1: Increase the number of ECM and Community Supports 
community-based providers and consequently increase Medi-
Cal member ECM and Community Supports utilization 
according to community needs 
Goal 1 is evaluated by addressing three Evaluation Questions and analyzing 14 
measures articulated in the Evaluation Questions and Hypotheses section of this report. 
Data sources used in analyses are articulated for each measure. 

Evaluation Question 1: Did the number of community-based providers 
that contracted with MCPs to provide ECM or Community Supports 
increase over time? 
Evaluation Question 1 is addressed by analysis of six measures articulated in the PATH 
Evaluation Design and displayed in the Evaluation Questions and Hypotheses section of 
this report. The data sources used for the analyses are noted for each measure. Further 
detail on data sources and methods is included in the Methodology section. 

Measure 1. Number of providers that were contracted to provide ECM or 
Community Supports services 

Data source: Quarterly Implementation and Monitoring Reports (QIMRs). 

Analysis of QIMR data showed that a total of 2,041 unique providers, based on National 
Provider Identifiers (NPIs) reported in QIMR data, had ever contracted with one or more 
Medicaid MCPs to deliver ECM and Community Supports services across one or more 
California counties by September 2024 (Exhibit 1.11). The number of new providers per 
quarter was largest in 2022 Quarter (Q)1 (621 providers), followed by 2024 Q3 (339 
providers). Of the 2,041 providers, 53% provided only ECM, 26% provided Community 
Supports only, and 21% provided both services (data not shown). 



76  

Exhibit 1.11. Cumulative and New Count of ECM and Community Supports 
Providers by Quarter, January 2022 to September 2024 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Source: Quarterly Implementation and Monitoring Reports, 2022 Q1 to 2024 Q3. 
Note: A total of 2,041 unique providers were identified by unique NPIs. The number of providers 
may be overestimated because some providers may have multiple NPIs. ECM is Enhanced Care 
Management. 

Of the 2,041 unique providers, 58% contracted with only one MCP in one county, 
followed by 22% of providers who contracted with two plans (either two MCPs in one 
county or one MCP in two counties; Exhibit 1.12). The remaining 20% of providers 
contracted with three or more plans. The maximum number of contracts per provider 
was 149 (data not shown). 
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Exhibit 1.12. Proportion of Unique ECM and Community Supports Providers that 
Ever Contracted with Managed Care Plans in Specific Counties by the Number of 
Contracts, by September 2024 

 

Source: Quarterly Implementation and Monitoring Reports, 2022 Q1 to 2024 Q3. 
Note: Contracts were between a given ECM or Community Supports provider and a specific MCP 
in each county. A total of 2,041 unique providers were identified by unique NPIs. The number of 
providers may be overestimated because some providers may have multiple NPIs. ECM is 
Enhanced Care Management. 

UCLA-RAND further measured the change in the number of provider contracts over 
time because providers frequently had more than one contract with MCPs. Analysis 
indicated that the 2,041 unique providers collectively held 6,299 contracts as of 
September 2024 (Exhibit 1.13). The number of provider contracts grew from 1,250 in 
2022 Q1 to 3,932 in 2024 Q3. By 2024 Q3, 37% of contracts were for ECM services only, 
40% for Community Supports only, and 23% for both services. These proportions 
remained relatively similar over time. 
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3,711 
3,932 

3,189 923 (23%) 
2,738 964 (26%) 

2,305 2,309 
2,529 

892 (28%) 
2,047 706 (26%) 

1,683 

467 (28%) 

602 (26%) 592 (26%) 
659 (26%) 

535 (26%) 
1,535 
(41%) 

1,572 
(40%) 

826 (40%) 946 (41%)  974 (42%) 
1,086 
(43%) 

1,223 
(45%) 

1,334 
(42%) 

718 (43%) 1,437 
(37%) 

422 (34%)  433 (34%) 498 (30%) 686 (34%)  757 (33%)  743 (32%) 784 (31%) 809 (30%) 963 (30%) 
1,212 
(33%) 

Exhibit 1.13. Quarterly Change in the Number of Provider Contracts with Managed 
Care Plans, by Whether the Contract Included ECM, Community Supports, or Both, 
January 2022 to September 2024 
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Source: Quarterly Implementation and Monitoring Reports, 2022 Q1 to 2024 Q3. 
Note: Data showed the number of provider contracts (contracts were between a given ECM or 
Community Supports provider and a specific managed care plan in each county). A total of 
2,041 unique providers were identified by unique NPIs. The number of providers may be 
overestimated because some providers may have multiple NPIs. ECM is Enhanced Care 
Management. 

Data further showed that after the beginning of PATH implementation in 2022 Q1, 
MCPs reported the largest number of new contracts in 2024 Q1 (1,342; Exhibit 1.14). 
Changes to the MCPs, including the removal of some plans and addition of new plans 
serving the Medi-Cal population at the start of 2024 may have explained the observed 
increase in contracts at the start of 2024. MCPs reported the fewest number of new 
contracts in 2022 Q2 (189) and 2023 Q2 (182). New contracts were most likely to 
provide either ECM or Community Supports rather than both services. 
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Exhibit 1.14. Number of New Provider Contracts Including ECM, Community 
Supports, or Both Services Per Quarter, January 2022 to September 2024 
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Source: Quarterly Implementation and Monitoring Reports, 2022 Q1 to 2024 Q3. 
Note: Data showed the number of provider contracts (contracts were between a given ECM or 
Community Supports provider and a specific MCP in each county). A total of 2,041 unique 
providers were identified by unique NPIs. The number of providers may be overestimated 
because some providers may have multiple NPIs. ECM is Enhanced Care Management. 22 and 
14 contracts were with providers offering both ECM and Community Supports in 2023 Q3 and 
2023 Q4, respectively. 

ECM provider contracts by POF 

Of the 6,299 contracts held by all providers, 3,513 contracts offered ECM services as of 
September 2024 (data not shown). Of these, 183 contracts did not list which POFs they 
served. Among the rest, 56% served both adult and children and youth POFs, followed 
by 39% serving adult POFs only, and 5% serving children and youth POFs only (data not 
shown). The most common POFs served were members At Risk for Avoidable Hospital 
or ED Utilization (85%), Individuals and Families Experiencing Homelessness (82%), and 
Individuals with Serious Mental Illness or SUD (80%; Exhibit 1.15). The least common was 
Birth Equity (33%), which was partly due to the rollout of this POF in 2023 Q3. 
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Exhibit 1.15. Proportion of Provider Contracts Offering ECM by Populations of 
Focus, as of September 2024 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Source: Quarterly Implementation and Monitoring Reports, 2024 Q3. 
Note: LTC is long-term care. CCS is California’s Children Services. ECM is Enhanced Care 
Management. Data showed the number of provider contracts (contracts were between a given 
ECM or Community Supports provider and a specific MCP in each county). A total of 3,513 
provider contracts offered ECM. Data excluded 183 ECM provider contracts that were missing 
information on POFs. Percents do not add to 100% because providers frequently served multiple 
POFs. 

Community Supports Provider Contracts by Type of Community Support 

Of the 6,299 contracts held by all providers, 4,004 contracts offered Community 
Supports services as of September 2024 (data not shown). Of these, 49% offered 
Housing Transition and Navigation Services, followed by Housing Tenancy and 
Sustaining Services (41%), and Housing Deposits (39%; Exhibit 1.16). The least 
commonly offered Community Supports were Asthma Remediation (8%), Day 
Habilitation (8%), and Sobering Centers (5%). 
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Exhibit 1.16. Proportion of Provider Contracts Offering Community Supports 
Services by Specific Service Type, as of September 2024 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Source: Quarterly Implementation and Monitoring Reports, 2024 Q3. 
Note: Data showed the number of provider contracts (contracts were between a given ECM or 
Community Supports provider and a specific MCP in each county). A total of 4,004 provider 
contracts offered Community Supports. Percents do not add to 100% because providers 
frequently offered multiple Community Supports. 

 
Measure 2. Proportion of total providers contracted to provide ECM or 
Community Supports that were community-based providers 

Data sources: QIMRs; PATH Capacity and Infrastructure Transition, Expansion, and 
Development (CITED) applications; GuideStar and organizational websites. 

UCLA-RAND was unable to determine community-based providers as defined by DHCS: 
“a nonprofit organization, governmental agency, or health care provider that has direct 
experience with the Medi-Cal populations being served within the county in which they 
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are seeking a contract with a MCP. A community provider is generally embedded in the 
health care and social services ecosystem in the provider’s county.” This was because 
data were not available to determine whether a provider had direct experience with 
Medi-Cal populations or was embedded in the health care and social services ecosystem 
of the county. Instead, UCLA-RAND used PATH CITED applications and manually 
searched GuideStar and organizational websites using provider names from the NPI 
Registry as of March 2024 to estimate ownership status and attribute for private for-
profit, private non-profit, public status to providers. The latter two groups were 
considered a proxy for CBOs. 

A total of 1,566 of the 2,041 unique providers and 4,750 of the 6,299 provider contracts 
were reported by MCPs as of March 2024. UCLA-RAND could not identify the ownership 
status of 51 unique providers. Among the rest, data showed that 64% of unique 
providers were private non-profit, followed by 21% private for-profit, and 11% public 
(Exhibit 1.17). 

Furthermore, 48% of contracts were to private non-profit providers, followed by 6% to 
public and 45% to private for-profit providers. The difference in breakdown by 
ownership status between unique providers and provider contracts is due to the 
variation in the average number of contracts per unique provider. For example, the 
average number of contracts for private for-profit providers was 6.4 compared to 1.6 for 
public providers and 2.3 for private non-profit providers (data not shown). 
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Exhibit 1.17. Proportion of ECM and Community Supports Unique Providers and 
Provider Contracts by Ownership Status, January 2022 to March 2024 

 
 
 
 
 
 
 
 
 
 
 
 
 

 
Source: Quarterly Implementation and Monitoring Reports, 2022 Q1 to 2024 Q1. 
Note: Data were reported for 1,515 unique providers and 4,684 contracts with known ownership 
status and excluded 51 providers and 66 contracts with unknown ownership status. Ownership 
status was determined manually as of March 2024. Data showed the number of unique 
providers based on NPI and contracts per unique provider and contracted to a specific MCP in 
each county. The number of providers may be overestimated because some providers may have 
multiple NPIs. ECM is Enhanced Care Management. 

Further examination of ownership status over time showed that the number of providers 
that were public, private non-profit, and private for-profit had grown over time (Exhibit 
1.18). While the majority of providers were private non-profit, the proportion that were 
public declined from 20% to 11% and the proportion that were private for-profit 
providers increased from 16% to 22% from 2022 Q1 to 2024 Q1. 
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Exhibit 1.18. Number and Proportion of Unique Providers by Ownership Status Per 
Quarter, January 2022 to March 2024 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Source: Quarterly Implementation and Monitoring Reports, 2022 Q1 to 2024 Q1. 
Note: Data were reported for 1,515 unique providers and 4,684 contracts with known ownership 
status and excluded 51 providers and 66 contracts with unknown ownership status. Ownership 
status was determined manually as of March 2024. Data showed the number of unique 
providers based on NPI and contracts per unique provider and contracted to a specific MCP in 
each county. The number of providers may be overestimated because some providers may have 
multiple NPIs. 

The number of provider contracts also increased over time but at a greater rate than 
unique providers (Exhibit 1.19). These data showed that the proportion of contracts to 
private non-profit providers and to public providers had declined from 56% to 48% and 
11% to 6%, respectively from 2022 Q1 to 2024 Q1. In contrast, the proportion of 
contracts to private for-profit providers increased from 33% to 46% in the same period. 
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Exhibit 1.19. Number and Proportion of Provider Contracts by Ownership Status 
Per Quarter, January 2022 to March 2024 
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Source: Quarterly Implementation and Monitoring Reports, 2022 Q1 to 2024 Q1. 
Note: Data were reported for 1,515 unique providers and 4,684 contracts with known ownership 
status and excluded 51 providers and 66 contracts with unknown ownership status. Ownership 
status was determined manually as of March 2024. Data showed the number of unique 
providers based on NPI and contracts per unique provider and contracted to a specific MCP in 
each county. The number of providers may be overestimated because some providers may have 
multiple NPIs. 

Measure 3. Proportion of ECM or Community Supports providers located in 
under-resourced or rural communities 

Data sources: QIMRs; Medi-Cal eligibility and claims data; Social Vulnerability Index (SVI). 

UCLA-RAND used the ECM providers listed in QIMR data for ECM users, the Medi-Cal 
eligibility data to identify the ECM users’ census tracts through their home addresses, 
and the 2022 SVI at the census tract level for this measure. UCLA-RAND followed the 
Centers for Disease Control and Prevention definition of under-resourced status, 
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defining these as areas in the top quartile of SVI and assigned this status to ECM users 
as appropriate. UCLA-RAND then determined the proportion of ECM users residing in 
under-resourced areas per unique ECM provider per year. 

Exhibit 1.20 shows that 14% of the ECM providers did not serve any ECM users that 
resided in under-resourced areas in 2022, but this proportion decreased to 5% in 2024. 
In turn, the proportion of ECM providers that served 25% to 49% or 50% to 74% of 
these residents increased in this time frame (25% to 35% and 24% to 32%, respectively). 

 
Exhibit 1.20. Proportion of ECM Users Residing in Under-Resourced Areas and 
Served by ECM Providers by Year, January 2022 to September 2024 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

Source: Quarterly Implementation and Monitoring Reports, 2022 Q1 to 2024 Q3; Medi-Cal 
Eligibility and Claims Data, January 2022 to December 2024; Social Vulnerability Index, 2022. 
Note: Data were based on 1,451 unique ECM providers that were reported in QIMRs as 
member’s ECM providers as of September 2024. Residence in an under-resourced area was 
determined by a member’s home address reported to Medi-Cal and included those living in the 
top quartile of the 2022 Social Vulnerability Index at the census tract level across California. ECM 
is Enhanced Care Management. 

The total number of ECM providers who served at least 25% of ECM users residing in an 
under-resourced area grew from 451 in 2022 to 675 in 2024 (Exhibit 1.21). Among these, 
the proportion that was community-based was measured based on public or private 
non-profit ownership status. The proportion of these providers that were public 
declined from 2022 (20%) to 2024 (13%), but the proportion that were non-profit 
increased from 2022 (63%) to 2024 (66%). 
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636 

128 (19%) 
101 (16%) 

451 

 
65 (14%) 

422 (66%) 446 (66%) 

286 (63%) 

Exhibit 1.21. Number of ECM Providers with 25% or More ECM Residing in Under-
Resourced Areas, January 2022 to March 2024 
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Source: Quarterly Implementation and Monitoring Reports, 2022 Q1 to 2024 Q1; Medi-Cal 
Eligibility and Claims Data, January 2022 to December 2024; Social Vulnerability Index, 2022. 
Note: Data were based on 1,017 unique ECM providers that were reported in QIMRs as 
member’s ECM providers as of September 2024 and had been assigned ownership status. 
Residence in an under-resourced area was determined by a member’s home address reported 
to Medi-Cal and included those living in the top quartile of the 2022 Social Vulnerability Index at 
the census tract level across California. Ownership status was determined manually as of March 
2024. ECM is Enhanced Care Management. 

 
UCLA-RAND further used the ECM providers listed in QIMR, the Medi-Cal eligibility data, 
and the rural status of census tracts as defined by the Health Resources and Services 
Administration to assign 2023 rural status to each ECM user. UCLA-RAND then used 
these data to determine the proportion of ECM users per unique ECM provider that 
were rural residents per year. Exhibit 1.22 shows that 63% of ECM providers did not 
serve any ECM users that were rural residents in 2022, and this proportion increased to 
68% in 2024. However, the proportion of ECM providers with less than 25% and greater 
than 25% rural residents increased in the same period. Specifically, the proportion of 
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ECM providers with 75% or more rural residents increased from 2% in 2022 to 4% in 
2024. 

 
Exhibit 1.22. Proportion of ECM Users Living in Rural Areas Served by ECM 
Providers by Year, January 2022 to September 2024 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

Source: Quarterly Implementation and Monitoring Reports, 2022 Q1 to 2024 Q3; Medi-Cal 
Eligibility and Claims Data, January 2022 to December 2024. 2Note: Data were based on 1,451 
unique ECM providers that were reported in QIMRs as member’s ECM providers as of 
September 2024. Rural residence was determined by a member’s home address reported to 
Medi-Cal and was based on the definition of rural defined by the Health Resources and Services 
Administration using 2023 data.22 ECM is Enhanced Care Management. 

 
The total number of ECM providers who served at least 25% of ECM users residing in 
rural areas increased from 27 in 2022 to 79 in 2024 (Exhibit 1.23). Among these, the 
proportion that was community-based was measured based on public or private non-
profit ownership status. The proportion of these providers that were public declined 
from 22% to 13% and the proportion that were non-profit increased from 41% to 72% 
from 2022 to 2024. 
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Exhibit 1.23. Number of ECM Providers with 25% or More ECM Users Residing in 
Rural Areas by Ownership Status, January 2022 to March 2024 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Source: Quarterly Implementation and Monitoring Reports, 2022 Q1 to 2024 Q1; Medi-Cal 
Eligibility and Claims Data, January 2022 to December 2024. 
Note: Data were based on 1,017 unique ECM providers that were reported as member’s ECM 
providers as of March 2024. Ownership status was determined manually as of March 2024. Rural 
residence was determined by a member’s home address reported to Medi-Cal and was based 
on the definition of rural established by the Health Resources and Services Administration using 
2023 data.22 ECM is Enhanced Care Management. 
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Measures 4 and 5. Number of total providers and community-based providers 
that applied for and received PATH CITED funding; number of total providers 
and community-based providers that received Technical Assistance and WPC 
transition funding; Number of community-based providers that received PATH 
CITED funding, TA, or WPC transition funds 

Data source: QIMRs; PATH CITED awardee lists (Rounds 1A, 1B, 2); PATH Technical 
Assistance (TA) funding awardee lists; 2022 to 2023 Whole Person Care Services and 
Transition to Managed Care Mitigation (WPC Transition) initiative utilization reports. 

UCLA-RAND did not have data on providers that applied for PATH CITED funding. 
Instead, UCLA-RAND measured the number of contracted providers that had received 
PATH CITED funding. UCLA-RAND used available data on the first rounds of PATH CITED 
funding in January 2023 (Round 1A), March 2023 (Round 1B), and October 2023 (Round 
2) for this report. Data on Round 3 and Round 4 of PATH CITED funding will be included 
in the Summative Evaluation Report. UCLA-RAND linked Round 1 and Round 2 
awardees with unique providers reported by MCPs, attributed ownership status to 
providers, and identified the number and proportion of existing contracts that were 
PATH CITED and TA awardees. 

Of the total 1,480 providers with known ownership status as of March 2024, 538 (36%) 
had received PATH CITED funding. Of those with PATH CITED funding, 487 (91%) were 
community-based as measured by public or private non-profit ownership status (data 
not shown). 

Among the ECM only providers, 627 were public or private non-profit and 37% of them 
received PATH CITED funding (Exhibit 1.24). Among those offering Community Supports 
only, 256 were public or private non-profit and 33% received PATH CITED funding. 
Among those offering both ECM and Community Supports, 285 were public or private 
non-profit and 60% received PATH CITED funding. The proportion of private for-profit 
ECM and Community Supports providers that received PATH CITED funding was smaller 
(23%, 4%, and 37% respectively). 
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Exhibit 1.24. Proportion of Providers that Received PATH CITED Funding by ECM 
or Community Supports Service Provision and Ownership Status 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Source: Quarterly Implementation and Monitoring Reports, 2022 Q1 to 2024 Q1; CITED funding 
was obtained from DHCS website.23 
Note: Data were based on 1,480 providers reported as of March 2024 with known ownership 
status. Data excluded 51 providers with unknown ownership status. Ownership status was 
determined manually as of March 2024. Data showed the number of unique providers based on 
NPI. The number of providers may be overestimated because some providers may have multiple 
NPIs. Some providers may have delivered both ECM and Community Supports services. ECM is 
Enhanced Care Management. CITED is Capacity and Infrastructure, Transition, Expansion, and 
Development. 6 Community Supports providers that were private for-profit received PATH 
CITED. 

MCPs reported a total of 4,750 contracts as of March 2024. Among those offering ECM 
only or both ECM and Community Supports, the proportion of contracts with providers 
receiving PATH CITED funding was similar for public or private non-profit providers 
(45% and 49%, respectively) and private for-profit providers (41% and 47%, respectively; 
Exhibit 1.25). Conversely, among contracts offering Community Supports only, 42% of 
contracts with public or private non-profit providers received PATH CITED funding 
compared to 16% of contracts with private for-profit providers. 

627 

396 (63%) 

256 
285 

149 
114 (40%) 

106 171 (67%) 

231 (37%) 
82 (77%) 
24 (23%) 

171 (60%) 57 

85 (33%) 
143 (96%) 

6 (4%) 
36 (63%) 
21 (37%) 

Public or Private Private For-Profit Public or Private Private For-Profit Public or Private Private For-Profit 
Non-Profit Non-Profit Non-Profit 

ECM Only Community Supports Only Both Services 

Type of Service and Ownership Status of Provider 

Received CITED Did Not Receive CITED 

Pr
op

or
tio

n 
of

 P
ro

vi
de

rs
 



92  

Exhibit 1.25. Proportion of Contracts with Providers that Received PATH CITED 
Funding by ECM or Community Supports Service Provision and Ownership Status 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Source: Quarterly Implementation and Monitoring Reports, 2022 Q1 to 2024 Q1; CITED funding 
was obtained from DHCS website.23 
Note: Data were based on 4,750 contracts as of March 2024 and excluded 66 contracts with 
unknown provider ownership status. Ownership status was determined manually as of March 
2024. Data showed the number of unique providers based on NPI and contracts per unique 
provider and contracted to a specific MCP in each county. The number of providers may be 
overestimated because some providers may have multiple NPIs. Some contracts may have 
included both ECM and Community Supports services. ECM is Enhanced Care Management. 
CITED is Capacity and Infrastructure, Transition, Expansion, and Development. 

 
Of the total of 1,480 providers with known ownership status as of March 2024, 210 
(14%) had received PATH TA. Of those with PATH TA, 195 (93%) were community-based 
as measured by public or private non-profit ownership status (data not shown). 
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Among providers offering ECM only that were public or private non-profit, 12% received 
PATH TA compared to 6% of those that were private for-profit (Exhibit 1.26). Among 
those offering Community Supports only that were public or private non-profit, 17% 
received TA compared to 3% that were private for-profit. Among those offering both 
services that were public or private non-profit, 27% received TA compared to 9% that 
were private for-profit. 

Exhibit 1.26. Proportion of Providers that Received PATH TA Funding by ECM or 
Community Supports Service Provision and Ownership Status 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Source: Quarterly Implementation and Monitoring Reports, 2022 Q1 to 2024 Q1; TA funding 
award announcements were obtained from DHCS. 
Note: Data were based on 1,480 providers reported as of March 2024 with known ownership 
status. Data excluded 51 providers with unknown ownership status. Ownership status was 
determined manually as of March 2024. Data showed the number of unique providers based on 
NPI. The number of providers may be overestimated because some providers may have multiple 
NPIs. Some providers may have delivered both ECM and Community Supports services. ECM is 
Enhanced Care Management. TA is Technical Assistance. 6, 4, and 5 private for-profit providers 
that received TA offered ECM only, Community Supports only, or both services, respectively. 

 
Examination of the provider contracts that received PATH TA by provision of ECM or 
Community Supports services and non-profits or public ownership status showed that 
similar proportions of provider contracts for ECM only services received PATH TA 
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whether they had non-profit or public (16%) or for-profit (13%) ownership status 
(Exhibit 1.27). Among providers of Community Supports only, contracts with providers 
that were public or private non-profit were more likely to receive PATH TA compared to 
contracts with private for-profit providers (22% vs. 2%, respectively). Contracts with 
providers that provided both ECM and Community Supports were the most likely to 
receive PATH TA, with 77% of private non-profit or public of contracts receiving PATH 
TA and 91% of private for-profit receiving PATH TA. 

 
Exhibit 1.27. Proportion of Contracts with Provider Organizations that Received 
PATH TA by ECM or Community Supports Service Provision and Ownership Status 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Source: Quarterly Implementation and Monitoring Reports, 2022 Q1 to 2024 Q1; TA funding 
award announcements were obtained from DHCS. 
Note: Data were reported for 4,750 new contracts as of March 2024 with known ownership 
status and exclude 51 providers and 66 contracts with unknown ownership status. Ownership 
status was determined manually as of March 2024. Data showed the number of unique 
providers based on NPI and contracts per unique provider and contracted to a specific MCP in 
each county. The number of providers may be overestimated because some providers may have 
multiple NPIs. Some contracts may have included both ECM and Community Supports services. 
ECM is Enhanced Care Management. TA is Technical Assistance. 25 private for-profit providers 
offered Community Supports only. 
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DHCS promoted the transition of providers from the Whole Person Care (WPC) 
demonstrations to PATH under the WPC Transition to deliver ECM and Community 
Supports services. Ten of the 27 WPC lead entities applied for the CalAIM WPC 
Transition funding to continue providing WPC services following the end of WPC in 
December 2021 (Exhibit 1.28). Seven of ten WPC lead entities used the funds in 2022 
only despite availability of funds through December 2024. 

Exhibit 1.28. Whole Person Care Lead Entities That Received PATH Whole Person 
Care Transition Funding and the Duration Services Were Provided 

County Timeframe 

Alameda January 2022 to December 2023 

Contra Costa January to June 2022 

Kern October to December 2022 

Los Angeles January 2022 to December 2023 

Orange October to December 2022 

Placer April 2022 

Riverside January to December 2022 

San Francisco January 2022 to December 2023 

Santa Clara January to June 2022 

Shasta January to December 2022 
Source: Whole Person Care Services and Transition to Managed Care Mitigation Initiative 
Utilization Reports, January 2022 to December 2023. 

Measure 6. Proportion of providers that provided services under WPC or HHP 
and were subsequently contracted to provide ECM and Community Supports 

Data sources: QIMRs; 2022 WPC evaluation; 2023 Health Homes Program (HHP) 
evaluation. 

WPC was implemented in 27 counties by lead entities, which were typically county 
health and health services agencies. HHP was operated by MCPs in 12 counties. Data 
from the evaluations of WPC and HHP along with QIMR data were used to report the 
proportion of ECM or Community Supports providers that transitioned under CalAIM 
from WPC or HHP. Of the 586 WPC providers, 27% transitioned to CalAIM by 
contracting with MCPs to provide ECM or Community Supports services (Exhibit 1.29). In 
contrast, of the 244 HHP providers, 86% transitioned to CalAIM. Some of these 
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209 (86%)  

160 (27%) 

35 (14%) 

 
 
 
 

426 (73%) 

providers were providers under both WPC and HHP. Therefore, of the 1,566 providers 
reported by MCPs in QIMRs through March 2024, 329 or 21% were previously providers 
under WPC and/or HHP (data not shown). 

 
Exhibit 1.29. Proportion of Whole Person Care and Health Homes Program 
Providers that Transitioned to ECM or Community Supports Providers as of March 
2024 
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 ECM or Community Supports Provider  Not a ECM or Community Supports Provider 

Source: Quarterly Implementation and Monitoring Reports, 2022 2022 Q1 to 2024 Q1; Final 
Evaluation of California’s Whole Person Care (WPC) Program, 2022; Final Evaluation of 
California’s Health Homes Program (HHP), 2023.2,12 
Note: WPC data included providers participating as of March 2020 and HHP data included 
providers participating as of December 2021. ECM is Enhanced Care Management. 

 

 
Evaluation Question 2: What factors are associated with community-
based providers’ participation in ECM or Community Supports? 
Evaluation Question 2 is addressed by analysis of three measures articulated in the 
PATH Evaluation Design and displayed in the Evaluation Questions and Hypotheses 
section of this report. The data sources used for the analyses are noted for each 
measure. Further detail on data sources and methods is included in the Methodology 
section. 
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Measure 1. Characteristics of providers eligible to provide ECM or Community 
Supports 

Data source: June to July 2025 provider survey. 

UCLA-RAND did not have data on eligible providers that were not contracted for ECM 
and Community Supports services. However, data on ownership status of providers, 
provision of ECM vs. Community Supports, provision of ECM by POF, and provision of 
specific Community Supports are provided in Evaluation Question 1 Measure 2 based on 
QIMRs. UCLA-RAND included additional information on the type and size of contracted 
providers from the provider survey for this measure. 

Exhibit 1.30 shows that most survey respondents were social services providers (55%), 
followed by health care (24%) and BH (14%) providers. Provider size was measured by 
full-time equivalent (FTE) staff and most respondents had 250 or more (28%) and fewest 
(21%) had 100-249 FTEs. 
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Exhibit 1.30. Characteristics of ECM and Community Supports Contracted 
Providers, June to July 2025 Provider Survey 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Source: ECM and Community Supports Provider Survey, June to July 2025. 
Note: Data were based on 259 unique respondents. Health care providers included hospitals, 
health care systems, federally qualified health centers, and other health clinics. BH providers 
included organizations treating mental health and SUDs. Social services providers included CBOs 
offering social supports, medically tailored meals and food providers, and housing and shelter 
organizations. Provider size was measured by full-time equivalent (FTE) staff. 

Measure 2. Eligible providers’ self-reported organizational mission, ECM 
Populations of Focus, and Community Supports services provided, contracts 
with MCPs, and data sharing infrastructure prior to CalAIM 

Data sources: QIMRs; Uniform Data System data; list of Continuum of Care providers; list 
of providers that participated in WPC or HHP. 

No results were reported for Measure 2 in the Interim Evaluation Report but will be 
included in the Summative Evaluation Report for a subset of providers. This was because 
data on eligible providers was not available. See the Methodological Limitations for 
further detail. 
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Measure 3. PATH-participating providers’ self-reported reasons for 
participating in PATH and their perceptions of PATH’s role in helping them 
successfully contract with MCPs to provide ECM and Community Supports 

Data sources: October 2024 to July 2025 provider interviews; January to April 2025 PATH 
Collaborative Planning and Implementation (CPI) Initiative and PATH TA Marketplace 
vendor facilitator interviews; July to September 2024 MCP interview; June to July 2025 
provider survey; November 2024 to January 2025 MCP survey. 

Key reasons for provider participation in ECM and Community Supports 

Prior experience offering similar services. Providers noted that participation in ECM 
and Community Supports was a low-risk investment that aligned well with their existing 
services such as case management services and medically tailored meals. Those 
previously participating in WPC or HHP viewed ECM and Community Supports as a 
natural extension of existing work and felt they could leverage existing relationships and 
infrastructure to ease the transition. In the provider survey, 33% of providers reported 
prior experience providing ECM and Community Supports services in all counties they 
were contracted to provide ECM and Community Supports in and for all contracted 
services, while another 32% had experience in some of the counties they were 
contracted to provide services in and/or for some of the contracted services (data not 
shown). 

Prior experience contracting with MCPs. Providers noted that lack of prior experience 
contracting with MCPs was a considerable barrier and providers new to such contracting 
felt they were held to high and inflexible expectations. Even WPC providers with robust 
prior relationships with MCPs noted that their transition was smooth when WPC lead 
entities agreed to serve as administrative hubs to navigate contracting and billing on 
their behalf. In contrast, HHP providers and medical and BH providers reported fewer 
challenges contracting with MCPs. Providers described the contracting process taking 
five to eight months and being administratively burdensome. Some reported poor 
communication and responsiveness from MCPs that required going through multiple 
channels just to identify and the problem was compounded by frequent staff turnover at 
MCPs. Providers also noted additional challenges when contracting with multiple MCPs 
because they faced different rates, payment models, requirements, and expectations. 
One provider described it as a “tremendous” amount of work. Smaller providers found 
this a greater burden because they had fewer resources to dedicate towards MCP 
communication. These challenges were reported as reasons for fewer contracts or 
discontinued contracts despite ongoing community need. 

Existing data sharing infrastructure. Providers with existing data sharing 
infrastructure such as federally qualified health centers were often already connected to 
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local Health Information Exchanges and were familiar with data exchange prior to ECM 
and Community Supports. In contrast, providers without established infrastructure or 
electronic systems to support data collection, reporting, and care coordination found it 
“daunting” and “administratively burdensome” to develop such infrastructure. 

Revenue diversification and financial sustainability. In interviews, providers also 
considered CalAIM as an opportunity to diversify their revenue sources and promote 
financial sustainability. However, providers weighed the pros and cons of participation. 
For example, some providers considered the provision of ECM as a lower risk than 
Community Supports because it was perceived as a permanent benefit. Providers were 
also concerned about the adequacy of rates given the administrative workload for 
compliance and reporting. Smaller non-profit providers were more risk-averse because 
they had to invest in new claim processing and billing infrastructure without knowing if 
they could recoup those costs through provision of services. Some providers noted that 
services such as environmental accessibility adaptations and housing deposits did not 
cover overhead or administrative expenses and, therefore, they discontinued them. 

Exhibit 1.31 provides illustrative quotes to further highlight the reasons for ECM and 
Community Supports participation. 

Exhibit 1.31. Factors Influencing Provider Participation in ECM or Community 
Supports, Illustrative Quotes from Provider Interviews 

Factor Affecting 
Participation Illustrative Quotes 

Prior experience offering 
similar services 

“Organizations see the activities they’re already doing 
reflected in the services now reimbursable through Medi- 
Cal.” - CPI facilitator #1 

 
“The mission and the people we’re serving [in our ECM 
POF] … are already the clientele we’re serving, … We saw 
an opportunity to really wrap services around people we 
were already serving” - Provider #45 

Prior experience 
contracting with MCPs 

“We had experience working with health plans [through 
HHP], but [under ECM] we just moved to directly working 
with them, and … dealing with some of the 
reimbursement challenges, and how to use their system.” 
- Provider #39 

 
“We had some experience … providing recuperative care 
and contracting with the health plans … and doing billing 
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Factor Affecting 
Participation Illustrative Quotes 

 with them, which helped us establish the relationships 
that we would need when CalAIM came out and develop 
some of the infrastructure and experience” - Provider #2 

Existing data sharing 
infrastructure 

“We were lucky to start out because… we'd actually gotten 
a grant … [in 2021] to build our own internal database 
system, … we were able to pair that pretty quickly with the 
start of our housing navigation services … If we didn't 
have that already up and running to some degree, I don't 
think we would have been able to do as well as we did 
early on.” - Provider #9 

Revenue diversification 
and financial 
sustainability 

“I think everyone is feeling the call to think about diverse 
funding sources and braided funding. I think that a lot of 
organizations participate because they see value in 
drawing down state and Medi-Cal dollars to support their 
existing work.” - CPI facilitator #1 

 
“We just knew we were going to roll into ECM... Senior 
leadership’s big question was “could we afford to?” 
because the payment model was so different [from WPC]” 
- Provider #59 

 
“We've always known that we just want to get out of the 
grant game, and we need a long-term source of revenue 
to kind of operate it as a social enterprise, … it was always 
about … integrating our program into the healthcare 
sector so that it could be issued as a covered benefit.” - 
Provider #57 

Source: ECM and Community Supports Provider Interviews, October 2024 to July 2025; PATH CPI 
Facilitator and PATH TA Marketplace Vendor Interviews, January to April 2025. 
Note: Data were based on 73 unique respondents. 
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Perceptions of PATH’s Role in Contracting with MCPs and Providing ECM and 
Community Supports 

During interviews, providers emphasized the necessity of PATH’s financial and technical 
support to successfully integrate with existing Medi-Cal systems. Several CPI facilitators 
mentioned that most of their earlier collaborative sessions were spent preparing 
providers for contracting, introducing CalAIM, and providing various tools and 
information necessary for contracting. Providers noted the value of dedicated PATH CPI 
sessions in which providers who had successfully contracted with MCPs presented on 
their processes and successes, the opportunity to discuss challenges related to MCP 
communication and responsiveness in early contracting phases and facilitated 
opportunities for providers to speak face-to-face with MCPs about the contracting 
process. Providers also noted that PATH CPI assisted them in understanding CalAIM and 
managed care requirements and effective and efficiently leveraging of available PATH 
resources. 

Providers further emphasized the importance of PATH CITED funding in building staffing 
and technology infrastructure and in meeting contracting and implementation criteria. 
Providers and TA Marketplace vendors also shared that the “off-the-shelf” videos on the 
PATH TA Marketplace were useful for providers to start the process and find some 
inspiration; then as providers progress in implementation, they can work with a vendor 
for individually tailored projects to continue to build out and improve their service and 
care delivery. 

In addition to providers, MCPs rated the contribution of PATH and other initiatives to 
supporting provider contracting in surveys from not at all useful (0) to extremely useful 
(10). MCPs average rating was highest for the IPP (8.8) and lowest for PATH CPI (6.2; 
Exhibit 1.32). 
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Exhibit 1.32. Managed Care Plans’ Perceived Usefulness of PATH and Managed 
Care Plan-Administered Resources for Providers’ Ability to Contract for ECM and 
Community Supports 

 

Source: Managed Care Plan Survey, November 2024 to January 2025. 
Note: Data were based on 22 unique respondents out of 24 MCPs eligible to offer Community 
Supports in 2024. One MCP that fully delegated responsibility for member care to another MCP 
did not respond to the survey. CITED is Capacity and Infrastructure Transition, Expansion and 
Development. TA is Technical Assistance. CPI is Collaborative Planning and Implementation. 

In interviews, MCPs further noted that PATH CITED funding was useful for providers to 
invest in administrative and data capabilities and to hire new staff to expand service 
offerings. However, some MCPs shared that it felt counterintuitive to require MCPs to 
provide a letter of support for PATH CITED applications attesting they intended to 
contract with a provider since PATH CITED was meant to help providers develop 
capacity to contract. MCPs also viewed PATH CPI as helpful in developing tools to 
standardize providers’ processes and leveraging shared learning to elevate best 
practices. However, MCPs noted that information varied across collaboratives and was 
sometimes discussed prematurely to DHCS finalizing and releasing decisions and 
guidance, which caused confusion. One MCP perceived that PATH CPI was not 
particularly helpful in getting new providers to contract for services and more emphasis 
should be placed on funding (e.g., PATH CITED, IPP) and the PATH TA Marketplace. 
MCPs also commented that the PATH TA Marketplace was helpful but underutilized 
largely due to its non-user-friendly interface. 

Incentive Payment Program 8.8 

Housing and Homelessness 
Program 8.4 

PATH CITED 7.8 

PATH TA Marketplace 6.9 

PATH CPI 6.2 

0 2 4 6 8 10 
Extent of Usefulness 



104  

In addition, surveyed providers were asked to rate how challenging it was to implement 
ECM and Community Supports from not at all challenging (0) to extremely challenging 
(6) in the survey. Providers were asked to rate payment and reimbursement challenges, 
administrative burden challenges, and authorization challenges. Exhibit 1.33 shows that, 
among payment and reimbursement challenges, providers rated inadequate payment 
rates as most challenging (average rating of 3.7 for ECM and Community Supports) and 
rated claims denials as less challenging (average rating of 2.6 for ECM and Community 
Supports). Among administrative burden challenges, providers reported excessive 
reporting and documentation (3.5 for ECM, 3.2 for Community Supports), variability in 
MCP requirements (3.4, 3.4), and changes in DHCS policy guidance (3.3, 3.4) as more 
challenging than avoiding service duplications (2.9, 2.4) and executing or managing 
contracts with MCPs (2.6, 2.7). Providers rated authorization as less challenging, but 
ratings were somewhat higher for Community Supports than ECM to get services 
authorized (3.0 vs. 2.5) or re-authorized (3.0 vs. 2.3). 
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Exhibit 1.33. Provider Ratings of Challenges Providing ECM and Community 
Supports 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Source: ECM and Community Supports Provider Survey, June to July 2025. 
Note: Data were based on 243 unique respondents and excluded 16 respondents who did not 
answer this question. Providers were categorized as ECM or Community Supports based on 
whether they reported providing that service, regardless of whether they also provided the 
other. ECM is Enhanced Care Management. MCP is Managed Care Plan. 
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this report. The data sources used for the analyses are noted for each measure. Further 
detail on data sources and methods is included in the Methodology section. 

Measure 1. Proportion of eligible Medi-Cal members that used ECM and 
Community Supports services 

Data sources: QIMRs; Medi-Cal eligibility and claims data. 

No results were reported for Measure 1 in the Interim Evaluation Report but will be 
included in the Summative Evaluation Report. This was because of delays in availability 
of Medi-Cal eligibility and claims data and the additional time that was required to 
accurately identify ECM and Community Supports eligible members who did not use 
these services. See the Methodological Limitations for further detail. 

Measure 2. Number and type of ECM and Community Supports services used 

Data sources: QIMRs; provider ownership status. 

UCLA-RAND used the QIMR data and community-based provider status as measured by 
public or private non-profit ownership status for this measure. Exhibit 1.34 shows that 
the number of unique ECM or Community Supports users increased per quarter from 
82,088 in 2022 Q1 to 256,406 in 2024 Q3. The total number of ECM or Community 
Supports users who were ever served under PATH reached 500,447 in 2024 Q3. 
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Exhibit 1.34. Total Number of Unique ECM and Community Supports Users Per 
Quarter and Cumulatively, January 2022 to September 2024 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Source: Quarterly Implementation and Monitoring Reports, 2022 Q1 to 2024 Q3. 
Note: Data showed the number of unique users. Current shows the total number of ECM or 
Community Supports users per quarter. Cumulative shows the total number of users who ever 
received ECM or Community Supports between 2022 Q1 and 2024 Q4. ECM is Enhanced Care 
Management. 

 
Exhibit 1.35 shows that in 2022 Q1, most users were receiving ECM (83%) services only, 
followed by both services (13%). By 2024 Q3, 47% of users were receiving ECM only, 
followed by 44% receiving Community Supports only and 9% receiving both services. 
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Exhibit 1.35. Proportion of ECM and Community Supports Users by Type of 
Services Received per Quarter, January 2022 to September 2024 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Source: Quarterly Implementation and Monitoring Reports, 2022 Q1 to 2024 Q3. 
Note: Data were based on 547,503 unique users. Percents may not add to 100% due to 
rounding error. ECM is Enhanced Care Management. 

 
ECM Users 

Exhibit 1.36 shows that the number of unique ECM users increased from 78,361 in 2022 
Q1 to 277,077 in 2024 Q3. Many ECM users transitioned from WPC and HHP at the start 
of 2022 Q1. Following that transition, the proportion who newly used ECM each quarter 
increased from 11% in 2022 Q2 to 23% in 2024 Q3. The patterns of new enrollment 
reflect the phased implementation of ECM by POFs as shown in Exhibit 1.2. 

13% 

5% 

12% 12% 8% 8% 9% 9% 8% 8% 8% 9% 

10% 12% 20% 
30% 

35% 39% 43% 45% 45% 44% 

Both Services 

83% 78% 76% 72% 
62% 

56% 53% 49% 48% 47% 47% 

Community 
Supports Only 

ECM Only 

2022 2022 2022 2022 2023 2023 2023 2023 2024 2024 2024 
Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 

Reporting Period 

Pe
rc

en
ta

ge
 o

f U
se

rs
 S

er
ve

d 



109  

144,056 

127,194 

110,963 

78,361 82,319 
88,495 

96,468 

71,653 74,505 
68,474 

74,430 
111,476 

96,337 (77%) 
(76%) 

75,123 
(78%) 

81,263 
(73%) 

78,361 
(100%) 

63,433 
(89%) 

63,332 
(85%) 

56,824 
(83%) 

58,316 
(78%) 

64,307 
(78%) 

69,430 
(78%) 

8,220 
(11%) 

11,173 
(15%) 

11,650 
(17%) 

16,114 
(22%) 

29,700 30,857 
(27%) (24%) 

32,580 
(23%) 

Exhibit 1.36. Current and Cumulative Number of ECM Users by Quarter, January 
2022 to September 2024 
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Source: Quarterly Implementation and Monitoring Reports, 2022 Q1 to 2024 Q3. 
Note: Data were based on 277,077 unique ECM users. New users were those who began 
receiving ECM during each quarter and existing users were those who received ECM in a 
previous quarter and were receiving ECM in the current quarter. Cumulative numbers reflect 
total users that ever-received ECM. ECM is Enhanced Care Management. 
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Exhibit 1.37 shows the number of members who ever used ECM and the number of ECM 
users in 2024 Q3 by POFs. In 2024 Q3, the largest number of ECM users by POFs were 
Adults With Serious Mental Health or SUD Needs (50,084), followed by Adults At-Risk 
for Avoidable Hospital or ED Utilization (45,615), and Experiencing Homelessness (adults 
without dependents; 42,661). These were also the three POFs with the largest cumulative 
number of ECM users as of 2024 Q3. The Adult POFs with the smallest number of users 
were Birth Equity and those Transitioning from Incarceration, which is consistent with 
later implementation in January 2024. 

Patterns of ECM use were relatively similar among Children and Youth POFs. The largest 
numbers in 2024 Q3 were Children and Youth At-Risk for Avoidable Hospital or ED 
Utilization (10,976), With Serious Mental Health and SUD Needs (10,440), and 
Experiencing Homelessness (either unaccompanied or with families; 8,824). 
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Exhibit 1.37. Cumulative and Latest Number of ECM Users by Populations of Focus, 
January 2022 to September 2024 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Source: Quarterly Implementation and Monitoring Reports, 2022 Q1 to 2024 Q3. 
Note: Data were based on 277,077 unique ECM users. Current includes number of users 
reported in 2024 Q3. Cumulative includes number of users that ever-received ECM. POF were 
reported by the MCPs, and the same members could be in multiple categories. ECM is Enhanced 
Care Management, LTC is long-term care. CCS is California’s Children Services. WCM is Whole 
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Child Model. ECM was implemented in phases for POF and counties with a WPC or HHP 
demonstrations were the first to implement. 

 
Exhibit 1.38 shows that members used ECM for an average of 3.7 quarters. The POFs 
with the longest duration of use were Adults At Risk for Avoidable Hospital or ED 
Utilization (3.7), With Serious Mental Health or SUD Needs (3.6), and Experiencing 
Homelessness Without Dependent Children (3.1) and Children and Youth At Risk for 
Avoidable Hospital or ED Utilization (2.6), With Serious Mental Health or SUD Needs 
(2.5), and Unaccompanied Experiencing Homelessness (2.3). Adults and Children and 
Youth in the Birth Equity POF had the shortest duration of use (1.9 and 1.6 quarters, 
respectively). Examination of median rather than average duration of use indicated a 
slightly shorter duration overall (3 quarters) and for the largest Adult POFs. 

Exhibit 1.38. Duration of use of ECM by Population of Focus, January 2022 to 
September 2024 

 
Populations of Focus 

Average 
Number of 
Quarters 

Using ECM 

Median Number 
of Quarters Using 

ECM 

Overall 3.7 3 

Adults At Risk for Avoidable Hospital or 
ED Utilization 3.7 3 

With Serious Mental Health or 
SUD Needs 3.6 3 

Experiencing Homelessness: Adults 
without Dependent 
Children/Youth Living with Them 
Experiencing Homelessness 

 
3.1 

 
3 

Living in the Community and at 
Risk for Long-Term Care 
Institutionalization 

 
2.8 

 
2 

Experiencing Homelessness: 
Homeless Families 1.9 2 

Transitioning from Incarceration 2.9 2 

Birth Equity 1.9 2 
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Populations of Focus 

Average 
Number of 
Quarters 

Using ECM 

Median Number 
of Quarters Using 

ECM 

 Nursing Facility Residents 
Transitioning to Community 2.5 2 

Children 
and Youth 

At Risk for Avoidable Hospital or 
ED Utilization 2.6 2 

With Serious Mental Health or 
SUD Needs 2.5 2 

Experiencing Homelessness: 
Unaccompanied Children and 
Youth Experiencing Homelessness 

 
2.3 

 
2 

Experiencing Homelessness: 
Homeless Families 2.0 2 

Enrolled in CCS or CCS WCM with 
Additional Needs Beyond the CCS 
Condition 

 
2.4 

 
2 

Involved in Child Welfare 1.7 1 

Birth Equity 1.6 1 

Transitioning from Incarceration 2.0 2 
Source: Quarterly Implementation and Monitoring Reports, 2022 Q1 to 2024 Q3. 
Note: Data were based on 277,077 unique users that ever-received ECM. POFs were reported by 
MCPs and the same members could be in multiple categories. ECM is Enhanced Care 
Management. ED is Emergency Department. SUD is Substance Use Disorder. CCS is California’s 
Children Services. WCM is Whole Child Model. ECM was implemented in phases for POF and 
counties with a WPC or HHP demonstrations were the first to implemented. 

 
Exhibit 1.39 shows that the proportion of ECM users who received services from 
community-based ECM providers as measured by public ownership status declined from 
28% in 2022 Q1 to 14% in 2024 Q1. The proportion of those who received care from 
private non-profit ECM providers did not change substantially but the proportion of 
those who received ECM from private for-profit ECM providers increased from 26% to 
40% in this period. 
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Exhibit 1.39. Proportion of ECM Users by ECM Provider Ownership Status per 
Quarter, January 2022 to March 2024 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Source: Quarterly Implementation and Monitoring Reports, 2022 Q1 to 2024 Q1; UCLA-RAND 
determination of ECM provider ownership status. 
Note: Ownership data were determined as of 2024 Q1. Ownership status was unknown for 51 
providers, resulting in 1% of members being excluded. Another 468 members were excluded 
because MCPs did not report their ECM provider. The final number of members included in the 
analysis was 213,640. Percents may not add to 100% due to rounding error. ECM is Enhanced 
Care Management. 

 
Community Supports Users 

Exhibit 1.40 shows that the number of unique Community Supports users increased 
from 14,188 in 2022 Q1 to 297,544 in 2024 Q3. Many of these users transitioned from 
WPC and HHP at the start of 2022 Q1. Following that transition, the proportion who 
newly used Community Supports increased from 39% in 2022 Q2 to 42% in 2024 Q3. 
Additional information on the use of specific Community Supports can be found in the 
Community Supports Section of the Evaluation Report. 

110,525 

96,017 
88,074 

77,779 
81,877 

73,875 74,027 

19,946 
(26%) 

71,035 

15,376 
(22%) 

33,861 
(35%) 

43,726 
(40%) 

17,335 
(23%) 

67,596 

17,621 
(26%) 

21,924 
(30%) 

26,336 
(32%) 

29,931 
(34%) 

36,383 
(47%) 40,367 

(57%) 

36,702 
(50%) 33,548 

(50%) 
36,074 
(49%) 

38,942 
(48%) 

42,628 
(48%) 

46,420 
(48%) 

51,026 
(46%) 

21,450 
(28%) 

15,292 
(22%) 

19,838 
(27%) 

16,427 
(24%) 

16,029 
(22%) 

16,599 
(20%) 

15,515 
(18%) 

15,736 
(16%) 

15,773 
(14%) 

2022 Q1 2022 Q2 2022 Q3 2022 Q4 2023 Q1 2023 Q2 2023 Q3 2023 Q4 2024 Q1 

Reporting Period 

Public Private Non-Profit Private For-Profit 

U
se

rs
 S

er
ve

d 



115  

Exhibit 1.40. Current and Cumulative Counts of Members Receiving Community 
Supports by Quarter, January 2022 to September 2024 
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Source: Quarterly Implementation and Monitoring Reports, 2022 Q1 to 2024 Q3. 
Note: Data were based on 297,554 unique Community Supports users. New users were those 
who began receiving Community Supports during each quarter and existing users were those 
who received Community Supports in a previous quarter and were receiving Community 
Supports in the current quarter. Cumulative numbers reflect total users that ever-received 
Community Supports. 10,554, 13,773, and 14,512 users were existing users in 2022 Q2, 2022 Q3, 
and 2022 Q4, respectively. 
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Measure 3. Demographic and health characteristics of ECM and Community 
Supports users and non-users compared to the population of members eligible 
for these services 

Data sources: QIMRs; Medi-Cal eligibility and claims data. 

As noted in Measure 1, the population of non-users who were eligible for ECM or 
Community Supports were not available for the Interim Evaluation Report and will be 
described in the Summative Evaluation Report. However, data was available to describe 
characteristics of ECM and Community Supports users. UCLA-RAND used Medi-Cal 
eligibility and claims data to describe the demographics and health status of users. 

Exhibit 1.Exhibit 1.41 shows demographics of ECM and Community Supports users in the 
first month of using either service or the type of service used. Data showed that ECM 
only users were more likely than Community Supports only users to be younger 
(average age of 43 vs 51), male (44% vs 39%), White (22% vs 19%), and report English as 
their primary preferred language for communication (74% vs 62%). 

Members using both ECM and Community Supports differed from the other two groups 
in gender, race/ethnicity, language preference, and experiences of homelessness. 
Specifically, the proportion experiencing homelessness among this group was higher 
(85%) than ECM only (27%) and Community Supports only (23%) users. 

 
Exhibit 1.41. Demographics of ECM and Community Supports Users as of their First 
Quarter Using Either Service 
  

ECM Only 
Community 

Supports 
Only 

Both ECM and 
Community 

Supports 
Number of Unique 
Members 202,889 223,351 74,172 

Age 

Average 42 49 48 

Median 43 51 51 

Female 56% 61% 52% 

Race/Ethnicity 

White 22% 19% 27% 

Black 14% 10% 22% 
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ECM Only 

Community 
Supports 

Only 

Both ECM and 
Community 

Supports 

Hispanic 45% 45% 33% 

Asian 4% 9% 2% 

American Indians and 
Alaska 

Natives 

 
1% 

 
<1% 

 
1% 

Native Hawaiian and other 
Pacific Islander 

1% 1% 1% 

Some other race 15% 16% 14% 

English as preferred 
language for 
communication 

 
74% 

 
62% 

 
85% 

Experiencing homelessness 27% 23% 44% 

Rural residence 6% 6% 6% 

Residence in an under-
resourced area 48% 52% 51% 

Source: Quarterly Implementation and Monitoring Reports, 2022 Q1 to 2024 Q3; Medi-Cal 
Eligibility and Claims Data; January 2022 to December 2024. Social Vulnerability Index, 2022. 
Note: Data included 500,447 ECM or Community Supports users between 2022 Q1 to 2024 Q3. 
Data excluded 35 users that were included in QIMRs but could not be identified in the Medi-Cal 
eligibility and claims data. Demographics were identified on date of first ECM or Community 
Supports use. ECM is Enhanced Care Management. Other race/ethnicity includes both “other” 
and “unknown.” Asian race/ethnicity includes Filipino, Amerasian, Chinese, Cambodian, 
Japanese, Korean, Asian Indian, Laotian, and Vietnamese. Members experiencing homelessness 
were identified using a previously validated model that uses predictors such as address- and 
claims-based indicators and county-level homelessness rate.24 Rural residence was determined 
by a member’s home address and definition of rural established by the Health Resources and 
Services Administration in 2023.22 Residence in an under-resourced area was determined by a 
member’s home address and includes those living in the top quartile of the 2022 Social 
Vulnerability Index. Percents may not add to 100% due to rounding error. 

 
Exhibit 1.42 shows the health status and service utilization of ECM and Community 
Supports users at baseline, defined as the two-year period prior to their first ECM 
enrollment or Community Supports utilization. 
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ECM only users had higher prevalence of chronic conditions such as asthma, chronic 
obstructive pulmonary disease, depression or anxiety, mental health conditions, and 
SUDs than Community Supports only users. ECM only users also had higher utilization 
of all outpatient and acute categories of service examined than Community Supports 
only users. The prevalence of chronic conditions and average number of ED visits and 
hospitalizations, however, were higher among members using both ECM and 
Community Supports than ECM only users. 

 
Exhibit 1.42. Health Status and Health Care Utilization of ECM and Community 
Supports Users at Baseline, January 2022 to September 2024 
  

ECM Only Community 
Supports Only 

Both ECM and 
Community 

Supports 

Number of unique 
members 202,845 222,734 74,062 

Health Status 

Asthma 13% 10% 14% 

Chronic Kidney 
Disease 21% 22% 24% 

Chronic Obstructive 
Pulmonary Disease 10% 9% 13% 

Diabetes 24% 28% 26% 

Hypertension 36% 39% 42% 

Depression or 
Anxiety 42% 30% 45% 

Serious Mental 
Illness 34% 23% 41% 

SUD 27% 19% 35% 

Utilization 

Any ED visits 62% 52% 64% 

Any hospitalizations 28% 21% 33% 

Any primary care 83% 77% 76% 
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ECM Only Community 
Supports Only 

Both ECM and 
Community 

Supports 

Any outpatient 
specialty care 61% 57% 56% 

Average number of 
ED visits 2.9 1.9 3.5 

Average number of 
hospitalizations 0.7 0.5 0.9 

Average number of 
primary care 
services 

 
10.1 

 
7.4 

 
9.3 

Average number of 
outpatient specialty 
services 

 
6.6 

 
5.7 

 
5.9 

Source: Quarterly Implementation and Monitoring Reports, 2022 Q1 to 2024 Q3; Medi-Cal 
Eligibility and Claims Data; January 2022 to December 2024. 
Note: Data included 500,447 ECM or Community Supports users between 2022 Q1 to 2024 Q3. 
Data excluded 803 members that were included in QIMRs but could not be identified in the 
Medi-Cal eligibility and claims data during the baseline period, defined as two years prior to first 
ECM or Community Supports service use). Health status indicators were constructed using the 
Chronic Condition Warehouse.25 Percents may not add up to 100% due to rounding error. ECM 
is Enhanced Care Management. 

 
Measure 4. ECM and Community Supports providers’ self-reported strategies 
for identifying and engaging eligible members in ECM and Community 
Supports 

Data sources: October 2024 to July 2025 provider interviews; June to July 2025 provider 
survey. 

Referral Sources and Strategies 
Exhibit 1.43 shows that providers received referrals for ECM and Community Supports 
from multiple sources. Surveyed providers reported that a larger proportion of ECM 
referrals were from MCPs and internal providers (i.e., other departments within the same 
organization) than other organizations or clients and caregivers. For example, 24% of 
ECM providers reported that 75% to 100% of ECM referrals came from MCPs, and 22% 
reported the same for internal providers. In contrast, only 8% and 9% reported that 75% 
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to 100% of ECM referrals came from other organizations or clients and caregivers, 
respectively. 

For Community Supports, surveyed providers also reported a larger proportion of 
referrals were from MCPs and internal providers. For example, providers selected that 
75% to 100% of their referrals were from MCPs (22%), followed by internal providers 
(17%). Community Supports providers indicated they received more referrals from other 
providers or organizations than ECM providers, with only 12% of Community Supports 
providers indicating they received no referrals from other providers or organizations 
compared to ECM providers’ 20% reporting the same. 

Exhibit 1.43. Referrals Sources Reported by Providers for ECM and Community 
Supports Eligible Users 
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Clients or caregivers 
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Source: ECM and Community Supports Provider Survey, June to July 2025. 
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Note: Data were based on 256 unique respondents and excluded three respondents who did not 
answer this question. Providers were categorized as ECM or Community Supports based on 
whether they reported providing that service, regardless of whether they also provided the 
other. ECM is Enhanced Care Management. 

 
In interviews, providers explained that MCPs approached referrals differently for ECM 
and Community Supports. For ECM, MCPs typically provided a list of ECM eligible 
members. ECM providers indicated that they were only able to reach a small percentage 
of these eligible members, with estimates ranging from 0% to 20%. Of those reached, 
not all members agreed to enroll in ECM. Providers attributed low enrollment of eligible 
members to outdated or inaccurate contact information, members not recognizing or 
trusting “cold calls” or unsolicited outreach from ECM providers, or a general lack of 
interest. Some providers had more successes with outreach if they were known in the 
community or had a dedicated outreach and enrollment team. One provider 
emphasized that referral and enrollment success depended heavily on the level of effort 
the MCP invested in maintaining accurate and updated member information. For 
Community Supports, providers reported that MCPs did not generate lists of eligible 
members. Instead, MCPs referred members who were identified as having relevant 
HRSNs (e.g., through MCP-administered screening or an ECM provider-administered 
needs assessment) or who self-referred into Community Supports. 

In contrast to referrals from MCPs, providers noted that community-based referrals were 
more likely to result in successful engagement of members. Some providers reported 
working hard to establish successful referral relationships with local organizations in 
their community, particularly clinical partners, while larger providers built internal 
referral pathways from other departments in their own organizations. To cultivate 
community-based referral networks, providers used a range of strategies, including 
leveraging pre-existing relationships; using MCP- and PATH CPI-provided directories of 
ECM and Community Supports providers; participating in local learning collaboratives 
such as PATH CPI; proactively conducting outreach by presentations sessions in local 
organizations to increase awareness of CalAIM; and developing or advertising ECM and 
Community Supports on social media or organizational websites. For Community 
Supports in particular, providers shared that clients’ willingness to engage in the service 
was highly dependent on their understanding of the program, so their staff spend time 
on client education during outreach and enrollment. 

Providers noted that another important strategy to improve enrollment and 
engagement was building trust with eligible members. Some providers prioritized hiring 
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staff with lived experience and focused on retaining staff to maintain continuity and 
rapport with the members they served. 

 

 
Challenges and Strategies for Member Identification and Engagement 

In the provider survey, providers rated challenges to member identification, referrals, 
and engagement from not at all (0) to extremely (6) challenging (Exhibit 1.44). For both 
ECM and Community Supports, the highest average ratings were for locating or 
maintaining communication with unhoused clients (4.2 for ECM and 3.5 for Community 
Supports). The lowest average ratings were low client interest in participation (2.5) and 
not enough referrals (2.6) for ECM and low client interest in participation (1.5) and low 
enrollment after referrals (1.8) for Community Supports. ECM providers perceived more 
challenges related to identification and engagement than Community Supports 
providers. 

“We have been here for so long, we have done so much. It’s just having that history and 
background really helped us solidify the assistance of who we are. It made a trusted partner 
within the community. And so, it was an easy ask when we go to the clients like, ‘Hey, we 
referred you over’ and so they’ve already most likely worked with us in some capacity, so it 
was easy to have the trust and the relationship with clients.” - Provider #3 
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Exhibit 1.44. Provider Ratings of Challenges Related to Identification and 
Engagement of Eligible Members for ECM and Community Supports 

 

Source: ECM and Community Supports Provider Survey, June to July 2025. 
Note: Data were based on 236 unique respondents and excluded 23 respondents who did not 
answer this question. Providers were categorized as ECM or Community Supports based on 
whether they reported providing that service, regardless of whether they also provided the 
other. ECM is Enhanced Care Management. 

In interviews, some providers identified challenges in converting referrals into enrolled 
members and in enrolling enough members in services to be financially sustainable. 
Commonly described challenges in identifying members similarly included lack of 
knowledge of ECM and Community Supports in the community (both among eligible 
members and potential referral sources), and difficulty locating or maintaining clients 
(particularly unhoused clients) due to inaccurate or outdated contact information. One 
provider shared using trackers (e.g., bracelets) to locate clients. Commonly described 
challenges in enrolling members in services included inaccurate eligibility or contact 
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information, delayed delivery of eligible member lists by MCPs, and delays in 
authorizations by MCPs. Providers were hopeful that the new pre-authorization from 
MCPs that went into effect in 2025 would increase engagement and timely service 
delivery. Some providers noted that they had difficulty integrating member 
identification processes into their existing workflows because of unclear referral 
processes and lack of standardized guidance related to eligibility. Providers who 
contracted with multiple MCPs explained that inconsistencies in how referrals were 
submitted and how eligible member lists were shared were also a problem. 

When asked about potential strategies for mitigating these challenges, several providers 
suggested that DHCS could create and maintain a standardized template for outreach 
and communication, in part by ensuring that MCPs and potential referral sources in the 
community have a shared understanding of what these benefits are, their eligibility 
criteria, and consistent referral pathways. Providers shared that creating a standardized 
referral form and streamlining referral pathways can help them process and initiate 
more referrals, leading to more financial sustainability. 

Measure 5. ECM and Community Supports providers’ self-reported impact of 
PATH on their ability to develop collaborative relationships and infrastructure 
needed to implement ECM or Community Supports and identify and engage 
eligible members in care 

Data sources: October 2024 to July 2025 provider interviews; January to April PATH CPI 
facilitator and TA Marketplace vendor interviews; July to September 2024 MCP interviews. 

PATH CITED 

Providers noted various ways they used PATH CITED funding to hire staff to support 
referrals, confirming eligibility, outreach, and enrollment. Providers shared that PATH 
CITED helped cover their operational costs and supported a gradual ramp-up, since they 
were not prepared to take on a large volume of referrals right away. Additionally, 
providers were able to expand staff to provide services, invest in transportation, and 
expand facility capacity to increase enrollment. 

Some providers and CPI facilitators expressed concerns about the amount of PATH 
CITED funding going to larger for-profit organizations. They perceived this to be 
misaligned with the goals of PATH. Smaller public or non-profit providers noted that 
applying for PATH CITED was a greater administrative burden for them than larger 
organizations. One provider who did not receive PATH CITED funding after applying for 
multiple rounds shared their frustration with the lack of feedback provided when they 
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were denied funding, and they were subsequently asked to share their experience with 
CalAIM implementation after they had invested in an outreach and engagement 
platform to be linked to their data warehouse and electronic health record system. 

PATH TA Marketplace 

PATH TA Marketplace connected providers with vendors who offered expertise in cross-
sector relationship building as well as with tools and training for effective member 
outreach, identification, and engagement, especially for difficult-to-reach populations. 

One TA Marketplace vendor shared that they commonly helped organizations conduct 
financial and operational assessments to see how well the organization could identify, 
engage, and enroll individuals in ECM. One TA Marketplace vendor’s project analyzed 
why certain organizations were more successful in engaging members and they found 
that for-profit organizations had stronger marketing and outreach teams. 

Providers, CPI facilitators, TA Marketplace vendors, and MCPs frequently mentioned that 
although the PATH TA Marketplace is a great resource, it is overwhelming for providers 
to navigate due to the volume of projects and vendors, as well as initial functionality and 
interface issues (e.g., no search bar). A CPI facilitator recommended that the PATH TA 
Marketplace website should be clearly marketed and advertised as free. Some 
interviewees also shared that the PATH TA Marketplace was rolled out a little late and 
still has long wait times for approvals. 

PATH CPI 

Providers further described PATH CPI as useful for building relationships with other 
providers of ECM and Community Supports in their community and building a referral 
network. CPI facilitators shared that they highlighted different providers in each meeting 
to familiarize others with which providers serve different POFs or provide different 
Community Supports. They further said that they created and maintained their own 
provider directory because provider feedback indicated that MCPs’ directories were not 
up to date or user-friendly. Some CPI facilitators mentioned creating referral mapping 
processes to help streamline and facilitate referral pathways. CPI facilitators helped 
providers by identifying and documenting the differences between MCPs in referral 
processes. They shared that this strategy had been successful in driving community-
based referrals for ECM and Community Supports services. CPI facilitators noted they 
had changed their focus over time from general CalAIM education to increasing referrals 
and engagement as implementation progressed. 
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When asked about the perceived impact of participating in PATH CPI, one provider 
shared that they had anticipated receiving more referrals due to their participation in 
PATH CPI, but that did not happen. Another provider shared that the way referrals were 
discussed in PATH CPIs were very broad and mostly focused on networking. They 
recommended PATH CPIs focus on TA and clear standards for referral forms and 
required documents. 

 
Goal 2: Improve data collection and information sharing 
infrastructure among ECM and Community Supports 
providers 

Goal 2 is evaluated by addressing one Evaluation Question and analyzing six measures 
articulated in the Evaluation Questions and Hypotheses section of this report. Data 
sources used in analyses are articulated for each measure section of this report. 

 
Evaluation Question 4: Did PATH improve ECM and Community 
Supports providers’ data collection and information sharing 
infrastructure? 
Evaluation Question 4 is addressed by analysis of six measures articulated in the PATH 
Evaluation Design and displayed in the Evaluation Questions and Hypotheses section of 
this report. The data sources used for the analyses are noted for each measure. Further 
detail on data sources and methods is included in the Methodology section. 

Measure 1. ECM and Community Supports providers’ self-reported data 
collection and information sharing infrastructure capabilities over time among 
providers, stratified by provider type and participation in PATH 

Data sources: October 2024 to July 2025 provider interviews; January to April 2025 PATH 
Collaborative Planning and Implementation (CPI) initiative facilitator and PATH Technical 
Assistance (TA) Marketplace vendor interviews; July to September 2024 Medicaid MCP 
interviews; June to July 2025 provider survey; November 2024 to January 2025 MCP 
survey. 

I think we are hearing the conversation shift from just knowing who is in the network, … to 
organizations wanting a sort of trusted smaller network of folks that are specific orgs that they will 
refer to … and trying to figure out how they can develop a closer relationship with other providers in 
the county that they're serving - CPI facilitator #9 
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Stratification by provider type was not possible in interview data due to small sample 
sizes. 

Providers and MCPs described their approaches to data sharing for client management 
and for claims submission. MCPs survey data indicated 17 (of 22) MCPs provided their 
own data portal to facilitate tracking and managing referrals and member information. 
While providers were not obligated to use those portals according to DHCS guidelines, 
13 MCPs with portals reported that 75% to 100% of contracted ECM providers used the 
portal and nine MCPs reported 75% to 100% of contracted Community Supports 
providers used it (data not shown). During interviews, some MCP staff shared spending 
extensive time and resources developing portals. 

Providers who contracted with more than one MCP reported challenges with needing to 
coordinate and train staff on use of multiple MCP portals. Additionally, some social 
service providers indicated difficulty managing referrals from multiple, different referral 
management platforms; smaller organizations in particular reported difficulty managing 
costs and administrative burden of accessing multiple platforms (e.g., paying for access, 
staff training and management associated with multiple systems, staff management 
time, and technology needed) and therefore could not access some referrals to their 
organizations. Providers emphasized the importance of aligning elements of portals 
across MCPs or using one shared system to ease the burden of multiple processes and 
platforms and build additional capability to indicate when the referral resulted in service 
use. 

 

 
Several providers mentioned establishing or modifying their existing electronic health 
records (EHRs) or other electronic care management systems for participation in PATH. 
Some smaller social service providers transitioned from using Google Docs and Google 
Forms to establish and use new client management software or EHR that support service 
delivery, reporting, and billing. Others mentioned adding additional required fields to 
their systems to automate reporting, invest in new systems, or transition to more secure 
systems to meet the Health Insurance Portability and Accountability Act requirements. 

 

“There's just a tension statewide right around what's standardized and what's tailored to each 
managed care plan? And I think every organization is sort of figuring out how it makes sense for them 
to navigate that.” - CPI facilitator #1 

“We had to build an EHR because all of the managed care plans wanted different things. So, we 
wanted to track it all. Then we wanted our own outcome measures as well.” - Provider #10 
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CPI facilitators noted lacking clarity and directive from DHCS on data governance and 
exchange options. Some providers such as federally qualified health centers had access 
to Health Information Exchanges and Qualified Health Information Organizations 
(QHIOs) and additional trainings to support data sharing. But many smaller CBOs lack 
such knowledge or capacity and had competing priorities. Some providers commented 
on their voluntary use of the Data Exchange Framework (DXF).26 They noted that while 
DXF laid the groundwork and vision for data sharing, there were challenges in adoption 
and standardization. Those who adopted the DXF faced minimal enforcement and 
unclear expectations. Furthermore, there was wide variation in functionality and data 
completeness in QHIOs across counties. A CPI facilitator shared that providers and plans 
that relied on the QHIO’s county data to inform programmatic decisions later realized 
the data was inaccurate and incomplete and had to reassess the data. Additionally, 
some clinical and social service providers noted they did not have the same standards. 

 

 
Exhibit 1.45 outlines challenges related to data collection and information sharing 
infrastructure around key themes that emerged from interviews. 

Exhibit 1.45. Challenges Related to Data Sharing 
Theme Example 

Lack of data sharing 
infrastructure 

Some smaller CBOs or organizations that had never 
worked with MCPs lacked the infrastructure needed to 
fully participate. 

Lack of knowledge about 
data sharing 

Many providers were unfamiliar with coding and lacked 
the large systems typically used by health plans. 

Although the importance of data exchange was 
presented to providers in PATH CPIs, they often had 
competing priorities and do not prioritize data sharing. 

Multiple data exchange 
systems and platforms 

The use of multiple, uncoordinated platforms created 
confusion and challenges for data collection and patient-
level care management. 

“There's no teeth to the DXF, and so there's no enforcement mechanism. What the State is now relying 
on is the plans to enforce through the plan contracts, the ability to drive provider data sharing. And 
this is hugely problematic. We're not seeing providers share data in the way envisioned by the DXF. 
What we're seeing is a lot of stopgap measures and a lot of more old school ways of sharing data 
sharing flat files.” - CPI facilitator #6 
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Theme Example 
 A centralized structure for data submission and reporting 

was lacking from the start, leading to fragmented 
systems across plans and providers. 

Changes in policy guidance Providers struggled to meet new reporting requirements 
that did not initially exist. Changes to DHCS guidance 
caused providers to constantly tweak their data systems. 

MCPs had different interpretations of DHCS guidance, 
leading different methodologies and pieces of data 
needed, which resulted in extra work for providers. 

MCPs were expected to independently build their 
systems from the start, leading to inconsistent 
infrastructures and later challenges in standardizing 
processes. 

Providers faced uncertainty about what systems or 
processes to invest in due to lack of clear guidance. And 
some providers used funds to invest in infrastructure and 
later realized it would not work with their needs. 

Optional infrastructure Providers were not required to work within plan-specific 
portals or sign data exchange agreements, which created 
barriers for reporting. 

Even if providers did sign the data sharing framework, 
there was no enforcement mechanism. 

Providing Additional 
Supports 

Recommended additional support to continue to 
support providers in the transition to CalAIM and its data 
reporting requirements. 

Sources: ECM and Community Supports Provider Interviews, October 2024 to July 2025; PATH 
CPI Facilitator and PATH TA Marketplace Vendor Interviews, January to April 2025; Managed 
Care Plan Interviews, July to September 2024. 
Note: Data were based on 97 unique organizational respondents. 
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Measures 2-4. Number and proportion of providers with data sharing 
agreements with MCPs; Number and proportion of providers who have EHR or 
other electronic care management documentation system; Number and 
proportion of Community Supports providers with data sharing agreements 
with the Homeless Management Information System (of those providing 
housing-related services) 

Data sources: October 2024 to July 2025 provider interviews; July to September 2024 MCP 
interviews; June to July 2025 provider survey; November 2024 to January 2025 MCP 
survey. 

Among providers surveyed who participated in PATH (i.e., received PATH CITED, 
received PATH TA, or attended PATH CPI), 65% reported that they had established or 
modified data use agreements with managed care plans, 70% had obtained or modified 
existing EHR or other care management software to support service delivery of ECM and 
Community Supports, and 21% had established or modified their data sharing 
agreements with local Continuums of Care or other entities to access data from local 
HMIS (data not shown). All surveyed providers further reported that the most common 
sources of data on client health and social needs were MCPs (73%) and their own EHR 
(68%; Exhibit 1.46), and less frequently from other sources such as HMIS (42%). 



131  

Exhibit 1.46. Frequency of Client Information Received from Different Sources 

Managed care plans 

Internal electronic health record system 

External electronic health record system 
 

Health Information Exchange or 
Community Information Exchange 

Social care platform or case management 
platform 

Homeless Management Information 
System 
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Percentage of Surveyed Providers 

Never Sometimes Usually 

 
Source: ECM and Community Supports Provider Survey, June to July 2025. 
Note: Data were based on 245 unique respondents and excluded 14 respondents who did not 
answer this question. 

During interviews, multiple providers of housing-related Community Supports reported 
relying on HMIS data to support delivery of Housing Transition Navigation Services, 
Housing Deposits, or Housing Tenancy and Sustaining Services. Housing navigators at 
providers with access to HMIS frequently used HMIS to access information on clients’ 
history of homelessness and services used. One provider shared that although their 
organization was previously registered with HMIS, they only began using it consistently 
after contracting to provide services under CalAIM. Another provider without an 
established data exchange system used their current HMIS data and added custom 
fields (e.g., member identification, diagnosis codes, Healthcare Common Procedure 
Coding System codes) for required reporting. 

In addition to providers, survey data indicated that 82% of MCPs have established data 
sharing agreements with the local Continuums of Care collaboratives or other entities to 
access HMIS data (data not shown). In interviews, some MCPs mentioned sharing HMIS 
data with providers to help with outreach and engagement and that MCPs had 
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integrated ECM and Community Supports referral forms into the local HMIS. One MCP 
estimated 20% to 30% of member contact information in HMIS is incorrect. 

Measure 5. Number and proportion of providers with Medi-Cal billing systems 

Data sources: June to July 2025 provider survey; November 2024 to January 2025 MCP 
survey. 

In provider surveys, 63% of providers participating in PATH reported that they invested 
in obtaining or modifying existing software or other technology to support billing and 
reimbursement. Furthermore, 20%reported contracting with or paying organizations to 
provide specific services needed to participate in ECM or Community Supports and 46% 
of these providers are contracted to another organization to generate claims and submit 
them. 

In interviews, some providers highlighted the use of community hubs to streamline 
operational functions like billing and claims submission. Use of hubs was seen as a 
benefit in reducing administrative burden, particularly for social and community-based 
providers who may have lower overhead and operating budgets and who were not as 
familiar with the Medi-Cal delivery system and requirements. At the same time, some 
providers elected not to join hubs due to the cost (e.g., percent of CalAIM revenue to 
the hub), ambiguity of how referrals were distributed to contracted providers, or 
concerns about financial risk if claims were denied. MCPs also varied in their perceptions 
of hubs, with some viewing them as an important mechanism for engaging community-
based providers that might not otherwise have the administrative capacity to participate 
in ECM or Community Supports, and others expressing concern about potential 
delegation of MCPs’ monitoring and oversight responsibilities to hubs, indicating it 
would only be appropriate in certain circumstances. Overall, hubs were viewed as an 
opportunity to expand community-based provider participation in CalAIM largely 
because they replaced the need for building internal data and information sharing 
infrastructure. Hubs varied considerably in their structure and capabilities, however, and 
further study is warranted. 

In the MCP survey, most (12 of 22) MCPs reported that 75% or more of ECM providers 
were submitting claims and only three MCPs reported that less than 25% of ECM 
providers were submitting invoices instead (Exhibit 1.47). Similarly, ten MCPs reported 
that 75% or more of Community Supports providers submitted claims and four MCPs 
reported that less than 25% of Community Supports providers were submitting invoices 
instead. 
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Exhibit 1.47. Proportion of Contracted Providers that were Submitting Claims vs. 
Invoices to Managed Care Plans 

 

Source: Managed Care Plan Survey, November 2024 to January 2025. 
Note: Data were based on 22 unique respondents out of 24 MCPs eligible to offer Community 
Supports in 2024. One MCP that fully delegated responsibility for member care to another MCP 
did not respond to the survey. MCP is Managed Care Plan. 

 
Measure 6. Self-reported impact of PATH on providers’ ability to develop 
needed data collection and information sharing infrastructure 

Data source: October 2024 to July 2025 provider interviews; January to April 2025 PATH 
CPI facilitator and PATH TA Marketplace vendor interviews. 

During interviews, providers noted that PATH has helped them develop data and 
administrative capabilities. Specifically, PATH CITED was used to develop or update 
referral, reporting, and electronic care management systems. This included investing in 
and building out EHR systems by paying for it upfront or recouping initial investments. 
Additionally, PATH CITED has been used to pay for data sharing tools as well as IT 
consultants and clearing houses to process claims. 

PATH CPI facilitators shared that billing was a very large topic of discussion, with 
sessions and office hours dedicated to helping providers set up or improve their 
processes. CPI facilitators arranged presentations by providers who were further along in 
setting up their infrastructure and billing mechanisms to share their approach and foster 
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peer learning. Providers noted that PATH CPIs have helped define minimum data sets 
for sharing data and point out inconsistencies across MCPs that providers can refer to 
when building out their reporting infrastructure. CPI facilitators have elevated the 
importance of data exchange, and some CPI facilitators have hosted local Health 
Information Exchanges at meetings to outreach to attending providers. However, some 
CPI facilitators shared that, aside from coding and billing, providers were less focused on 
data sharing. 

 

Providers noted that the PATH TA Marketplace has helped them identify and implement 
data collection and sharing infrastructure, including EHR systems and data exchange 
platforms tailored to their needs. Providers noted that the TA Marketplace vendors have 
supported these efforts by advising on data architecture and reviewing billing processes 
to support sustainability and avoid duplication. One TA Marketplace vendor shared that 
their “off-the-shelf” billing support video was their highest-viewed video. 

Goal 3: Improve the ability for state prisons, county jails, 
youth correctional facilities, and their community providers 
to screen, enroll, change the suspension status, or provide 90-
day pre-release services for eligible individuals in Medi-Cal 
prior to release; and increase the number of eligible 
individuals screened and enrolled in Medi-Cal prior to release 
Goal 3 is evaluated by addressing Evaluation Questions 5, 6, and 7 and analysis of eight 
measures described in the Evaluation Questions and Hypotheses section of this report. 
Data sources used in analyses are articulated for each measure. 

“Progress [on data sharing] has slowed down with the lack of policy alignment across the data 
exchange framework…. providers [are] trying to figure out which systems they want get connected 
with. … different entities, like the State departments, counties, MCPs, and hospital systems, they are 
still operating in silos. And so, it's making it hard for them to find a system to help them all be 
connected because everyone's using different platforms.” - CPI facilitator #4 
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Evaluation Question 5: Did PATH funding improve these institutions’ 
capacity and infrastructure necessary to screen, enroll, and change the 
suspension status of individuals eligible for Medi-Cal prior to release? 
Evaluation Question 5 is addressed by analysis of three measures articulated in the 
PATH Evaluation Design and displayed in the Evaluation Questions and Hypotheses 
section of this report. The data sources used for the analyses are noted for each 
measure. Further detail on data sources and methods is included in the Methodology 
section. 

Measure 1. Self-reported changes to infrastructure, workflow, and 
policies/regulations made by correctional facilities and other partner 
institutions in order to screen, enroll, and change the suspension status of 
individuals eligible for Medi-Cal prior to release, stratified by participation in 
PATH 

Data sources: DHCS lists of PATH Justice-Involved Capacity Building Program (PATH JI) 
Round 1 and 2 awardees; 2023 PATH JI Round 2 interim progress reports; April to July 
2025 Justice-Involved (JI) provider interviews. 

For this measure, only self-reported changes made by correctional facilities, county 
social service departments, or other partner institutions that received PATH JI funding 
are reported. Data could not be stratified by participation in PATH JI because 
correctional facilities that did not receive PATH JI funding did not report changes to 
infrastructure, workflow, and policies and regulations needed to screen, enroll, and 
change the suspension status of individuals eligible for Medi-Cal prior to release. 

PATH JI Round 1 and 2 funding was intended to support implementation of pre-release 
Medi-Cal enrollment and suspension processes. Examination of list of awardees showed 
that the CDCR, which oversees state prison facilities, and correctional agencies and their 
partner institutions in 44 of 58 California counties received PATH JI Round 1 or 2 
funding. Correctional agencies and partner institutions in 14 counties (Alpine, Amador, 
Humboldt, Kings, Mendocino, Modoc, Mono, Napa, San Joaquin, Shasta, Sierra, Sonoma, 
Yolo, and Yuba) did not apply for or receive this funding. Four of these counties (Alpine, 
Sierra, Modoc, and Mono) were the least populated with population ranging from 1,043 
to 13,194, and Alpine and Sierra do not directly operate jails and instead contract jail 
services to neighboring counties. 

In interviews, one JI provider indicated that low correctional facility capacity to apply for 
and manage grant funds prevented some counties from applying. 
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Exhibit 1.48 shows that PATH JI Round 1 and 2 funding were most often used to support 
development of technology and IT systems (85) and collaborative planning (74). For 
example, one county used PATH JI Round 2 funding to implement an electronic Real-
Time Eligibility system to automatically verify individuals’ Medi-Cal eligibility and 
coverage after 24 hours in custody rather than requiring manual verification of each 
individual’s status in the DHCS Eligibility Verification System. Another county used the 
funds to embed a public assistance specialist in the jail with full access to systems used 
to manage Medi-Cal eligibility and enrollment (e.g., California Statewide Automated 
Welfare System, Medi-Cal Eligibility Data System). 

 
Exhibit 1.48. Use of PATH JI Round 1 and 2 Funding 

Source: Lists of PATH JI Round 1 and 2 Awardees; PATH JI Round 2 Interim Progress Reports, 
2023. 
Note: Data were based on 40 PATH JI Round 1 and 78 PATH JI Round 2 Awardees in 44 counties 
and CDCR. Infrastructure included infrastructure and processes needed to draw down Medi-Cal 
Administrative Activities funding, while Technology and IT systems and Staffing focused more 
on implementation of Medi-Cal application and suspension processes. PATH JI is PATH Justice-
Involved Capacity Building Program. 

“We thought it was ideal to go after [PATH] JI funding because the capacity is needed ... but our sheriff 
and probation were like ‘That’s great, do it, but we don’t have capacity. If you want to write this grant 
for us, we’ll sign this over, you take care of it ... “, so we applied for [PATH JI] Round 1, Round 2, ... and 
we got them. But they [sheriff and probation] need [us, as the] administrative organization to help 
them ... because they’re not a social service provider, they are not understanding some of those things. 
Their mindset is not about building structure; it’s about keeping people safe.” - JI Provider #3 
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In PATH JI interim progress reports and JI provider interviews, JI providers described 
collaborative planning between county sheriff’s offices, probation, and local social 
services departments as essential for effective implementation of pre-release enrollment 
and suspension processes. They emphasized that robust planning was needed given 
substantial impacts on existing workflows and staffing needs. 

For many counties, challenges of implementation of pre-release application and 
suspension processes were compounded due to simultaneous transition of IT systems 
used to manage public assistance programs from the California Welfare Information 
Network to the California Statewide Automated Welfare System between October 2022 
to October 2023. Interviewees noted that this added to the implementation burden on 
local social service department staff and disrupted established data sharing processes 
with other agencies. 

For example, one county noted that under the California Welfare Information Network, 
correctional facility staff had direct access to the DHCS Eligibility Verification System to 
verify individuals’ Medi-Cal status. However, this access was disrupted following 
transition to California Statewide Automated Welfare System and local social service 
department staff had to manually review intake reports, verify individuals’ Medi-Cal 
eligibility status, and send the information back to correctional facility staff. 

Interviewees noted that the manual review process of the average daily population 
(ADP) in California county jails was untenable as it could be as high as 4,506. Therefore, 
counties with large ADPs focused on automating and streamlining these processes. For 
example, one county with multiple correctional facilities developed a web-based 
Application Programming Interface to facilitate cross-referencing and exchange of data 
between the sheriff’s department and the social services agency. 

Interviewees described PATH JI Round 1 and 2 funding as essential but not always 
sufficient for ensuring staff capacity to plan and implement changes needed for 
implementation. 

Measure 2. Self-reported total amount of funding (PATH and non-PATH) used 
by these institutions to develop capacity and infrastructure needed to screen, 
enroll, and change the suspension status of individuals eligible for Medi-Cal 
prior to release 

Data sources: PATH JI Rounds 1 and 2 applications; DHCS lists of PATH JI Round 1 and 2 
awardees and funding uses; April to July 2025 JI provider interviews. 

In 2022 and 2023, correctional agencies and their social service department partners 
collectively received approximately $69.84 million ($4.55 million across 40 applications 
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in PATH JI Round 1 and $65.29 million across 97 applications in PATH JI Round 2) to 
identify and implement processes, protocols, and/or IT infrastructure needed to 
implement Medi-Cal pre-release enrollment and suspension processes. 

Correctional facilities and their partners did not systematically report on non-PATH 
funding used to develop capacity and infrastructure needed to screen, enroll, and 
change the suspension status of individuals eligible for Medi-Cal prior to release. 
However, in interviews, multiple counties shared that PATH JI funding did not fully cover 
implementation costs for participating agencies, particularly for county social services 
agencies, and that county general funds and other funding sources were often needed 
to support implementation. Several counties expressed concern about long-term 
sustainability of pre-release enrollment and suspension processes without dedicated 
funding to support staff time to engage in this work. A couple of counties expressed 
particular concern about viability of using the County-based Medi-Cal Administrative 
Activities to cover these costs. 

Measure 3. Perceived role of PATH in promoting these individuals’ ability to 
screen, enroll, and change the suspension status of individuals eligible for 
Medi-Cal prior to release 

Data source: April to July 2025 JI provider interviews. 

In interviews, correctional facilities, county social service departments, and their partners 
described PATH JI Round 1 and 2 funding as essential to their ability to implement pre-
release Medi-Cal application and suspension processes. As noted above in Measure 1 
and Measure 2, however, correctional facilities were described as not always having the 
awareness of and bandwidth to apply for and meet PATH JI funding reporting 
requirements without administrative support from other county entities. In addition, 
available funding was described as necessary but not always sufficient for covering 
implementation costs, particularly in counties with high jail ADPs. 

Evaluation Question 6: Did PATH funding improve these institutions’ 
capacity and infrastructure necessary to provide 90-day pre-release 
services to eligible individuals? 
Evaluation Question 6 is addressed by analysis of three measures articulated in the 
PATH Evaluation Design and displayed in the Evaluation Questions and Hypotheses 
section of this report. The data sources used for the analyses are noted for each 
measure. Further detail on data sources and methods is included in the Methodology 
section. 
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Measure 1. Self-reported changes to infrastructure, workflow, and community-
based linkages made by correctional facilities, county behavioral health 
agencies, and other community partners to provide eligible individuals with 
pre-release services, stratified by participation in PATH 

Data sources: 2023 PATH JI Round 3 implementation plans; April to July 2025 JI provider 
interviews. 

PATH JI Round 3 funding was intended for implementation of 90-day pre-release 
services. In PATH JI Round 3 implementation plans, correctional facilities and county 
behavioral health (BH) agencies described changes to infrastructure, workflow, and 
community-based linkages needed to implement pre-release services and BH linkages. 
PATH JI Round 4 applications were not available in time for inclusion in the Interim 
Evaluation Report and will be included in the Summative Evaluation Report. 

As shown in Exhibit 1.49, correctional facilities principally used PATH JI funding to 
develop policies and procedures, staffing, and infrastructure needed to implement pre-
release services and BH linkages. In interviews, correctional facilities indicated that 
implementation required substantial cross-sector collaboration to align workflows and 
share information across staff in different organizations. JI providers described these 
efforts as time-consuming and requiring time to ensure buy-in and subsequent 
alignment. 

Exhibit 1.49. Example Uses of PATH JI Round 3 Funding to Support 
Implementation of Pre-Release Services and Behavioral Health Linkages 

Focus Area Funding Use Examples 

90-day pre-release 
eligibility screening 

» Developed policies and procedures for 90-day pre-
release eligibility and BH screening processes 

» Hired or assigned and trained staff needed to perform 
pre-release screenings 

» Obtained or modified the electronic health record to 
identify screening outcomes that qualify individuals 
for pre-release services 

Screening for BH 
linkages 

» Developed workflows for BH intake, screening, and 
assessment 

» Physical realignment of space was needed to ensure 
patient privacy during BH screening 
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Focus Area Funding Use Examples 
 » Hired staff to perform BH screenings and assessments 

at intake and in-custody 

Medi-Cal billing and 
provider enrollment 

» Submitted application to the Centers for Medicare and 
Medicaid Services for a National Provider Identifier, 
and to DHCS to enroll as a facility Exempt from 
Licensure Clinic 

» Procured and implemented a Medi-Cal billing solution 
or worked with existing electronic health record 
vendors to develop new billing infrastructure 

Pre-release care 
management 

» Developed policies, procedures, and data sharing 
agreements needed for pre-release care management 
and coordination of care 

» Procured or enhanced electronic health records, jail 
management systems, and/or health information 
exchange needed to ensure Health Insurance 
Portability and Accountability Act-compliant 
documentation of release dates, individual eligibility, 
and care needs 

Clinical consultation » Developed or updated standard operating procedures 
to support BH clinical consultation services 

» Developed processes for securing consent from 
incarcerated individuals or, if applicable, their parents 
or guardians to share information 

» Implemented multi-disciplinary team meetings that 
included health care providers, county BH, and other 
stakeholders as needed 

Virtual / in-person in-
reach provider 

» Obtained equipment (e.g., laptops, webcams, tablets, 
WiFi access) needed to facilitate connections between 
members and in-reach providers for pre- or post-
release services 

» Obtained or modified physical space needed to 
facilitate connections between members and in-reach 
providers for pre- or post-release services 
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Focus Area Funding Use Examples 

Support for medications » Located pharmacy with Medi-Cal Rx billing capabilities 
to provide pharmacy benefits 

» Developed and documented workflows needed to 
meet medication requirements 

Support for medication 
for addiction treatment 

» Expanded medication for addiction treatment services 
(e.g., beyond opiate and alcohol substance use 
treatment to treatment for inhalants, stimulants, 
methamphetamines, and psychedelics) 

» Expanded SUD services to include a more robust 
educational and counseling component 

Support for prescription 
upon release 

» Contracted with pharmacy vendor for same-day 
medication delivery to ensure provision of 
medications upon release 

» Discussed providing transportation to obtain post-
release prescriptions from the pharmacy 

Support for durable 
medical equipment 
(DME) upon release 

» Developed policies and procedures for identifying and 
meeting members’ needs for DME and other Medi-Cal 
covered assistive devices 

» Trained staff in policies and procedures needed to 
ensure this requirement was met 

Release date notification » Developed data sharing agreements needed to share 
release dates with relevant stakeholders 

» Procured or modified existing administrative 
infrastructure needed for electronic notifications of 
release dates 

Case management 
reentry plan finalization 

» Developed policies, procedures, data sharing 
agreements, and IT infrastructure needed for reentry 
care planning 

» Physically modified space for confidential sharing of 
information needed to develop reentry care plans 

Reentry care 
management warm 
hand-off 

» Developed policies and procedures for warm hand-off 
between the incarcerated individual, care manager, 
and post-release provider prior to release or within 
the first week post-release 



142  

Focus Area Funding Use Examples 
 » Expanded or established new linkages with 

community providers able to provide post-release 
services 

Reentry BH linkage » Developed policies and procedures for reentry BH 
linkages and for determining whether an individual’s 
BH needs will be met by county BH or by community-
based non-specialty BH services provider 

» Expanded or established linkages with providers for 
community-based non-specialty BH services 

Source: PATH JI Round 3 Implementation Plans, 2023. 
Note: Data were based on 44 unique counties. Focus areas reflected different components of the 
JI Reentry Initiative and aligned with PATH JI Round 3 implementation plan reporting 
requirements. Examples provided do not comprehensively address all potential uses of PATH JI 
Round 3 funding. PATH JI is PATH Justice-Involved Capacity Building Program. 

Measure 2. Self-reported total amount of funding used to develop capacity and 
infrastructure needed to provide eligible individuals with pre-release services 

Data sources: 2023 PATH JI Round 3 budgets. 

In 2023 and 2024, correctional facilities and county BH agencies in 44 counties received 
approximately $443 million in PATH JI Round 3 funding to support planning and 
implementation of pre-release services and BH linkages. Approximately $ 347.7 million 
was awarded to correctional facilities and $ 80.4 million to county BH agencies. 

Measure 3. Perceived role of PATH in promoting these institutions’ ability to 
provide pre-release services 

Data source: April to July 2025 JI provider interviews. 

In interviews, correctional facilities and county BH agencies noted that PATH JI Round 3 
funding was essential to support implementation of pre-release services and BH 
linkages. However, correctional facilities with large ADPs indicated that funding 
allocations were insufficient to cover their initial planning and implementation costs. In 
addition, many interviewees described salary duration caps associated with PATH JI 
Round 3 funding as a barrier, given the volume of cross-sector collaboration, 
infrastructure development, and workflow or other systems changes needed for 
planning and implementation. Based on correctional facilities’ input, DHCS later 
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reversed the direction on salary caps and allowed correctional facilities and county BH 
agencies to exceed these caps with justification. 

Exhibit 1.50 identifies JI provider-reported barriers to implementing pre-release services 
and BH linkages, along with illustrative quotes. Three barriers were described by all 
interviewees: (1) uncertainty around release dates; (2) manual data entry required for the 
JI Screening Portal; and (3) challenges with Medi-Cal billing. Multiple counties also 
described challenges with meeting 30-day medication in-hand requirements. Several 
interviewees also reported challenges with inter-county transfers (for people originally 
residing in one county but incarcerated in another) and with coordinating with CDCR to 
ensure people released from state prison received appropriate reentry care 
management, warm hand-offs, and BH linkages. 

 
Exhibit 1.50. JI Provider-Reported Barriers to Implementing 90-day Pre-Release 
Services 

Implementation 
Barrier Illustrative Quote 

Release date 
uncertainty 

“Most people [coming to our facilities] are pre-adjudicated … 
Very few have release dates and even if they have a release 
date, that’s not a concrete date. It is a continuous, fluid date 
until date of release ... we can’t take [the release date] at face 
value.” - JI Provider #7 

Manual data entry 
required for the JI 
Screening Portal 

“You created a system where jails are expected to manually 
enter data for every person that comes into jail that has Medi-
Cal and then expect the jails to try and track what happens in 
people’s criminal histories to try and predict 90-days pre-
release. This is untenable … for the entire jail population … 
The staffing is not possible … [if the JI Screening Portal has] 
no automation capability ... We anticipate 75% of our 
population has Medi-Cal … that means 20,000 times we have 
to go into the portal to manually enter information. We are a 
small jail … We don’t have the money or staff needed to 
manage this … There will be delays and errors.” - JI Provider 
#1 

 
“The portal drives us crazy and is a barrier … When we 
developed our implementation plans, the portal didn’t exist … 
We weren’t trained on the portal until three weeks before go 
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Implementation 
Barrier Illustrative Quote 

 live … We built our plans around back billing … The portal 
turns on the aid code that allows you to bill for services … 
[but] you can only activate the aid code manually one by one 
through the portal, and you can only activate through the first 
of the month that someone is in the system. So, if I’m 
incarcerated on April 15th and we decide I’m … eligible on 
May 9th, we can only activate my JI aid code from May 1st 
and anything that happened in April wouldn’t be eligible for 
reimbursement. When we pictured how this would happen, we 
thought someone would be released May 9th, incarcerated for 
65 days, and we would activate the portal backwards for up to 
90 days prior to release … and that’s how we built our billing 
system.” - JI Provider #2 

 
“Managing the portal has been a huge job … a nightmare. 
Everything has been extremely manual. We hired additional 
staff before starting but still don’t have enough for 
implementation because of the manual labor in managing 
the portal.” - JI Provider #8 

Difficulty billing Medi-
Cal 

“Go-live counties aren’t fully billing because the billing 
structure is too complicated … There’s technically four 
different billing streams. Medi-Cal fee for service for the 
correctional facility for clinical services, reentry care bundles 
that in-reach providers bill directly, Short Doyle billing for 
specialty mental health, and the Medi-Cal Prescription billing 
mechanism … It’s very challenging for … counties to wrap 
their minds around it.” - JI Provider #10 

 
“We have historically never billed for anything … Larger 
agencies may have a well-established process for billing 
Medi-Cal, but it is a hurdle for our jail. We have no current 
pathways to lean on to bill … The codes are so new they’re not 
in any pre-made software … so there aren’t any off-the-shelf 
software for billing bundled rates or for fee-for-service … We 
do have a pharmacy actively billing for a few months, but 
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Implementation 
Barrier Illustrative Quote 

 we’ve yet to hear if that’s been successful. Finally, billing for 
ECM [Enhanced Care Management] for post-release hand-off, 
we’ve had hurdles with our MCP [Medicaid managed care 
plan] because MCPs haven’t implemented at large scale or 
consistently so we needed a customized data sharing 
agreement and contract.” - JI Provider #3 

30-day medication on-
hand requirements (for 
embedded providers) 
and inter-county 
transfers 

“Prior to CalAIM, our county’s policy was to call in 
prescriptions as people were being released to a pharmacy of 
their choice … And then CalAIM came in and said everyone 
will walk out with a 30-day supply at release date … For 
methadone, our county doesn’t have narcotics treatment … 
We’re a rural county … To get methadone, we have to 
transport individuals 1.5 hours away and bring them back!” - 
JI Provider #6 

 
“Prior to CalAIM, we provided 14 days of psychiatric 
medication prior to release and then provided [other] 
prescriptions to outside pharmacies for pick-up if needed. We 
don’t have the capacity to store all the medications required 
for people to have 30 days in hand upon release … Even if we 
work with a retail pharmacy, the medication in hand 
requirement requires a courier service and a cut-off time with 
orders submitted by a certain time so the medications can be 
provided at point of release … But we have a lot of unplanned 
releases and can’t meet the deadline for the courier service,” - 
JI Provider #5 

Coordination with 
CDCR for reentry 
services 

“CDCR went partially live as of February 1, 2025 … [but] their 
version of a reentry care plan is a random email to adult 
probation services or county BH saying this person is ready to 
be released, and their medication list or condition … [But] we 
want a warm hand off. Did you tell them about this initiative? 
Did you give them medicine? Most of the time we are 
scrambling to find this person… personally call the parole 
agent … [and] most of those agents have no idea what I’m 
talking about.” - JI Provider #9 

Source Justice-Involved Provider Interviews, April to July 2025. 
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Note: Data were based on 10 unique counties. UCLA-RAND did not interview CDCR. 

 
Release date uncertainty. All interviewees noted that many people in county jails or 
youth correctional facilities are pre-adjudicated, meaning they have not yet gone to trial 
or been sentenced, and thus do not have a known release date. Even when release dates 
are provided, they can be subject to change based on a wide range of factors. 
Interviewees described this uncertainty in release dates as making it very challenging to 
meet certain pre-release service requirements (e.g., 30-days medication and DME in 
hand at time of release, warm hand-offs to community-based providers, etc.) and to 
know in advance when to activate, suspend, or terminate the associated aid codes. 

JI Screening Portal. DHCS developed the JI Screening Portal with the expectation that 
correctional facilities would use the portal to validate members’ eligibility for pre-release 
services and activate, terminate, pause, reset, or restart the 90-day pre-release services 
eligibility. Although the portal cannot be used for billing, obtaining prior authorization, 
or inquiring into other Medi-Cal eligibility, correctional facilities must use the portal to 
activate an aid code needed to bill. As of July 2025, all interviewees described the 
portal’s limited functionality as a barrier to implementation of pre-release services. For 
example, the portal was described as not having any automation or batch processing 
capabilities and therefore requiring extensive manual data entry of member-level 
information by staff. In addition, staff in one county noted that while the portal is 
supposed to use “real-time” information from the Medi-Cal Eligibility System, 
interviewees noted that in practice it only syncs with the system once per day, 
introducing further delays in workflows. In September 2025, DHCS responded to 
critiques about the JI Screening Portal’s functionality by launching bulk upload 
capabilities that allow counties to enter information for up to 100 individuals at a time. 

Challenges with Medi-Cal billing. All interviewees, including those in counties that 
began implementing pre-release services in October 2024, described Medi-Cal billing as 
a challenge. Multiple interviewees described the absence of a specific, JI Reentry 
Initiative billing guide as problematic, particularly given the complexity of the JI Reentry 
Initiative and the absence of any existing vendors with knowledge of how to meet the 
coding and billing requirements for all the different funding streams involved. As of July 
2025, multiple interviewees reported challenges with successfully billing and claiming 
reimbursement for all components of the JI Reentry Initiative. As of November 2025, 
DHCS is developing comprehensive JI Reentry Initiative billing guidance in response to 
this feedback. 



147  

Evaluation Question 7: Did the number of eligible individuals screened 
and enrolled in Medi-Cal prior to release increase over time? 
Evaluation Question 7 is addressed by analysis of two measures articulated in the PATH 
Evaluation Design and displayed in the Evaluation Questions and Hypotheses section of 
this report. The data sources used for the analyses are noted for each measure. Further 
detail on data sources and methods is included in the Methodology section. 

Measure 1. Number and proportion of incarcerated individuals that were 
screened for Medi-Cal eligibility prior to release, stratified by whether the 
institution received PATH funding 

Data source: October to December 2024 Medi-Cal eligibility and claims data. 

Data on the number and proportion of incarcerated individuals screened for Medi-Cal 
eligibility were not available at the time of the Interim Evaluation Report and the UCLA-
RAND PATH Evaluation Team will assess the feasibility of securing this data in four to 
five select focal counties for inclusion in the Summative Evaluation Report and in 
collaboration with the UCLA-RAND Reentry evaluation team. Instead, UCLA-RAND used 
Medi-Cal eligibility and claims data to identify the number of individuals receiving 90-
day pre-release services between October 2024 to December 2024 (Exhibit 1.51). 
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Exhibit 1.51. Number of Individuals Receiving 90-day Pre-Release Services in Inyo, 
Santa Clara, and Yuba counties, October 2024 to December 2024 

 

Source: Medi-Cal Eligibility and Claims Data, 2024 Q4. 
Note: Individuals receiving 90-day pre-release services were identified using JI-related aid codes. 
The number of individuals receiving pre-release services may be underestimated because of 
billing challenges. 

Measure 2. Proportion of eligible individuals enrolled in Medi-Cal prior to 
release, stratified by whether the institution received PATH funding or other 
resources 

Data source: April to July 2025 JI provider interviews. 

Administrative data for this measure were not available for the Interim Evaluation 
Report. UCLA-RAND did not have access to data on the proportion of eligible, 
incarcerated individuals screened and enrolled in Medi-Cal prior to release. The UCLA-
RAND PATH Evaluation Team will collaborate with the UCLA RAND JI Reentry evaluation 
team to assess feasibility of securing this data in four to five select, focal counties for 
inclusion in the Summative Evaluation Report. 

However, JI providers that were interviewed indicated that the majority of individuals 
entering county jails and youth correctional facilities were already enrolled in Medi-Cal 
and that screening, enrollment, and suspension processes were implemented either for 
all incarcerated individuals or for those incarcerated for at least 48 hours. The most 
commonly identified barriers to enrolling eligible individuals in Medi-Cal prior to release 
were member refusal or unwillingness to engage and short lengths of stay in custody. 

198 
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Cost Analysis to measure cost outcomes of the demonstration 
through examination of PATH expenditures and resources, 
payments to providers for ECM and Community Supports 
services, and the patterns of payments for services used 
among members 
Data needed to address this Evaluation Question and related measures were not 
available for the Interim Evaluation Report and will be addressed in the Summative 
Evaluation Report. 

G. Conclusions 
Goal 1. Increase the number of ECM and Community Supports 
community-based providers and consequently increase Medi-
Cal member ECM and Community Supports utilization 
according to community needs. 
Evaluation data showed significant progress towards this goal as of the Interim 
Evaluation Report and confirmed that the related hypotheses for this goal were true or 
likely true. These conclusions were based on evidence of growth in the number of 
providers contracted to provide ECM and Community Supports; the number of 
providers contracting with one or more Medicaid managed care plans (MCPs) or in 
more than one county; the number of providers serving ECM and Community Supports 
users in rural and under-resourced areas; and the number of ECM and Community 
Supports users over time. 

Provider participation in ECM and Community Supports was in part attributed to PATH 
resources such as Capacity and Infrastructure, Transition, Expansion, and Development 
(CITED) funding, TA Marketplace, and Collaborative Planning and implementation (CPI) 
initiative, which supported providers in building the staffing capacity and technology 
infrastructure needed to contract with MCPs and deliver ECM and Community Supports. 
Further evidence showed that PATH funding (CITED, TA) was most often provided to 
public or private non-profit providers, most of which were small or mid-size social 
service organizations that did not have prior experience in providing ECM or Community 
Supports, MCP contracting, data sharing, or billing. Of note were the findings that 
indicated increases over time in the proportion of MCP contracts with for-profit 
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providers for both ECM and Community Supports, and in the proportion of ECM 
members served by private for-profit providers. 

Evidence highlighted challenges to implementation including payment adequacy or 
delays; burden of documentation and variability in MCP requirements and processes, 
and service authorizations. Impact on ECM and Community Support users experience, 
access, outcomes, and cost of care are currently unknown but will be assessed in the 
Summative Evaluation Report. 

Goal 2. Improve data collection and information sharing 
infrastructure among ECM and Community Supports 
providers. 
Evaluation data indicated significant progress towards this goal as of the Interim 
Evaluation Report and confirmed that the related hypothesis for this goal was likely true. 
These conclusions were based on qualitative evidence from providers in interviews, 
surveys, and progress reports that PATH resources, particularly PATH CITED funding, 
played a critical role in helping them build or modify existing data collection and 
information sharing infrastructure needed to effectively coordinate the care of clients 
and report data. Most providers used their own systems rather than other systems such 
as data exchanges, local Continuums of Care, or local Homeless Management 
Information. Lack of reliance on other systems was in part due to the time and resource 
intensive nature of interacting with referral management platforms using different 
approaches to data sharing and interacting with multiple systems simultaneously. 
Smaller organizations without existing systems also had barriers to using data 
exchanges or Qualified Health Information Organizations because of variations in 
functionality and completeness of data and lack of standardization. Data sharing was 
further challenged by changes in DHCS policy guidance that required system updates by 
providers. 

MCP-administered supports and PATH helped provide funding and TA to providers to 
help stand up and build out provider data infrastructure to support CalAIM delivery. 
Despite this, there were still challenges in data sharing with a lack of a prescribed, 
centralized system leading to provider apprehension to invest in infrastructure. The 
successes in improved data sharing infrastructure may have led to more providers 
submitting claims to MCPs, but evidence indicated that some providers were not fully 
relying on electronic claims submission and were still submitting invoices. The changes 
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in MCP and provider progress in building and sharing data will be reexamined in follow-
up interviews and presented in the Summative Evaluation Report. 

Goal 3. Improve the ability for state prisons, county jails, 
youth correctional facilities, and their community providers 
to screen, enroll, change the suspension status, or provide 90-
day pre-release services for eligible individuals in Medi-Cal 
prior to release and increase the number of eligible 
individuals screened and enrolled in Medi-Cal prior to release. 
Evaluation data indicated some progress towards this goal as of the Interim Evaluation 
Report, largely due to delayed implementation of 90-day pre-release services. Available 
evidence confirmed that two of the three hypotheses for this goal were likely true. 
However, the evaluation team was only able to access limited quantitative data for the 
Interim Evaluation Report, limiting our ability to present comprehensive findings. Further 
information will be provided in the Summative Evaluation Report. In qualitative data, 
providers indicated that PATH JI funding played a critical role in helping correctional 
facilities and county social service departments develop capacity and infrastructure 
needed to screen, enroll, and change the suspension status of Medi-Cal eligible 
members prior to release. PATH JI funding also played a critical role in helping 
correctional facilities and county BH agencies develop policies and procedures, staffing, 
and infrastructure needed to implement 90-day pre-release services and BH linkages. 

Findings indicated that as of the Interim Evaluation Report, while essential, PATH JI 
funding was not sufficient to overcome certain barriers to implementation of 90-day 
pre-release services, particularly uncertainty around release dates for members in county 
jails and youth correctional facilities, administrative burden associated with the JI 
Screening Portal, and challenges with Medi-Cal billing in correctional settings due to 
lack of vendors with needed billing capabilities and lack of support in helping 
correctional facilities understand how to bill the different Medi-Cal funding streams. 
These challenges are being actively addressed by DHCS, e.g., through a September 2025 
update to the Justice-Involved Screening Portal to allow batch uploads of information 
for up to 100 users, and through development of guidance on Medi-Cal billing for the JI 
Reentry Initiative. 
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Cost Analysis to measure cost outcomes of the demonstration 
through examination of PATH expenditures and resources, 
payments to providers for ECM and Community Supports 
services, and the patterns of payments for services used 
among members 
This analysis will be completed and presented in the Summative Evaluation Report. 

Overall Conclusions 
Overall, the findings indicated that significant progress was made towards PATH goals 
and available evidence in the Interim Evaluation Report indicated that all the PATH 
hypotheses were true or likely true (Exhibit 0.1). 

The evidence to examine some evaluation measures was not available due to lack of or 
delays in receipt of administrative data. UCLA-RAND anticipates addressing these 
limitations in the Summative Evaluation Report, where additional analysis will be 
conducted to: 

» Identify members who were eligible for but did use ECM or Community Support 
services. 

» Examine alternative methods of identifying community-based providers that are 
more closely aligned with DHCS’ definition. 

» Calculate cost outcomes for ECM and Community Support users compared to 
members who were eligible for but did not use these services. Cost analyses will 
entail using Medi-Cal eligibility and claims data; attributing payment amounts to 
health services used by both users and eligible non-users; and using difference-
in-difference regression models. These models will be used to compare changes 
in costs for users from before to after the demonstration to changes in costs for 
non-users in the same period and comparing the difference between these two 
groups. 

» Reexamine the implementation of PATH near the end of the demonstration by 
conducting a second round of MCP and provider interviews. 

» Reexamine the characteristics of ECM and Community Supports users during the 
entire demonstration period. 
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» Assess use of PATH JI Round 4 funding to support implementation of 90-day 
pre-release services and BH linkages. 

» Examine whether the number of eligible individuals screened and enrolled in 
Medi-Cal prior to release increased over time. 

H. Interpretations, Policy Implications, and 
Interactions with Other State Initiatives 
Providers, particularly those without prior experience contracting with Medicaid 
managed care plans (MCPs) or billing Medi-Cal, require support to develop capacity and 
infrastructure to implement new services like those offered under ECM, Community 
Supports, and the JI Reentry Initiative. PATH resources, particularly PATH CITED and JI 
Capacity Building Program funding, were perceived as critical for supporting providers 
with initial start-up costs needed for implementation of these three initiatives. 

Under the CalAIM Waiver, the PATH implementation co-occurred with implementation 
of two other capacity and infrastructure development initiatives, the IPP and the HHIP. 
The IPP, which ran from January 1, 2022, to December 31, 2024, provided targeted 
incentives to MCPs to develop infrastructure and capacity for ECM and Community 
Supports; enhance member engagement and service delivery; improve program quality; 
and ensure equitable member access to ECM and Community Supports services. The 
HHIP also provided incentives to MCPs to partner with local stakeholders to address 
homelessness. Funds were used to develop local system capacity and infrastructure 
needed to effectively address homelessness such as building a street medicine program, 
flexible housing pools, or engage in partnerships to develop new housing units. These 
efforts could have impacted implementation of ECM and Community Supports for 
members experiencing or at-risk of homelessness. 

The 2024 MCP Transition could also have influenced PATH and implementation of the 
associated ECM, Community Supports, and JI Reentry Initiative by impacting which 
MCPs were contracted to serve members in many California counties. 
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I. Lessons Learned and Recommendations 
Lessons Learned 

» Funding is crucial to build capacity among small social service community-based 
providers to deliver ECM and Community Supports. Continued provision of PATH 
resources, especially PATH CITED funding is needed to build local provider capacity 
to deliver ECM and Community Supports. PATH CITED funding is particularly 
important for developing infrastructure capacity among smaller, community-based, 
and social service providers with less pre-existing experience in data sharing, 
submitting claims, or working with MCPs. Additionally, monitoring participation of 
for-profit providers and number of users they serve is needed to ensure that public 
and private non-profit providers can continue to deliver ECM and Community 
Supports and compete with private for-profit providers. 

»  Multiple changes in policy guidance, such as what was experienced in the early 
years of ECM and Community Supports implementation, are disruptive and can add 
to administrative burden for providers and MCPs. Initial ECM and Community 
Supports policy guides were often ambiguously worded; differing MCP 
interpretations of these policy guides led to differences in eligibility criteria and 
disparate referrals and authorization processes between MCPs, among other 
challenges. While subsequent policy guides were intended to standardize and 
streamline ECM and Community Supports, the frequency of updates caused 
confusion among providers and implementing associated system and process 
changes were perceived as imposing considerable additional administrative burden 
on MCPs and providers. Obtaining further feedback before policy guidance 
modifications could help reduce administrative burden and unintended changes in 
service use. 

» Lack of consistency in MCP referral pathways, authorization denials, variations in 
MCP portals for sharing client data, and lack of automation for claims submission 
do not allow providers to conduct their activities and add to their administrative 
burden. Reducing administrative burden on providers by streamlining referral 
pathways, improving the authorization process, and reducing variation in MCP 
portals to ease sharing client data is needed. 

» Promoting data sharing through external sources such as data exchanges, local 
Continuums of Care collaboratives, or local HMIS requires more support and 
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standardization. Providing more support and direction to community-based 
providers in adoption and use of health information exchanges is needed. 

» Low reimbursement for services with high administrative burden reduces 
participation of providers in ECM and Community Supports. Monitoring and 
revising provider payment policies to prevent attrition of smaller and low resource 
providers is needed. 

» Provide correctional facilities and their partners with support to facilitate billing for 
services. Identifying potential vendors with the needed billing capabilities would be 
helpful to correctional facilities without prior experience with billing Medi-Cal. 

» Providing detailed policy guidance in advance of implementation will facilitate 
planning efforts, as would working with vendors developing required portals to 
ensure ability to interface or permit automation with existing systems, rather than 
requiring manual data entry. 

Recommendations to Other States 
The interim evaluation data have implications for states that are considering adding 
ECM and Community Supports as new benefits under Medicaid to address the needs of 
members who incur high expenditures because they lack access to care management 
and social services. The findings further have implications for states that are considering 
bolstering the local providers’ capacity to provide these services. 

The lessons learned from PATH implementation indicate that states considering 
implementing PATH or related initiatives should: 

» Allocate funding to build local capacity, particularly among smaller and low-
resourced organizations, to reach likely users in all communities across the state. 

» Dedicate time to engage stakeholders and gather information on existing capacity 
to develop policy guidance that addresses program implementation challenges 
prior to implementation. 

» Develop guidance prior to implementation on activities such as referrals, 
authorization process, MCP data sharing infrastructure and payment portals, use of 
data exchanges and local Continuums of Care, or local HMIS. 

» Provide MCPs with non-binding pricing guidance for HRSN services developed with 
input from MCPs and providers. 

» Provider participation in Medicaid to address members’ HRSNs can be promoted 
by community care hubs or management support organizations that centralize 
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administrative functions for providers to contract with or submit claims to MCPs. 
However, these approaches should be monitored closely to ensure accountability, 
quality, and equitable distribution of referrals or resources to providers. 

» Develop guidance prior to implementation of Medicaid billing and reporting 
requirements and payment portals, particularly for participating providers, without 
prior experience billing Medicaid. 

» When implementing Medicaid pre-release application and suspension processes, 
consider impacts on correctional facilities and local social service departments and 
allocate capacity and infrastructure development resources accordingly. 

» Funding is necessary but not sufficient to support implementation in the absence of 
other supports such as technical assistance. 
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A. Executive Summary 
Summary of the GPP Demonstration 
History of fragmented and episodic care for the uninsured. California’s uninsured 
population has historically faced significant barriers to accessing continuous, high-
quality care in ambulatory and community settings. Residents without health insurance 
bear a high burden of HRSNs such as unstable housing and employment, face 
significant financial and logistical challenges accessing health care, and can experience 
difficulty navigating the health care system due to language or health literacy barriers. 
This fragmented and episodic access to care is further compounded by safety net health 
care financing programs, including Medicaid Disproportionate Share Hospital (DSH) 
funding, that can limit providers’ ability to innovate or invest in services that could more 
effectively meet the needs of uninsured residents. In the absence of flexible funding 
streams, safety net health systems have historically faced difficulty prioritizing 
preventive, equity-enhancing, and outpatient care over more reactive high-cost services, 
such as ED visits. 

Introduction of the GPP. GPP was introduced in July 2015 as part of California’s Medi-
Cal 2020 Section 1115 demonstration waiver, representing a novel approach to funding 
care for the state’s uninsured residents. GPP consolidated two federal and state funding 
streams for PHCSs into a single, flexible global budget paid to participating PHCSs on a 
quarterly basis throughout each payment year. Each service eligible for funding through 
GPP is assigned a unique point value that reflects the relative value of the service 
provided. PHCSs earn points throughout the year for providing services to patients who 
are uninsured for the service and each PHCS has its own specific point threshold that it 
must meet in order to earn its budgeted amount of total GPP funding. A year-end 
reconciliation process ensures that the percentage of each PHCS’s budget earned, 
matches the percentage of its threshold that it has met. At the same time, PHCSs that 
earn more points than their thresholds are eligible to receive payments from PHCSs that 
do not meet their point thresholds. This payment model incentivized PHCSs to shift 
from a reliance on episodic, high-cost emergency and inpatient services for uninsured 
individuals toward delivering proactive, patient-centered preventive and outpatient care. 
By incorporating non-traditional services such as health coaching and group visits, and 
by implementing its value-based point methodology to claim funding, GPP both 
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broadened the definition of covered services and encouraged the adoption of more 
cost-effective and patient-focused care strategies. 

GPP’s evolution as part of CalAIM. As California advanced payment and delivery 
system reforms with its CalAIM waiver, the role of GPP has further evolved to focus on 
PHM and optimizing clinical quality for the uninsured. The introduction of GPP’s Health 
Equity Monitoring Metrics Protocol, requiring PHCSs to stratify performance data by key 
demographic characteristics, lays the foundation for more targeted efforts to address 
inequities in health outcomes and access to care. The addition of ECM and nine new 
Community Supports better aligns the services eligible for GPP funding with those 
available to Medi-Cal members, expands access to services that can facilitate patient 
engagement in care, and can help avoid future, costly acute care utilization allowing 
PHCSs to stretch scarce safety net funding over a larger population of high need 
patients. 

Goals of GPP. The overarching goals of the GPP demonstration are to: 

1. Improve the quality of care for uninsured service users in participating PHCSs; 
2. Promote a shift from emergency and inpatient services to lower-intensity, higher-

value outpatient and non-traditional services; and 
3. Strengthen PHCS data systems to help understand and address health inequities. 

These priorities shape the demonstration’s approach and provide the foundation for the 
evaluation, which assesses whether GPP improves the quality of care for California’s 
uninsured, catalyzes a shift toward high-value care, and improves data infrastructure 
that supports efforts to improve equity across the state’s PHCSs. 

Methods 
The evaluation of GPP is structured around research questions and hypotheses designed 
to determine whether the program achieves its intended goals for uninsured residents 
served by participating PHCSs. The evaluation questions focus on three core areas: 

1. Quality of Care: Does the GPP improve the quality of care for uninsured 
individuals as measured by improvements in at least one out of five clinical 
quality measures reported by PHCSs between 2023 and 2026, relative to a 
comparison group? The five measures selected by DHCS and approved by CMS 
as part of the GPP Health Equity Monitoring Metrics Protocol are Colorectal 
Cancer Screening, Hemoglobin A1c Control for Patients with Diabetes, Screening 
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for Depression and Follow-Up Plan, Cervical Cancer Screening, and Breast Cancer 
Screening. 

2. Shifts in Service Delivery Settings: Does the GPP incentivize a shift from high-
intensity, acute care settings (e.g., EDs and inpatient stays) toward more cost-
effective, patient-centered outpatient and non-traditional settings? This is 
assessed by measuring the change in the share of GPP points for services 
provided in low-intensity care settings between 2015 and 2026. 

3. Data Infrastructure and Equity: Has the GPP led to improvements in the 
completeness and quality of PHCS data systems – specifically, for patient-level 
data critical to understanding and addressing health disparities among GPP 
users? This is evaluated through changes in the completeness of data for five key 
patient characteristics (race, ethnicity, gender, sexual orientation, and preferred 
spoken language) between 2022 and 2026. 

To answer these questions, the evaluation leverages diverse data sources, including: 

» GPP Encounter-Level Data: Submitted annually by PHCSs, these data include 
details about each GPP service provided to uninsured patients, enabling analyses 
of trends in service utilization and completeness of patient demographic data 
collection. 

» GPP Aggregate Utilization Reports: These provide annual, PHCS-level 
summary counts for more than 50 covered services, enable overall trend and 
service mix analyses, and span a longer time period than the encounter-level 
data. 

» GPP Health Equity Report: The annual report submitted by each PHCS 
documents performance on five quality measures both overall and stratified by 
key patient characteristics. 

» Medicaid Core Set and Managed Care Accountability Set (MCAS) Data: 
These data are used to derive a Medi-Cal member comparison group for quality-
of-care assessments. 

» Health Resources and Services Administration (HRSA) Uniform Data 
System: These data are used to compare trends in quality of care for GPP users 
relative to a comparison group of federally qualified health center (FQHC) users. 
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» PHCS Survey and Interviews: These instruments collect information on care 
delivery strategies used by PHCSs, perceptions of patient care experiences, and 
data infrastructure-building activities and challenges. 

For each Evaluation Question, the design includes both an intervention group 
comprising GPP users (i.e., uninsured residents receiving a service from one or more 
participating PHCSs for which GPP points were earned) and, where feasible, a 
comparison group of Medi-Cal members living in PHCS counties. Depending on data 
availability, the evaluation uses a combination of descriptive analyses, two-group cross-
sectional comparisons, single-group longitudinal analyses, and qualitative assessments. 

Principal Results 
Evaluation Question 1: Was the GPP successful in improving quality of care to 
individuals with uninsured services? 

Cross-sectional analysis of five quality measures from 2023, the second year of CalAIM, 
reveals that, for three out of five indicators (colorectal cancer screening, screening for 
depression, and breast cancer screening), individuals receiving GPP services experienced 
care that was comparable to or surpassed that of the comparison group. To close 
quality gaps on the two remaining measures, focused improvements are needed in the 
rates of cervical cancer screening – particularly among lesbian/gay and bisexual GPP 
users and individuals across most racial groups – and in achieving better hemoglobin 
A1c control, with an emphasis on Hispanic or Latino GPP users and most racial groups. 

These encouraging results in quality of care for GPP users may be attributed to PHCS 
initiatives to minimize appointment wait times and to bolster both primary and specialty 
care physician staffing – strategies prioritized by over two-thirds of PHCSs in the early 
years of CalAIM. While robust efforts to promote engagement in primary and preventive 
care through patient-directed reminders are ongoing, additional targeted outreach to 
individuals overdue for screenings or experiencing poor chronic disease control, as well 
as expanded implementation of supportive services (such as equity-enhancing 
Community Supports), may be necessary to drive improvements in outcomes like 
hemoglobin A1c control. The forthcoming Summative Evaluation Report will incorporate 
longitudinal trend analyses to assess whether PHCSs’ performance on the quality 
measures have improved over time and whether they are able to close quality gaps 
relative to the comparison group over the full duration of CalAIM. 
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Evaluation Question 2: Was the GPP successful in driving a shift in the provision of 
services from emergent and select inpatient services to non-emergency outpatient 
settings, including non-traditional and equity-enhancing services? 

Since GPP’s inception in state fiscal year (SFY) 2015–2016, PHCSs have achieved an 
overall increase in the provision of non-BH services in outpatient and other low-intensity 
care settings, with a particularly notable surge following the COVID-19 pandemic. 
Simultaneously, inpatient medical and surgical stays also rose, though this was primarily 
confined to 2023, the second year of CalAIM. Utilization patterns were similar for BH 
care, where outpatient service use grew substantially over the eight-year period, while 
inpatient BH services saw consistent increases after 2020, the pandemic’s initial year. 
Collectively, these utilization trends, spanning from the state’s earlier Medi-Cal 2020 
Waiver through the first two years of CalAIM (2015-2023) resulted in a modest 2-
percentage point increase in the proportion of total points earned for services delivered 
in low-intensity settings, with little difference between BH and non-BH services. Among 
GPP physician service users – used as a proxy for individuals who may consider a PHCS 
to be their main source of care – the share of points for non-BH services in low-intensity 
settings increased by 3 percentage points across the duration of the GPP, a finding 
consistent with GPP Goal 2. On the other hand, the equivalent measure for BH services 
fell by 7 percentage points—a result inconsistent with GPP Goal 2. 

Mirroring these service shifts, PHCSs reported an array of interventions designed to 
minimize unnecessary ED visits, including ongoing tracking of ED utilization, referring 
patients with frequent ED use to ECM, and fostering stronger continuity of care in 
primary care settings. Despite these efforts, uptake of ECM and the expanded suite of 11 
Community Supports remained limited among GPP users in 2023, the first full year of 
their rollout, and PHCSs faced obstacles in systematically identifying patients referred 
for most Community Supports within their health systems. Meanwhile, during the first 
two years of CalAIM, utilization of non-traditional GPP services persisted at peak levels 
first achieved in 2021. Analysis at the PHCS level further revealed considerable variation 
in the types of non-traditional services offered, suggesting adaptation of services to 
align with the unique strengths of each PHCS or the needs of their individual patient 
populations. 

Evaluation Question 3: Was the GPP successful in driving improvements in the 
data infrastructure necessary to understand health inequities? 
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During the second year of CalAIM, analysis of GPP encounter data from PHCSs showed a 
high proportion of self-reported demographic information – specifically for four out of 
the five data elements emphasized by GPP – with completion rates between 83% and 
93%. The proportion of records missing information was minimal: 1%-2% for preferred 
spoken language, race, and ethnicity; 7% for gender; and 28% for sexual orientation. For 
GPP users who accessed physician servicesf, rates of self-reported information were 
even higher for most data elements, especially sexual orientation. Additionally, PHCSs 
widely indicated that the accuracy of patient demographic data used for GPP’s health 
equity reporting was high, and over half reported dedicating a considerable amount of 
resources toward enhancing data accuracy during the first few years of CalAIM. 

Despite these successes, PHCSs reported that collecting and sharing data remained 
challenging – especially in terms of maintaining efficient clinic workflows. Almost half of 
PHCSs had invested substantial effort into addressing a variety of data issues, such as 
establishing consistent unique patient identifiers throughout their systems and 
improving the exchange of information with county-based BH providers. All PHCSs 
relied on patient portals to streamline communication and support essential functions 
like appointment scheduling and prescription refills. Only a minority noted patient 
barriers to portal use, with few PHCSs reporting challenges due to language accessibility 
or complex medical terminology. 

Discussion and Interpretation 
PHCSs are achieving or making notable strides toward all three GPP goals (Exhibit 0.1). 
For three out of the five quality measures evaluated, GPP users received care that 
matched or exceeded levels provided to a comparison group of Medi-Cal members, 
while ongoing efforts to improve quality for the remaining two measures and address 
gaps in care for subpopulations of GPP users across all measures will be monitored for 
three additional measurement years. As for the second goal, PHCSs have increased the 
proportion of health services delivered in low-intensity care settings, although PHCSs 
appear to have more difficulty shifting BH services to low-intensity settings. Upcoming 
analyses in the Summative Evaluation Report will use additional data sources to offer a 

 

 
f “Physician services” refers to outpatient primary care and specialty services provided to GPP 
users by physicians or non-physician clinicians such as nurse practitioners (NPs), physician 
assistants (PAs), and certified nurse-midwives (CNMs). 
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more comprehensive picture of emergency and inpatient service utilization and will 
incorporate additional measures such as ambulatory care-sensitive (ACS) admission 
rates. To maintain or boost the use of outpatient, residential, and community-based 
services, greater uptake of ECM and Community Supports for GPP service users may be 
necessary. With respect to the third goal, progress was demonstrated by high rates of 
self-reported patient demographic information and minimal missing data across the first 
two years of CalAIM. Increasing data capture for these data elements and strengthening 
data sharing related to referrals and the use of ECM and Community Supports could 
further enhance the ability of PHCSs to provide efficient, high-value care to GPP service 
users. 

Recommendations 
Based on preliminary findings from the GPP demonstration, the evaluation team offers 
several recommendations to DHCS to strengthen GPP’s implementation. 

» Consider integrating additional BH quality measures into the GPP Health Equity 
Monitoring Protocol, including those that specifically track appropriate follow-up 
care after hospitalizations or ED use for BH conditions. 

» Foster additional integration by exploring global payment arrangements that 
span both PHCSs and county-based BH systems, supported by combined 
funding streams and targeted assessments of governance and data exchange 
models. 

» Enhance encounter-level data by adding service codes for specialist visits or 
requiring clinician identifiers to permit more precise tracking of specialty care 
utilization financed by GPP. 

» Consider implementing a unique patient identifier within GPP data that would 
facilitate linkage of patient data from other sources including Medi-Cal and the 
California Health Care Payments Data to address challenges in tracking 
comprehensive service utilization. 

For states considering initiatives similar to GPP, the evaluation team offers the following 
recommendations: 

» Prioritize robust data infrastructure development in conjunction with global 
payment models to effectively measure changes in health care quality and 
support health equity efforts. 
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» In states with public BH care delivery systems that operate separately from other 
health care systems, develop integrated funding mechanisms and data flows 
between these systems to facilitate more effective care delivery and data sharing. 

» Establish data exchange systems prior to program implementation between state 
agencies and providers – such as systems enabling efficient Medicaid eligibility 
verification – to accurately identify uninsured patients eligible for services under 
the payment model. 

» Provide program participants flexibility in the use of program funds, which has 
proven key to supporting innovative, high-value care models that are tailored to 
local needs within GPP. 

» Combine multiple data sources to provide a complete picture of service use 
among uninsured populations in light of the inherent difficulty in capturing 
comprehensive utilization data in the absence of a single payer. 

Attention to these recommendations can help ensure effective program design, accurate 
evaluation, and improved outcomes in future demonstrations of global payment models 
for uninsured populations. 

B. General Background Information 
Purpose of the Program 
California’s uninsured population faces significant barriers to accessing continuous, 
high-quality care in ambulatory and community settings. Many of California’s 2.4 million 
uninsured residents lack eligibility for public health insurance programs, find insurance 
to be unaffordable, or have difficulty navigating enrollment processes, leading to 
fragmented and episodic access to care. This problem is further compounded by the 
limited resources of safety net health care providers to innovate or invest in delivery 
models that effectively address the needs of these residents. In the absence of flexible 
funding streams, safety net providers have historically faced difficulty prioritizing 
preventive, equity-enhancing, and outpatient care over more reactive high-cost services, 
such as ED visits. Addressing these systemic challenges requires a targeted approach 
that aligns funding mechanisms with high-value care delivery models for uninsured 
individuals. 

DHCS began implementing GPP in July 2015 as part of the state’s Medi-Cal 2020 Section 
1115 demonstration waiver, representing a novel approach to funding care for 
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uninsured populations. The program’s purpose is to enable PHCSs to deliver care in 
more cost-efficient, high-value settings and lessen reliance on high-cost care settings, 
such as EDs and inpatient facilities. GPP seeks to fundamentally shift service delivery by 
incentivizing primary and preventive care, supportive services, and innovative methods 
of care delivery, including telehealth and community-based services. DHCS specified 
three goals for GPP under CalAIM: 

1. Improve the quality of care among individuals with uninsured services. 
2. Drive the shift in the provision of services from emergency and select inpatient 

services to non-emergency outpatient settings among individuals with uninsured 
services. 

3. Improve PHCSs data infrastructure and completeness to help understand and 
address health inequities among GPP users. 

Through its value-based payment structure, GPP aims to improve health equity, access, 
and outcomes for uninsured individuals while reducing costs and enhancing system 
efficiency. 

Description of the Program 
Program Participants 
Thirteen PHCSs are implementing GPP across California, including county, city, and 
University of California (UC)-affiliated medical centers. Participants comprise designated 
public hospitals (DPHs) and their affiliated and contracted providers, including critical 
safety net institutions that serve populations with limited or no access to private 
insurance. These systems partnered with DHCS to deliver GPP services, adhere to quality 
and utilization reporting requirements, and participate in the evaluation. In 2022, GPP 
users reported a residence in 57 of California’s 58 counties, with a higher concentration 
of users in the state’s more densely populated counties where the PHCSs are located 
(Exhibit 2.1). While PHCSs serve a high proportion of uninsured residents, it is difficult to 
determine the percentage of the state’s uninsured population that is served by PHCSs as 
uninsured individuals might seek care from a variety of providers, including both PHCS 
and non-PHCS providers. For example, there are nearly 200 FQHCs in the state that also 
serve a high proportion of uninsured residents, separately from PHCSs. 
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Exhibit 2.1: PHCS Service Areas, 2022 

 
Source: GPP Encounter data (2022). 
Note: The intensity of blue shading indicates the relative frequency of encounters by GPP users, 
by zip code, within each PHCS’s service area. 

Exhibit 2.2 provides an overview of the characteristics of PHCSs participating in GPP 
during the CalAIM Waiver. Los Angeles County (LA Co.) Health System is notably the 
largest participating PHCS in terms of hospital discharges (60,728), and outpatient sites 
(23), reflecting its significant role in serving one of California’s most populous counties. 
Conversely, smaller systems like San Joaquin General Hospital and Contra Costa Health 
operate fewer facilities and report substantially lower numbers of discharges. Several 
systems, including Arrowhead Regional Medical Center and Santa Clara Valley Medical 
Center, serve critical trauma care needs as Level I trauma centers, while others, such as 
Contra Costa Health and San Mateo County General Hospital, lack trauma center 
designation. PHCSs also varied in the level of need of county residents, with Arrowhead 
Regional Medical Center, Kern Medical Center, and Natividad Medical Center 
experiencing the highest concentrations of uninsured residents in their counties across 
all PHCSs (7.8%, 8.2%, and 9.9%, respectively). These differences underscore variation in 
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PHCS infrastructure and resources and highlight the large population potentially served 
by GPP. provides an overview of the characteristics of PHCSs participating in GPP during 
the CalAIM Waiver. Los Angeles County Health System is notably the largest 
participating PHCS in terms of hospital discharges (60,728), and outpatient sites (23), 
reflecting its significant role in serving one of California’s most populous counties. 
Conversely, smaller systems like San Joaquin General Hospital and Contra Costa Health 
operate fewer facilities and report substantially lower numbers of discharges. Several 
systems, including Arrowhead Regional Medical Center and Santa Clara Valley Medical 
Center, serve critical trauma care needs as Level I trauma centers, while others, such as 
Contra Costa Health and San Mateo County General Hospital, lack trauma center 
designation. PHCSs also varied in the level of need of county residents, with Arrowhead 
Regional Medical Center, Kern Medical Center, and Natividad Medical Center 
experiencing the highest concentrations of uninsured residents in their counties across 
all PHCSs (7.8%, 8.2%, and 9.9%, respectively). These differences underscore variation in 
PHCS infrastructure and resources and highlight the large population potentially served 
by GPP. 

Exhibit 2.2: PHCS Characteristics, 2022 
 

PHCS 
 
Hospitals 

Hospital 
Discharg 

es 

Outpatie 
nt Sites 

Trauma 
Center 
Status 

Staffed 
Burn 
Beds 

County 
Uninsured 

Global 
Budget 
(Millions) 

Alameda 
Health 
System 

4 14,467 4 Level I No 4.7% 
75,000 

243 

Arrowhead 
Regional 
Medical 
Center 

1 17,689 4 Level I Yes 7.8% 
166,000 

95 

Contra 
Costa 
Health 

1 6,314 9 None No 3.1% 
35,000 

72 

Kern 
Medical 
Center 

1 11,369 11 Level II No 8.2% 
71,000 

46 

LA Co. 
Health 
System 

4 60,728 23 Level I Yes 6.9% 
665,000 

1,287 
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PHCS Hospitals 
Hospital 
Discharg 

es 

Outpatie 
nt Sites 

Trauma 
Center 
Status 

Staffed 
Burn 
Beds 

County 
Uninsured 

Global 
Budget 
(Millions) 

Natividad 
Medical 
Center 

1 8,252 7 Level II No 9.9% 
41,000 

38 

Riverside 
University 
Health 
System 
Medical 
Center 

1 21,502 13 Level I No 5.4% 
129,000 

102 

San Joaquin 
General 
Hospital 

1 10,494 5 Level II No 6.0% 
46,000 

38 

San Mateo 
County 
General 
Hospital 

1 2,157 6 None No 3.6% 
27,000 

111 

Santa Clara 
Valley 
Medical 
Center 

3 31,341 12 Level I Yes 3.7% 
70,000 

247 

University 
of California 
Los Angeles 
Health 

3 43,632 14 Level I Yes 6.9% 
665,000 

45 

Ventura 
County 
Medical 
Center 

1 12,479 21 Level II No 4.0% 
33,000 

117 

Zuckerberg 
San 
Francisco 
General 
Hospital 

2 13,738 14 Level I No 4.3% 
36,000 

164 

 
Source: AHRQ Compendium of U.S. Health Systems (2022),27 California Health Interview Survey 
(2021-2023),28 PHCS websites, and GPP Funding and Annual Limits Report (2022). 
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Note: Global budgets for 2022 are displayed for all PHCS except for UCLA Health whose 2023 
budget is displayed. County uninsured rates were estimated using pooled California Health 
Interview Survey (CHIS) data from 2021-2023. 

 
Target Population 
The target population for GPP includes individuals who are uninsured for one or more 
services and who receive these services from participating PHCSs. Importantly, eligibility 
under GPP is specific to the service being provided. Some services, such as emergency 
care and pregnancy-related services, are already covered under the Medi-Cal program 
for low-income, uninsured residents, and thus are not eligible for GPP funding since 
there is no uncompensated care associated with these services. GPP is designed to 
provide access to care for non-emergency and preventive services that fill critical gaps 
for uninsured individuals who lack third-party coverage for the specific care needs they 
seek. GPP’s approach to providing access to care for the uninsured ensures that the 
program complements existing coverage structures and focuses its funding on areas of 
high need among the uninsured. Individuals are eligible for GPP services regardless of 
age or residence in a specific county, consistent with GPP’s broad and inclusive 
approach to addressing gaps in health care access. 

Program Components 
Funding Sources and Amounts. GPP employs a funding structure that combines two 
primary sources: Medicaid DSH funding and the state’s Uncompensated Care Pool 
funding. Together, these funds form the financial backbone of the program. Under 
CalAIM, the total computable annual limits for GPP payments amount to approximately 
$2.9 billion, composed of the adjusted DSH allotment and an additional $472 million in 
Uncompensated Care Pool funding. PHCS-specific budgets were initially calculated 
based on estimated uninsured services and have been adjusted over time to better align 
with provision of services to the uninsured. Budgets ranged from $38 million to just 
under $1.3 billion across PHCSs in 2022 (Exhibit 2.2). Participating PHCSs receive 
quarterly interim payments throughout each program year, calculated as 25% of their 
global budget. 

Points-based Payment Methodology. GPP organizes its 63 reimbursable services into 
five categories and 18 tiers designed to incentivize care delivery in low-intensity settings 
and provide funding for both traditional and non-traditional health services (see 
Appendix A). Services are grouped into categories that reflect similarities in care setting 
and modality: 
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1. Category 1 focuses on outpatient services in traditional settings. 
2. Category 2 is comprised of complementary patient support and care services. 
3. Category 3 includes technology-mediated outpatient services, such as telehealth 

and e-consults. 
4. Category 4 addresses inpatient and facility-based care, such as hospital stays or 

residential recuperative services. 
5. Category 5, which is a new category of services under CalAIM, comprises “equity-

enhancing” services including ECM, Community Supports, and team-based street 
outreach and engagement. 

Each of the five categories is further divided into tiers (A–D) based on the intensity, level 
of effort, and resource utilization associated with the services. For instance, Tier D 
services, the most intensive and costly, often require advanced training, certification, or 
specialized expertise, while Tier A represents lower-intensity services with fewer resource 
demands. Exhibit 2.3 provides examples of 5 GPP services and their point values in the 
first year of CalAIM. 

Exhibit 2.3: Examples of GPP Services, by Category and Tier 
Category Tier Service Point Value in 

First Year of 
CalAIM 

1. Outpatient in 
traditional settings 

B. Physicians/licensed 
independent 
practitioners 

Outpatient 
primary/specialty visit 

100 

2. Complementary 
patient support and 
care services 

C. Community-based 
face-to-face 
encounters 

Mobile clinic visit 90 

3. Technology-based 
outpatient 

C. Real-time 
telehealth 

Patient-provider real-
time telehealth 

100 

4. Inpatient B. Acute inpatient, 
moderate intensity 

Medical/surgical 
(including acute rehab 
and stepdown) 

613 

5. Equity Enhancing B. Community 
Supports 

Short-term post-
hospitalization housing 

16/day 

Relative point values are assigned to services within tiers using a valuation methodology 
established by the State and are the same for each PHCS. Traditional services, such as 
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emergent care and acute inpatient stays, tend to receive lower relative point values over 
time to discourage reliance on high-cost hospital settings. In contrast, non-traditional 
services – such as group visits and community outreach – are prioritized with higher 
point values to encourage use of equity-enhancing and preventive care approaches. The 
valuation methodology also recognizes the importance of timeliness, convenience, 
increased access, and resource optimization for favorable patient outcomes. By 
emphasizing services aligned with early intervention, care coordination, and health 
promotion, the tier system supports GPP’s broader goals to promote equity and reduce 
long-term health care costs. 

Year-end payment reconciliation. PHCSs earn points throughout the year for 
providing services to eligible patients up to a PHCS-specific point threshold—equivalent 
in dollars to the PHCS’s budget. At the end of each program year, the state reconciles 
global payments with aggregate counts of claimed points for each PHCS to ensure that 
global payments do not exceed the value of their budgeted point thresholds. The state 
then redistributes unearned funds from PHCSs that do not meet their point thresholds 
to those that have exceeded them, incentivizing PHCSs to expand provision of services 
as appropriate to meet the needs of uninsured residents in their communities. 

Participation Requirements. PHCSs in GPP are required to meet several reporting and 
evaluation responsibilities to ensure accountability and the program's success in 
improving care for uninsured populations. PHCSs must submit aggregate utilization 
reports on the number of units of eligible GPP services provided and the resulting points 
earned by these services. Additionally, PHCSs are required to submit encounter-level 
data annually for all services for which the PHCS claims GPP points, detailing 
information such as service type, diagnosis and procedure codes, and patient 
demographics. To support improvements in patient care and outcomes including equity 
objectives, PHCSs must also provide quality measure data stratified by each of five 
patient characteristics, including race, ethnicity, gender, sexual orientation, and preferred 
spoken language, enabling analysis of service accessibility and gaps in care for 
subpopulations of GPP users. Finally, PHCSs play an active role in the program’s 
evaluation by engaging in surveys and interviews, and providing the quantitative data 
sources described above for each program year (PY) that inform the program’s 
effectiveness and alignment with its goals. 
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Program Implementation Status 
Current Implementation under CalAIM 
Initially launched in 2015, CalAIM extended GPP as an integral component of Medicaid 
reform in the state. The extension preserves the program’s essential role in providing 
care for uninsured individuals while incorporating new services and equity-enhancing 
strategies. The evaluation focuses on GPP Program Years (PY) 8-12, which correspond to 
the five-year period spanning from calendar year (CY) 2022 to 2026 (Exhibit 2.4). 

Exhibit 2.4: GPP Implementation Timeline 
 

Note: SFY denotes state fiscal year, PY denotes program year, and CY denotes CY. California’s 
Medi-Cal 2020 waiver extension from December 31, 2020 to December 31, 2021 allowed GPP to 
continue operating in the year preceding the start of the state’s CalAIM waiver. 

History of the Program 
Medi-Cal 2020 GPP Findings. Under Medi-Cal 2020, RAND’s evaluation of the GPP 
uncovered substantial evidence that the program stimulated changes in care delivery, 
particularly in outpatient care utilization.3 Across participating PHCSs, outpatient 
services saw a measurable increase over the course of the GPP. Aggregate utilization 
data showed consistently rising GPP point totals for non-inpatient, non-emergent 
services, underscoring shifts in care delivery patterns. For instance, RAND noted that for 
six out of the 12 PHCSs, the use of outpatient non-BH services increased, illustrating 
efforts by PHCSs to emphasize care in more cost-effective and patient-centered settings. 

Improved access to care was also reflected in increased use of targeted service types, 
such as preventive care and BH care. BH service utilization showed mixed trends, with 
increases in outpatient BH for some PHCSs and decreases for others, suggesting 
localized differences in service use or complete capture of these services within PHCS 
data systems but aligning overall with the GPP’s goals to shift resources to outpatient 
settings. Surveys and interviews with PHCS leaders further corroborated improvements 
in care delivery. Providers frequently reported moderate to strong success in enhancing 
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care team coordination, integrating BH services, and leveraging flexible funding to 
implement innovative care delivery strategies. 

Importantly, the share of points earned by PHCS for non-inpatient, non-emergent 
services steadily increased across the program years. GPP may have achieved this by 
incentivizing PHCSs to reallocate resources to higher-value service categories, such as 
telehealth, patient navigation, and group visits, while de-emphasizing reliance on 
hospital-based services. RAND’s evaluation demonstrated that the percentage of GPP 
funds earned for non-inpatient services rose progressively, further validating the 
program’s ability to shift care delivery to settings that improve access and reduce cost 
burdens. By recalibrating the payment structure to reward outpatient and preventive 
care, GPP laid the groundwork for sustainable delivery system improvements for the 
uninsured across California’s PHCSs. 

Changes to the Program Under the Current Waiver. Under the current waiver, GPP 
incorporated a refined approach to monitoring quality and equity by introducing five 
clinical quality measures and requiring participating PHCSs to submit stratified data to 
assess disparities and progress in achieving equity outcomes. The quality measures now 
included as part of the program are Colorectal Cancer Screening, Hemoglobin A1c 
Control (less than or equal to 9%) for Patients with Diabetes, Screening for Depression 
and Follow-Up Plan, Cervical Cancer Screening, and Breast Cancer Screening. These 
measures were selected due to their alignment with the DHCS Comprehensive Quality 
Strategy and their relevance to promoting prevention, chronic disease management, 
and mental health care.29,30 

To evaluate progress in equity, PHCSs are required to stratify clinical quality measure 
data by several patient characteristics, including race, ethnicity, preferred spoken 
language, gender, and sexual orientation. DHCS and PHCSs use these stratified data to 
identify gaps in care across specific subgroups and assess whether differences in care 
are narrowing over time. This equity-focused monitoring approach enables targeted 
identification and implementation of strategies to enhance care delivery and improve 
health outcomes for subpopulations of GPP users, ensuring that the program not only 
improves overall quality but also addresses gaps in care access and outcomes for 
selected patient groups. 

Under the current waiver, GPP places an elevated focus on strengthening data 
infrastructure as a critical component of Goal 3. Recognizing that incomplete or 
inadequate patient data can hinder efforts to improve care delivery and address health 
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disparities, GPP has prioritized the development of comprehensive data collection, 
reporting, and analytic systems. PHCSs must implement or maintain advanced data 
management systems to capture robust, encounter-level information that informs PHM 
and identifies inequities in care. For example, PHCSs are expected to adhere to the 
Health Equity Monitoring Metrics Protocol,8 which requires stratified reporting of clinical 
quality measures by demographic characteristics described earlier. By enhancing the 
completeness and accuracy of patient data, systems are better equipped to continuously 
monitor outcomes, tailor interventions to specific populations, and drive improvements 
in equity and quality of care in support of GPP’s goals. 

Changes to the Evaluation Design that Build on Earlier Findings. Under the CalAIM 
Waiver, the evaluation design has been expanded to build on earlier findings by 
incorporating more robust comparison groups and leveraging new data sources to 
strengthen inferences about the impact of GPP. Recognizing the limitations of pre-post 
designs used in the prior evaluation, the new design integrates comparison groups to 
assess trends in quality and utilization. These comparison groups were constructed 
using Medi-Cal claims and eligibility data, allowing the identification of Medi-Cal 
members who match the characteristics of GPP users and live in PHCS service areas. By 
comparing quality of care and utilization between GPP participants and these 
comparison groups, the design strengthens the internal validity of the evaluation’s 
findings. 

Additionally, the evaluation now leverages expanded data sources to provide deeper 
insights into performance. Medi-Cal claims data supplement GPP encounter data to 
capture utilization trends for services not traditionally reimbursed under GPP, such as ED 
visits. Managed Care Accountability Set (MCAS) measures, reported annually by Medi-
Cal managed care organizations, were used as an additional dataset to evaluate quality 
and equity outcomes. These measures cover domains such as preventive care, chronic 
disease management, BH, and maternal health, offering valuable benchmarks to track 
trends in quality of care. By incorporating these comparison groups and additional data 
sources, the updated evaluation design provides more detailed analyses of the 
program’s impacts, improving the ability to assess whether GPP has successfully 
transitioned care to high-value settings and reduced disparities in quality of care. 
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C. Evaluation Questions and Hypotheses 
GPP’s Three Evaluation Questions 
The interim evaluation addresses three central questions to assess the impact of GPP: 
whether the GPP has improved quality of care, shifted service provision from emergency 
and inpatient care to non-emergency outpatient settings, and driven improvements in 
data infrastructure needed to understand health inequities (Exhibit 2.5). The three 
evaluation questions reflect GPP’s dual focus on clinical quality and health equity for 
California’s uninsured while promoting use of services in cost-effective care settings. 

Exhibit 2.5: GPP Evaluation Questions and Hypotheses 

Evaluation Question Hypothesis 

1. Was the GPP successful in improving 
quality of care to individuals with 
uninsured services? 

PHCSs improved the quality of 
care to the uninsured. 

2. Was the GPP successful in driving a shift in 
the provision of services from emergent 
and select inpatient services to non-
emergency outpatient settings, including 
non-traditional and equity-enhancing 
services? 

PHCSs increased the use of 
outpatient services, non-
traditional services, and equity-
enhancing services over the 
course of the GPP. 

3. Was the GPP successful in driving 
improvements in the data infrastructure 
necessary to understand health inequities? 

PHCSs improved the data 
collection, reporting, and analytics 
infrastructure to identify and act 
on health inequities. 

GPP’s Key Driver Diagram describes how the design of the program will help to achieve 
these goals (Exhibit 2.6). The upper part of the diagram centers on improving the quality 
of clinical care through investment in patient-centered primary and preventive services, 
utilizing a value-based point methodology that incentivizes a shift from acute care 
settings (such as emergency and inpatient services) to more cost-effective, patient-
centered care, while incorporating non-traditional services like group visits and health 
coaching. The lower part of the diagram reflects GPP’s emphasis on strengthening PHCS 
data infrastructure to better understand and address health inequities, primarily by 
incentivizing data collection, reporting, and analytics improvements and requiring 
PHCSs to submit performance data stratified by key demographic variables according to 
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the GPP Health Equity Monitoring Metrics Protocol. Together, these drivers are intended 
to transform care delivery and data systems to advance quality and equity for uninsured 
populations served by the GPP. 

Exhibit 2.6: GPP Key Driver Diagram 
Aim Primary Driver Secondary Driver 

 (1) Invest in patient-  
 centered primary and  
 preventive care for the  
 uninsured. Administration of a value- 

Improve the quality of 
clinical care (as measured 
by clinical quality 
performance rates) for 
California’s uninsured. 

(2) Shift care away from 
less cost-effective acute 
settings, such as 
emergency and inpatient 
settings for the uninsured. 
(3) Incorporate non- 

based point methodology 
that incorporates factors 
to incentivize a shift in the 
overall delivery of services 
to more patient-centered 
and cost-effective 

 traditional services such as settings. 
 group visits and health  
 coaching for the  
 uninsured.  

  (1) Implementation of the 
  Health Equity Monitoring 

Improve PHCS data  Metrics Protocol. 
infrastructure and Incentivize PHCS through (2) Require PHCS to 
completeness that are GPP to improve data adhere to the Health 
necessary to understand collection, reporting, and Equity Monitoring 
health inequities among analytics infrastructure. Metrics Protocol by 
GPP users.  submitting performance 

  data stratified by 
  demographic data. 

Causality 

Alignment with Title XIX and XXI Objectives 
All evaluation questions and hypotheses promote the objectives of Title XIX and Title 
XXI by assessing whether providing high-quality, accessible services to individuals 
without insurance improves their health outcomes and HRSNs during the demonstration 
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thereby reducing Medicaid expenditures (including Medicaid DSH funding). In addition, 
the infrastructure-building goals of CalAIM, including investments in data systems and 
monitoring protocols, will help to support PHM and optimize clinical care, which will 
support the delivery of high-quality, high-value care to beneficiaries in line with Title XIX 
and XXI objectives. 

Measuring the Impact of the Program 
In evaluating the impact of GPP, the evaluation team will consider GPP to have 
successfully met its goals under the following circumstances: 

1. Improvement in quality of care for GPP service users relative to the comparison 
group on at least one of the five quality measures reported by PHCSs between 
2023 and 2026 and the absence of statistically significant reductions in quality 
relative to the comparison group on the five measures. 

2. Improvement in the share of points for services provided in low-intensity care 
settings vs. high-intensity care settings between 2017 and 2026. 

3. Improvement in data completeness for each of five patient characteristics 
collected in GPP encounter-level data between 2022 and 2026. 

Over the course of GPP, major policy, payment, or public health changes may affect 
access to care for California’s uninsured population independent of the GPP. 
Accordingly, the evaluation team may require adjustments to the evaluation design and 
the associated criteria for assessing GPP’s impact. 

D. Methodology 
The evaluation team developed a mixed methods evaluation design that combined 
quantitative analyses of program data and Medi-Cal claims data, with interviews and 
surveys of PHCS staff knowledgeable about GPP to assess the program’s impact. This 
section begins by outlining the data sources used in the evaluation followed by a 
description of the methodological design and analytic methods used to assess each of 
the three GPP goals. Detailed tables, one for each Evaluation Question, display the 
methodological design, target and comparison populations, evaluation period, 
evaluation measures, and analytic methods. Additional details are provided in the 
Evaluation Design Report (Appendix F). 
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Data Sources for the GPP Evaluation 
Exhibit 2.7 outlines the data sources the evaluation team is using in the GPP evaluation. 
The exhibit shows both secondary data sources and primary data collected by 
UCLA/RAND. It describes the data sources and how the data were used in the 
evaluation. 

Exhibit 2.7: GPP Evaluation Design Data Sources 
Data Source Description of Data Source How the Data Source Is 

Used in the Evaluation 
Secondary Data 
GPP 
Encounter-
Level Data 

Patient-level encounter data submitted by 
each PHCS on a yearly basis; includes 
details on each service provided under 
GPP, with fields such as patient 
characteristics (race, ethnicity, preferred 
spoken language), service type, provider 
identifier, diagnosis codes, and procedure 
codes. Data have been submitted by 
PHCSs since PY 2 (SFY2016-2017), 
improving in quality and completeness 
over time. Data from SFY2016-2017 
through CY 2023 were used for analyses 
included in this report. 

To describe users of GPP 
services, evaluate 
changes in service 
utilization for GPP users, 
and assess the impact of 
improvements in data 
infrastructure needed to 
measure and advance 
health equity. 

GPP 
Aggregate 
Utilization 
Reports 

PHCS-level aggregate annual counts of 
GPP services delivered, submitted via a 
standardized reporting template 
developed by DHCS (interim and final 
year-end summary reports, submitted 
after each PY). Reports include number of 
services provided to the uninsured for 
each eligible GPP service. Data from 
SFY2016-2017 through CY 2023 were 
used for analyses included in this report. 

To supplement 
encounter-level data for 
the analysis of trends in 
service utilization. Data 
source for points earned 
for ED services 
reimbursed through 
county Maddy EMS 
Funds.g 

 

 
g California counties can establish a Maddy Emergency Medical Services (EMS) Fund to 
reimburse physicians and hospitals operating in the county for the costs of uncompensated 
emergency care. ED encounters for these services are not included in GPP encounter-level data 
as they are captured in a parallel reporting system. 
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Data Source Description of Data Source How the Data Source Is 
Used in the Evaluation 

Medicaid Core 
Set 

Annually reported member-level 
measures of performance on quality and 
utilization, covering domains such as 
primary care, BH, maternal health, chronic 
disease, and utilization. Data are reported 
by DHCS for each year of CalAIM. Data 
from CY 2023 were used for analyses 
included in this report. 

To compare trends in 
quality of care for GPP 
users relative to a 
comparison group of 
Medi-Cal members. 

MCAS 
Measures 

Medi-Cal managed care member-level 
data that includes measures of 
performance in BH, children’s health, 
chronic disease management, 
reproductive health, cancer prevention, 
and utilization. Data are reported on an 
annual basis by MCPs for each year of 
CalAIM. Data from CY 2023 were used for 
analyses included in this report. 

To compare trends in 
quality of care for GPP 
users relative to a 
comparison group of 
Medi-Cal members. 

Medi-Cal 
Claims, 
Encounters, 
and Eligibility 
Files 

Statewide Medi-Cal claims and encounter 
data since GPP inception (SFY2015–2016). 
Includes claims and encounters for 
physical, dental, and BH (e.g., Short Doyle 
claims) for members enrolled in either 
managed care or fee-for-service. Data 
from CY 2023 were used for analyses 
included in this report. 

To identify comparison 
groups and derive 
additional measures to 
supplement utilization 
analyses. 

GPP Health 
Equity Reports 

Annual report submitted by PHCSs 
(required as of PY9, (2023) covering five 
DHCS-selected clinical quality measures 
and utilization categories. The data are 
stratified by demographic categories per 
Attachment M of the CalAIM special 
terms and conditions.8 Data from CY 2023 
were used for analyses included in this 
report. 

To assess changes in 
disparities in quality of 
care for GPP users 
throughout CalAIM. 

Health 
Resources and 
Services 
Administration 

Annual data from HRSA Health Center 
Program awardees and look-alikes that 
include clinical quality measures. Data 
from CY 2023 were used for analyses 

To compare trends in 
quality of care for GPP 
users relative to a 
comparison group of 
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Data Source Description of Data Source How the Data Source Is 
Used in the Evaluation 

(HRSA) 
Uniform Data 
System 

included in this report. FQHC users. 

Primary Data Collected by UCLA/RAND 
PHCS Survey Surveys of PHCS leaders and teams 

administered twice during the evaluation 
period (e.g., 2025 and 2026), based on 
protocols developed by the evaluation 
team. Includes structured questions on 
care delivery strategies, implementation 
challenges, and perceptions of patients’ 
care experiences. 

To collect PHCS-specific 
data on GPP 
implementation 
strategies and 
challenges and provide 
context for quantitative 
findings. 

PHCS 
Interviews 

Structured interviews (recorded and 
transcribed) with PHCS leaders and teams 
conducted twice during the evaluation 
period (e.g., 2025 and 2026), following up 
on survey responses and assessing 
implementation experiences in greater 
depth. 

To explore emergent 
themes, address survey 
gaps, and contextualize 
system responses and 
barriers. 

Methodological Design and Analytic Methods 
GPP Goal 1 Evaluation Design 
GPP’s Goal 1 is to improve the quality of care provided to individuals with uninsured 
services. Analyses of quality of care measures and PHCS data on care delivery strategies 
and perceptions of patient experiences inform our approach to evaluating GPP’s Goal 1 
(Exhibit 2.8). 
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Exhibit 2.8: Methodological Design Components for GPP Evaluation Question 1 
Evaluation Measures Evaluation 

Period 
Design/ 
Analytic 
Methods 

Target 
Population, 
Description 

Target 
Population, 
Data Source 

Comparison 
Group, 
Description 

Comparison 
Group, Data 
Source 

Included in the Interim Evaluation Report 
Quality measures* 

» Colorectal Cancer 
Screening 

» Hemoglobin A1c 
Control for Patients 
with Diabetes 

» Screening for 
Depression and 
Follow-Up Plan 

2023 
(Interim 
Evaluation 
Report) 

2023-2026 
(Summative 
Evaluation 
Report) 

Two-group 
comparison; 
descriptive 
analysis 

GPP service 
users 

GPP Health 
Equity Reports 

Medi-Cal 
members who 
have received 
primary care 
services 

FQHCs in 
California not 
affiliated with 
PHCSs 

MCAS/ 
Medicaid Core 
Set Measures 
 

 
HRSA Uniform 
Data System 

» Cervical Cancer 
Screening 

      

» Breast Cancer 
Screening 

      

» Strategies to improve 
access to care, 
continuity of care, 
and population health 

2025 Single period 
cross-
sectional 

Participating 
PHCSs 

PHCS Survey NA NA 

» Timeliness of care for 
PHCS patients 
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Evaluation Measures Evaluation 
Period 

Design/ 
Analytic 
Methods 

Target 
Population, 
Description 

Target 
Population, 
Data Source 

Comparison 
Group, 
Description 

Comparison 
Group, Data 
Source 

» Perceptions of patient 
experiences at PHCS 

      

Additional analyses to be included in the Summative Evaluation Report 
» Strategies to improve 

access to care, 
continuity of care, 
and population health 

2026 Single period 
cross-
sectional 

Participating 
PHCSs 

PHCS Survey NA NA 

» Timeliness of care for 
PHCS patients 

      

» Perceptions of patient 
experiences at PHCS 

      

» Impact of state and 
federal payment and 
policy changes 

      

*For the five measures reported in the GPP Health Equity Reports, CMS is the measure steward for the Screening for Depression and 
Follow-up Plan measure. The National Committee for Quality Assurance (NCQA) is the measure steward for the other four quality 
measures. For the comparison group, four of the five measures were obtained from the MCAS and NCQA is the measure steward for 
all four measures. For the measure obtained from the HRSA Uniform Data System data, CMS is the measure steward. 
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GPP Quality Measures. The first set of analyses uses the GPP Health Equity Reports to 
examine trends in the quality of care PHCSs provide to GPP users. PHCSs started 
submitting these reports for care provided in 2023 and will continue doing so on an 
annual basis through the end of CalAIM (2026). The reports included each PHCS’s 
performance on five quality measures, both overall and stratified by patient’s self-
reported demographic characteristics (ethnicity, race, preferred spoken language, 
gender, and sexual orientation). The five quality measures included in the GPP Health 
Equity Reports include8: 

1. Colorectal Cancer Screening: percentage of adults 45-75 years of age who had 
appropriate screening for colorectal cancer with any of the following: fecal occult 
blood test during the CY, FIT-DNA (fecal immunochemical test) in the last 3 years, 
flexible sigmoidoscopy in the last 5 years, computed tomography colonography 
in the last 5 years, or colonoscopy in the last 10 years. [Measure steward: NCQA]. 

2. Hemoglobin A1c Control for Patients with Diabetes: percentage of individuals 
18-75 years of age with diabetes (type 1 and type 2) whose hemoglobin A1c was 
>9.0% during the measurement year. To facilitate comparisons across measures, 
results were reverse-coded so that a higher performance rate implies better 
quality [Measure steward: NCQA]. 

3. Screening for Depression and Follow-up Plan: percentage of patients aged 12 
years and older screened for depression on the date of the encounter or up to 14 
days prior to the date of the encounter using an age-appropriate standardized 
depression screening tool, and, if positive, a follow-up plan is documented on the 
date of or up to two days after the date of the qualifying encounter [Measure 
steward: CMS]. 

4. Breast Cancer Screening: percentage of women 50-74 years of age who had a 
mammogram to screen for breast cancer any time on or between October 1 two 
years prior to the measurement period and the end of the measurement period 
[Measure steward: NCQA]. 

5. Cervical Cancer Screening: the percentage of women 21-64 years of age who 
were screened for cervical cancer using (a) cervical cytology performed within the 
last 3 years (for women 21-64 years of age), (b) high-risk human papillomavirus 
testing performed within the last 5 years (for women 30-64 years of age), or c) 
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cervical cytology/high-risk human papillomavirus co-testing within the last 5 
years (for women 30-64 years of age) [Measure steward: NCQA]. 

This Interim Evaluation Report includes data from the first year of reporting (2023). In 
the Summative Evaluation Report, the evaluation team will examine changes in quality 
of care and disparities between 2023 and 2026. 

For four of the five quality measures, the analysis used a comparison group of Medi-Cal 
members who live in the same counties as participating PHCSs, have full-scope Medi-
Cal coverage, and received at least one primary care service in 2023.h To identify the 
comparison group the evaluation used Medi-Cal claims, encounter, and eligibility data, 
and MCAS data were used to assess quality of care. The MCAS data were reported by 
MCPs to DHCS reflecting the quality of care received by their Medi-Cal members and 
include four of the five quality measures comprising the GPP Health Equity Reports. A 
primary care service was defined by adapting the May 2024 California Office of Health 
Care Affordability’s Draft Primary Care Code Set. Under this definition, a service was 
defined as a primary care service if it was one of 584 services, was rendered by a 
provider with one of 30 primary care specialty codes, and was offered in one of 16 
places of service.31 After identifying the cohort of Medi-Cal members who met inclusion 
criteria, the evaluation team matched via each member’s Client Identification Numberi in 
the 2023 Medi-Cal eligibility file with the 2023 MCAS data and only included in the 
analyses those members who appeared in both files. 

For the fifth measure, Screening for Depression and Follow-up Plan, a comparable 
measure is not available in the MCAS data. Instead, the evaluation team relied on the 
HRSA Uniform Data System (UDS) data, which includes performance data for HRSA 
Health Center Program awardees and look-alikes for the same measure included in the GPP 
Health Equity Report data. Using the HRSA UDS data, the evaluation team identified a 

 

 
h The evaluation team implemented the utilization requirement for the Medi-Cal comparison 
group as the performance rates reported by PHCSs for GPP users only includes in the target 
population those patients for whom the PHCS submitted points and who had a GPP primary 
care visit with the PHCS. The Depression Screening and Follow-up Plan measure is not included 
in the MCAS and required use of a different comparison group that is described later in this 
section. 
i The Client Identification Number is the unique patient identifier used in Medi-Cal claims and 
eligibility files. 
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comparison group cohort of FQHCs operating in California, excluding five FQHCs that 
are affiliated with one of the 13 PHCSs participating in GPP. The team then used FQHC-
level performance estimates on the measure and calculated an overall rate for the 
comparison group, weighting the FQHC-level estimates by the number of patients ages 
18 and older that were served by the FQHC. 

PHCS Survey. Analyses of the PHCS Survey provided insights into implementation of 
the strategies of PHCSs to improve quality of care (including access to care, continuity of 
care, and population health), estimates of timeliness of care provided to patients at the 
PHCS, and PHCS perceptions of patient experiences. 

GPP Goal 2 Evaluation Design 
GPP’s Goal 2 is to drive the shift in the provision of services from emergency and select 
inpatient services to non-emergency outpatient settings among individuals with 
uninsured services. Quantitative analyses of service utilization and analyses of the PHCS 
Survey were used to inform the approach to GPP’s Goal 2 (Exhibit 2.9). Selected 
utilization analyses were included in this Interim Evaluation Report while additional 
analyses are in-progress and will be included in the Summative Evaluation Report. In 
addition, a second wave of the PHCS Survey and a second set of interviews with staff 
from each PHCS will be conducted in 2026 and incorporated into the Summative 
Evaluation Report. 
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Exhibit 2.9: Methodological Design Components for GPP Evaluation Question 2 
Evaluation Measures Evaluation 

Period 
Design/ 
Analytic 
Methods 

Target 
Population, 
Description 

Target 
Population, 
Data Source 

Comparison 
Group, 
Description 

Comparison 
Group, Data 
Source 

Included in the Interim Evaluation Report 
» Utilization (in GPP 

points), by service 
category 

» Share of points in 
low-intensity 
settings, overall and 
stratified by patient 
demographics 

2015-2023 
(Interim 
Evaluation 
Report) 

2015-2026 
(Summative 
Evaluation 
Report) 

Single-group 
longitudinal 
analysis 

GPP service 
users 

GPP 
encounter-
level data 

NA NA 

» Strategies to 
promote care in 
cost-effective 
settings 

2025 Single period 
cross-sectional 

Participating 
PHCSs 

PHCS Survey NA NA 

» Availability of 
Community 
Supports 

      

» Providers of 
Community 
Supports within 
PHCS 
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Evaluation Measures Evaluation 
Period 

Design/ 
Analytic 
Methods 

Target 
Population, 
Description 

Target 
Population, 
Data Source 

Comparison 
Group, 
Description 

Comparison 
Group, Data 
Source 

» Experiences with 
referrals for 
Community 
Supports 

      

Additional analyses to be included in the Summative Evaluation Report 
» ECM and 

Community 
Supports 
implementation 
progress and 
challenges 

2026 Single period 
cross-sectional 

Participating 
PHCSs 

PHCS Survey, 
PHCS 
Interviews 

NA NA 

» Impact of BH 
delivery changes 

      

» Impact of state and 
federal payment and 
policy changes 

      

» All-cause ED visit 
rate 

» Multiple ED 
visits/year 

2015-2023 Pre-post with 
comparison 
group 

GPP service 
users attributed 
to a PHCS 

Medi-Cal 
Claims 

Medi-Cal 
members 
attributed to a 
PHCS 

Medi-Cal 
Claims 

» ACS ED visits       
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Evaluation Measures Evaluation 
Period 

Design/ 
Analytic 
Methods 

Target 
Population, 
Description 

Target 
Population, 
Data Source 

Comparison 
Group, 
Description 

Comparison 
Group, Data 
Source 

» ACS hospitalizations 2017-2023 Two-group 
longitudinal 
analysis 

GPP service 
users attributed 
to a PHCS 

GPP 
encounters 

Medi-Cal 
members 
attributed to a 
PHCS 

Medi-Cal 
Claims 
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GPP Service Utilization Trends. The first set of analyses used GPP encounter-level data 
to examine trends in utilization of GPP services from the program’s inception (state FY 
2015-2016) through 2023, which reflected the most current data available. The 
evaluation team assessed trends in utilization for five categories of non-BH services: 
outpatient-traditional, outpatient-non-traditional, low-intensity inpatient, inpatient 
medical/surgical, and emergency. The first three categories reflected services that were 
typically provided in “low-intensity” settings whereas the latter two categories reflected 
“high-intensity” settings. The evaluation team then examined four categories of BH 
services: outpatient and residential, which reflected “low-intensity” settings, and 
inpatient and emergency, which reflected “high-intensity” settings. Points earned by 
PHCSs for each service, based on GPP’s valuation methodology (Attachment L of the 
CalAIM special terms and conditions),8 were aggregated within each of these service 
categories. Appendix A of the Interim Evaluation Report contains a crosswalk between 
individual GPP services to categories and contains point values for each service. 

Share of Points in Low-intensity Settings. Using the service categories listed above, 
the evaluation team then examined trends in points earned for all services in low-
intensity settings as a share of total points. Appendix B of the Interim Evaluation Report 
provides specifications for the numerator and denominator of each point-share 
measure. These share-of-points measures were examined across all services and 
stratified by BH and non-BH services. The evaluation team next examined these 
measures for a cohort of users of physician servicesj at the PHCS. This analysis 
accounted for the fact that PHCSs provided services to all members of their 
communities regardless of insurance status and that many patients may use primary 
care services outside of the PHCS, presenting challenges for PHCSs in coordinating 
services across care settings. This analysis was restricted to seven PHCSs for which the 
patient identifiers included in the GPP encounter data could reliably track individual 
patients across inpatient and outpatient settings for services provided by the PHCS. 

Impact of GPP on ACS Utilization. While the analyses listed above are descriptive only, 
two additional sets of analyses featured comparisons of trends in ED and inpatient 

 

 
j “Physician services” refers to outpatient primary care and specialty provided to GPP users by 
physicians or non-physician clinicians such as nurse practitioners (NPs), physician assistants 
(PAs), and certified nurse-midwives (CNMs). 
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utilization between GPP service users and a comparison group of Medi-Cal members 
who use PHCSs as their usual source of primary care and will be included in the 
Summative Evaluation Report. The ED utilization analyses will assess all-cause ED 
utilization, repeated ED visits, and ACS ED utilization, and it will include a pre-GPP 
measurement yeark allowing robust, difference-in-differences analyses that can account 
for unobservable differences between GPP service users and Medi-Cal members. Medi-
Cal claims were the data source for the ED utilization analyses because GPP service users 
are eligible for restricted-scope Medi-Cal coverage, also known as “Emergency 
Medicaid,” and Medi-Cal claims were generated for these services. By contrast, our 
analyses of ACS hospitalizations will rely on GPP encounter-level data for GPP users and 
will cover the period 2017 to 2026, which reflects the period during which GPP 
encounter-level data are available. 

PHCS Survey. Analyses of the PHCS Survey provided insight into PHCS implementation 
of strategies to support provision of Community Supports, experiences with referrals for 
Community Supports, and delivery of services in cost-effective settings. 

GPP Goal 3 Evaluation Design 
GPP’s Goal 3 is to improve PHCS data infrastructure and completeness necessary to 
understand health inequities among GPP users. Two distinct analyses informed our 
approach to GPP’s Goal 3 (Exhibit 2.10). First, the evaluation team analyzed GPP 
encounter-level data to assess the extent to which information was reported on five 
patient characteristics on each encounter record: race, ethnicity, gender, sexual 
orientation, and preferred spoken language. The team first conducted this analysis 
including all GPP users and then for the subset of GPP patients who used a PHCS for 
physician services. 

The team also analyzed PHCS Survey questions around data infrastructure, including the 
accuracy of patient information and priorities for each PHCS in improving data accuracy, 
challenges with data collection and data sharing, and use of patient portals – a key tool 
for patient engagement, data collection, and data sharing. 

 

 
k Although GPP began in SFY(SFY) 2015-2016 (July 1, 2015-June 30, 2016), program 
implementation was delayed. The Medi-Cal 2020 Section 1115 waiver was approved in 
December 2015 and the service valuation methodology and payment mechanics were not 
finalized until April 2016. 
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Exhibit 2.10: Methodological Design Components for GPP Evaluation Question 3 
Evaluation 

Measures 

Evaluation 

Period 

Design/ 

Analytic 

Methods 

Target 

Population, 

Description 

Target 

Population, 

Data 

Source 

Comparison 

Group, 

Description 

Comparison 

Group, 

Data 

Source 

Included in the Interim Evaluation Report 
» Completeness 

of patient 
race, 
ethnicity, 
gender, 
sexual 
orientation, 
and preferred 
spoken 
language in 
GPP 
Encounter 
data 

2022-2023 
(Interim 
Evaluation 
Report) 

2022-2026 
(Summative 
Evaluation 
Report) 

Single-
group 
longitudinal 
analysis 

Participating 
PHCSs 

GPP 
encounter-
level data 

NA NA 

» Accuracy of 
patient 
information 

» Data 
collection and 
data sharing 
challenges 

2025 Single 
period 
cross-
sectional 

Participating 
PHCSs 

PHCS Survey NA NA 

» Patient 
portals 

      

Additional Analyses to be Included in the Summative Evaluation Report 
» Data 2026 Single Participating 

PHCSs 
PHCS NA NA 

collection and period Survey, 
data sharing cross- PHCS 
challenges sectional Interviews 
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E. Methodological Limitations 
In assessing the impact of GPP, the evaluation team encountered a wide range of 
challenges, including difficulty in identifying a suitable comparison group, incomplete 
and inconsistent data capture across care settings, lack of data collection directly from 
patients, and analytic constraints stemming from the COVID-19 pandemic and available 
data sources at the time of submission of this Interim Evaluation Report. 

Study Design Limitations 
Comparison Group Constraints: Difficulty constructing a valid comparison group for 
GPP service users stemmed primarily from the lack of available data sources on 
uninsured California residents – especially for care received in ambulatory settings. 
Nearly all California PHCSs participate in GPP, except for five of the six UC-affiliated 
health systems; however, the evaluation team was unable to secure patient-level data 
from the non-participating UC systems. Efforts to assemble a comparison group from 
out-of-state health systems were also infeasible due to limited information on quality 
and utilization across care settings within comparable systems. Similarly, an FQHC 
comparison group could not be developed because available quality measures were not 
stratified by insurance status or relevant patient characteristics – both crucial for 
exploring GPP’s evaluation questions. Moreover, it remains uncertain whether FQHCs 
would have mirrored PHCS trends in quality and utilization measures prior to the start of 
GPP. 

The main comparison group identified for analyses in this report, full-scope Med-Cal 
members who live in the same counties as participating PHCSs, has several limitations. 
For example, Medi-Cal members and uninsured members may have differences in care-
seeking behavior that are not stable over time. In particular, the uninsured may be more 
likely to defer care during periods in which use of public resources by uninsured 
residents receives negative publicity at the local, state, or federal levels. Separately, there 
is a continuous coverage requirement for the quality measures that rely on the MCAS 
data as a comparison group. This requirement limits the members that are included in 
the reporting of the measure to those who have been enrolled in Medi-Cal for a period 
of time specified by each measure. There are no similar coverage requirements for the 
GPP cohort. In addition, access to care and quality of care for Medi-Cal members were 
likely affected by several other CalAIM waiver components (discussed more in Section 
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H) and therefore may not have similar trajectories in these outcomes as GPP service 
users in the absence of GPP. 

Data Limitations 
Comprehensiveness of GPP Data: All GPP data (aggregate utilization reports and 
encounter-level records) represent only services for which points were earned by PHCSs 
for GPP funding and may not capture the entirety of services provided to GPP users. 
Many GPP users might experience periods with and without insurance in the same year 
and over time, making it difficult to estimate the impact of GPP on utilization using GPP 
data sources alone. For example, periods of uninsurance might cause individuals to use 
EDs as their usual source of care or reduce their utilization of primary care during these 
periods, while using primary care physicians (PCP) in their communities when they are 
insured. The mix of services provided through GPP could shift more from primary care-
focused to acute care-focused as rates of uninsurance decrease in the state. 

A related limitation is that GPP data reflect only services delivered by PHCSs and their 
contracted entities – not the totality of care received by GPP users – which might include 
FQHCs unaffiliated with the PHCSs. As a result, the analyses may underestimate both 
quality measure performance and the proportion of points earned in low-intensity 
settings, particularly if GPP users use PHCSs for ED and hospital care but use non-PHCS 
clinics for most or all of their ambulatory care. The use of a second exposure cohort that 
is limited to PHCS physician service users seeks to address this limitation, but it is 
unlikely to capture all services received by GPP users. Furthermore, since ED services are 
covered by Medi-Cal (“Emergency Medi-Cal”) for all residents with qualifying incomes, 
many ED services are not included in GPP data reported by PHCSs. The evaluation will 
incorporate Medi-Cal claims data for the Summative Evaluation Report to provide a 
more comprehensive assessment of changes in ED utilization. 

Improvements in PHCS data systems for capturing GPP services over the course of the 
program could also introduce bias by overstating increases in utilization. In particular, 
data exchange between PHCSs and county-based BH systems is still challenging in many 
counties depending on the degree of organizational integration. Over time, 
improvements in data capture – especially for services provided by county-based BH 
providers and PHCSs that use contracted providers – could improve reporting of 
utilization by GPP users. However, we anticipate that these improvements would only 
introduce bias in our low-intensity-point share measures if there were differential 
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improvements in data capture between inpatient and outpatient settings causing shifts 
in utilization that are due only to improved data capture rather than actual shifts across 
settings. 

Encounter-Level Identification Issues: Few PHCSs employ a unique patient identifier 
that spans all care settings within their health systems, hampering efforts to accurately 
construct utilization and quality measures at the individual level and to track 
longitudinal changes. This challenge was pronounced for contracted providers and 
county-based BH systems, especially in PHCSs where BH services were not fully 
integrated. The evaluation team surveyed PHCSs to understand the consistency of 
unique identifiers across settings and used this information to define cohorts of 
physician service users in seven PHCSs that allow linkages between inpatient and 
outpatient care across behavioral and non-behavioral services. However, in less 
integrated systems, inconsistencies in linking behavioral and non-behavioral data 
persist, limiting the evaluation’s ability to measure continuity of care, assess follow-up 
care after acute events, and evaluate changes in physical health and BH integration that 
might be associated with GPP. 

Lack of Encounter Data Specificity: The inability to distinguish primary care from 
specialist encounters in the GPP encounter-level data stemmed from lack of granularity 
in service codes (a common code identifies visits with physicians regardless of specialty) 
and reliance predominantly on organizational provider identifiers instead of clinician-
specific identifiers. These limitations rendered any efforts to assess specialty care 
infeasible even though access to specialists was highlighted as a key challenge in the 
PHCS Survey. Additionally, encounter-level data were not collected during the first year 
of GPP (state FY 2015-2016)l and were not considered reliable for the following year, 
requiring analyses to rely on the aggregate utilization reports through June 2017 and 
encounter-level data thereafter for analyses of trends in utilization. 

Limitations of Quality Measure Data: Assessments of GPP’s impact on quality of care 
were constrained by the availability of only five measures, which – although addressing 
diverse patient populations and including an intermediate outcome (A1c control) – omit 
important areas like SUD treatment or follow-up care after acute events. Such omissions 
limit the evaluation’s ability to fully assess alignment with GPP goals, especially 

 

 
l Encounter-level reporting was a requirement beginning in GPP’s second year (SFY2016-2017). 
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regarding increased provision of care in low-intensity settings. Moreover, GPP’s quality 
measures were first collected only in 2024, reflecting performance in 2023 (CalAIM’s 
second year), restricting the evaluation’s ability to measure GPP’s impact over the entire 
five-year waiver. 

PHCS Survey Limitations: The PHCS Survey was limited by the lack of a comparison 
group, difficulty attributing care improvement strategies undertaken by PHCSs 
specifically to GPP, and potential respondent bias, as PHCS staff may wish to present 
GPP progress in a favorable light. Moreover, during cognitive interviews with two PHCSs 
conducted to develop the PHCS Survey, the evaluation team learned that insurance 
status at the point of care was often unknown, so PHCS representatives would not be 
able to provide GPP-user-specific responses, which limits the specificity of survey and 
interview feedback. The timing of the survey (early 2025) further limits its ability to 
capture temporal changes. 

Patient Experience Gaps: Direct engagement of patients through primary data 
collection (surveys or interviews) was not possible due to operational and privacy 
concerns. To partially mitigate this, the evaluation required staff from two primary care 
clinics within each PHCS to respond to questions about patient experiences. The 
evaluation team will seek to engage community stakeholders in the future to 
supplement the survey findings to develop a more comprehensive assessment of care 
experiences of uninsured residents who may be receiving services from PHCSs. 

Limitations of Statistical Analyses 
Pandemic-Related Impacts: COVID-19 dramatically affected utilization patterns in 
2020, with the impact very likely persisting through the initial years of GPP 
implementation under CalAIM. While the use of a comparison group in the quality of 
care assessments provided adjustment for these long-term pandemic impacts, the 
utilization analyses reported in this report remain sensitive to COVID-19’s effects due to 
the lack of a comparison group. Nevertheless, the utilization analyses included four pre-
pandemic years and will expand to cover two full CYs following the end of the public 
health emergency (PHE) in May 2023 in the Summative Evaluation Report. 

Adjusting for Changing Patient Health Needs: Since GPP’s introduction, significant 
changes in patient health status likely occurred among uninsured residents, as deferred 
care during COVID-19 may have worsened chronic or mental health conditions among 
GPP users. Although current analyses do not adjust for case mix changes over time, 
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analyses that will be included in the Summative Evaluation Report will incorporate 
adjustments for medical complexity and risk using standard tools like the Chronic Illness 
and Disability Payment System.32 

F. Results 
The results section provides a profile of GPP service users, presents interim evaluation 
findings for each of the three evaluation questions, and discusses future analyses that 
will build on these interim results and will be included in the Summative Evaluation 
Report. 

Profile of GPP Service Users 
To examine the characteristics of GPP users, the evaluation team used GPP Encounter-
Level Data from 2023 and summarized the number and percentage of encounters that 
were provided to subpopulations of users, including across all PHCSs as well as the 
minimum and maximum percentages at the PHCS-level. In reporting GPP user 
characteristics in the encounter-level data, PHCSs used guidance provided by DHCS in 
the Format and File Specification for GPP Encounter Reporting Manual,33 including how 
to classify missing and unknown data. In 2023, nearly half of GPP services were provided 
to adults ages 26–49 (49.4% of all encounters) and ages 50–64 (25.8%) (Exhibit 2.11). 
Only 9% of services were provided to children ages 18 and younger. Most services were 
provided to people who identified as female (51.4%). A quarter of services were 
provided to White GPP users (25.7%), and a notable proportion to GPP users who 
identified as Other Race (49.2%), with smaller percentages of services for Black or 
African American GPP users (3.4%) and Asian GPP users (4.7%). Nearly two-thirds of 
services were provided to GPP users who identified as Hispanic or Latino (65.3%), while 
17.3% were provided to those who identified as not Hispanic or Latino. Regarding GPP 
users’ sexual orientation, the largest proportion of services were provided to those who 
described themselves as straight or heterosexual (40.3%) although GPP users’ self-
reported sexual orientation was not available for most encounters (58.5%). Over half of 
services were provided to GPP users whose preferred spoken language was Spanish 
(62.4%), followed by English (27.7%), with a small fraction indicating a preference for 
other languages. 
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Exhibit 2.11. Demographic Characteristics of GPP Service Users, 2023 
 Number of 

Encounters, 
All PHCSs 

Percent of 
Encounters, 
All PHCSs 

Minimum 
PHCS 

(Percent) 

Maximum 
PHCS 

(Percent) 
Age     

0-12 137,681 4.6 1.3 11.3 
13-18 129,303 4.4 1.8 13.8 
19-25 138,208 4.7 2.8 9.5 
26-49 1,465,551 49.3 38.4 60.6 
50-64 766,334 25.8 13.6 31.6 
65+ 319,405 10.8 3.7 14.7 
Value Missing 13,451 0.5 0.0 6.4 

Gender     

Female 1,525,235 51.4 24.3 60.5 
Male 1,074,503 36.2 21.4 54.3 
Other 32,285 1.1 0.0 54.2 
Did not disclose 121,707 4.1 0.0 25.1 
Value Missing 216,203 7.3 0.0 14.8 

Race     

White 759,497 25.6 7.6 89.0 
Black or African American 100,615 3.4 1.2 11.2 
Asian 129,363 4.4 0.8 9.1 
American Indian or Alaska Native 12,260 0.4 0.1 2.4 
Native Hawaiian or Other Pacific 

Islander 
 

16,596 
0.6 0.0 4.0 

Multiracial 23,307 0.8 0.2 2.1 

Other Race* 1,457,203 49.1 3.9 70.4 
Declined to Answer 30,741 1.0 0.0 14.3 
Unknown 376,655 12.7 0.0 20.6 
Value Missing 63,696 2.1 0.0 15.3 

Ethnicity     

Not Hispanic or Latino 514,817 17.3 10.2 41.0 
Hispanic or Latino 1,938,581 65.3 29.8 80.6 
Unknown 470,279 15.8 0.3 42.6 
Declined to Answer 4,529 0.2 0.0 0.6 
Value Missing 41,727 1.4 0.0 15.4 

Sexual Orientation     
Straight or Heterosexual 1,198,056 40.3 10.3 76.6 
Lesbian, Gay, or Homosexual 19,946 0.7 0.1 1.8 
Bisexual 9,393 0.3 0.0 0.9 
Something Else 3,657 0.1 0.0 1.8 
Choose Not to Disclose 430,481 14.5 0.6 39.1 
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 Number of 
Encounters, 
All PHCSs 

Percent of 
Encounters, 
All PHCSs 

Minimum 
PHCS 

(Percent) 

Maximum 
PHCS 

(Percent) 
     

Don't know 474,378 16.0 0.1 88.7 
     

Value Missing 834,022 28.1 0.2 57.2 
Preferred Spoken Language     

English 822,202 27.7 15.5 64.9 
Spanish 1,853,637 62.4 21.3 70.8 
All other languages** 92,609 3.1 0.2 6.6 
Unknown 176,281 5.9 0.5 44.0 
Value Missing 25,204 0.8 0.8 15.4 

Source: GPP Encounter Data, 2023. 
Note: Each percentage reflects the number of encounters in which each response category was 
reported on the encounter as a proportion of all encounters analyzed. Encounters across all care 
settings (i.e., inpatient, outpatient, residential, community) were included in the analysis. CY 2023 
was chosen for this analysis because it was the first performance year that included all 13 PHCS 
following UCLA Health’s entry into the program in 2023. 
*A GPP user was categorized as ”Other Race” when they self-identified with a race not otherwise 
listed. 
**All other languages include a wide range of languages, and most account for fewer than 1 
percent of GPP encounters. The most commonly preferred spoken languages other than English 
and Spanish in 2023 were Portuguese (0.4% of encounters), Mandarin (0.3%), Russian (0.3%), 
Tagalog (0.2%), Korean (0.2%), Dari (0.2%), and Arabic (0.2%). 

 

Results for GPP Evaluation Question 1 
Evaluation Question 1 addresses the extent to which GPP is associated with 
improvements in quality of care for individuals receiving uninsured services. To answer 
this question, the evaluation team used PHCS reported data on five measures of the 
quality of care provided to GPP users in 2023 – the first year that these reports were 
available following CMS’s approval of GPP’s Health Equity Monitoring Metrics Protocol. 
The team compared performance on four of these five measures for GPP service users 
relative to a comparison group of full-scope Medi-Cal members living in PHCS counties 
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who had at least one primary care encounter in 2023.m For the fifth measure (Prevention 
Care and Screening: Screening for Depression and Follow-Up Plan), the team compared 
performance for GPP users to that of FQHCs in the state, excluding those FQHCs that 
are affiliated with a PHCS. 

As described in Section D, the evaluation intends to compare trends in quality of care 
for GPP users relative to full-scope Medi-Cal members and FQHCs between 2023 and 
2026 to determine whether GPP achieves improvements in quality or stability in trends 
relative to the comparison group. Appendix C includes a table comparing the 
demographic characteristics of the sample of GPP users and Medi-Cal members that 
were included in the analyses of the four relevant quality measures that used MCAS data 
for the comparison group. In addition to analyses assessing quality of care, data were 
analyzed from the 13 PHCSs responding to our PHCS Survey relating to the strategies 
they have used to improve the quality of care during the first few years of CalAIM, 
estimates of the timeliness of care provided to their patients, and perceptions of patient 
care experiences. 

Quality of Care for GPP Users 
Exhibits 2.12-2.16 display comparisons of the quality of care provided to GPP users in 
2023 with a comparison group of full-scope Medi-Cal members residing in the same 
county as one of the 13 PHCSs or patients served by FQHCs in the state, depending on 
the measure. In each exhibit, the bars indicate the quality of care provided to GPP users 
across all PHCSs while the dashed lines indicate the quality of care provided to the 
comparison group (either Medi-Cal members or California FQHCs). 

Across the five measures, GPP users received higher quality care than the comparison 
group on two measures, lower quality on two measures, and similar quality on one 
measure (Exhibit 2.12). For the two measures in which GPP outperformed the 
comparison group, GPP users were 5 percentage points more likely to receive colorectal 
cancer screenings (60% vs. 55%, p < 0.001) and 13 percentage points more likely to 
undergo screening for depression (80% vs. 67%, p < 0.001). By contrast, GPP users were 

 

 
m The evaluation team implemented the utilization requirement for the Medi-Cal comparison 
group because the performance rates reported by PHCSs for GPP users define the target 
population as all patients for whom the PHCS submitted points and who had a GPP primary care 
visit with the PHCS. 
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less likely to achieve hemoglobin A1c control (7 percentage points fewer GPP users 
achieved hemoglobin A1c control of 9% or less compared to Medi-Cal members; 66% 
vs. 73%, p < 0.001) and cervical cancer screening rates were also 7 percentage points 
lower (64% vs. 71%, p < 0.001). GPP users and Medi-Cal members received breast 
cancer screenings at similar rates (72% vs. 71%, p = 0.09). 

To place the quality of care for GPP users within a national context, PHCSs‘ performance 
for GPP patients can be compared to nationwide median benchmarks from the NCQA 
Quality Compass from measurement year 2023. Compared to these national 
benchmarks, a greater proportion of GPP users received recommended breast cancer 
screenings (72% vs. 51%), cervical cancer screenings (64% vs. 58%), and hemoglobin A1c 
control (66% vs. 60%). Two of the five quality measures, however, are not included in the 
NCQA Quality Compass. For these measures, the evaluation team compared PHCSs to 
FQHCs nationwide using data from HRSA’s UDS.34-36 Compared to patients seen at 
FQHCs nationally, a greater proportion of GPP users received colorectal cancer 
screenings (60% vs. 41%) and screening for depression with documentation of a follow-
up plan (80% vs. 72%).37 

Exhibit 2.12. Quality of Care Provided to GPP Users, 2023 
 

Source: GPP Health Equity Reports, 2023; MCAS, 2023; HRSA Uniform Data System, 2023. 
Note: Bars indicate overall performance rate for all PHCSs. Dashed lines indicate performance for 
the comparison group of Medi-Cal members for all measures except Preventive Care and 
Screening: Screening for Depression and Follow-Up Plan, which reflects all users of California 
FQHCs. A higher performance rate implies better quality. Although the Hemoglobin A1c Control 
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measure used in GPP and included in the MCAS assesses poor control (>9%), the chart shows 1 
minus the performance rate such that a higher rate indicates better quality. *Indicates a 
statistically significant difference between GPP users and the comparison group at the p ≤ 0.05 
level. 

 
Next, the evaluation team examined performance on the five quality measures within 
population subgroups defined by five patient characteristics. 

Differences in quality of care by GPP user race. First, differences in quality across 
seven racial categories were examined (Exhibit 2.13). Comparisons between GPP users 
who self-reported one or more races and the entire Medi-Cal member cohort indicated 
that GPP users who self-identified as Multiracial were more likely to receive lower quality 
than the comparison group across the greatest number of measures and the magnitude 
of the gaps tended to exceed most other racial groups – including a 19-percentage 
point lower rate of hemoglobin A1c control and a 12-percentage point lower rate of 
breast cancer screening compared with Medi-Cal members. GPP users who self-
identified as Black or African American or Native Hawaiian or Pacific Islander were also 
less likely to receive screenings than the comparison group, particularly on the cervical 
cancer screening measure, where Black or African American GPP users were 11 
percentage points less likely to receive screenings than Medi-Cal members and GPP 
users who self-identified as Native Hawaiian or Pacific Islander were 13 percentage 
points less likely to do so (p < 0.001 for all comparisons). 

Exhibit 2.13. Quality of Care Provided to GPP Users, by Race, 2023 
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Source: GPP Health Equity Reports, 2023; MCAS, 2023; HRSA Uniform Data System, 2023. 
Note: Bars indicate overall performance rate for all PHCSs. Dashed lines indicate performance for 
the comparison group of Medi-Cal members for all measures except Preventive Care and 
Screening: Screening for Depression and Follow-Up Plan, which reflects all users of California 
FQHCs. A higher performance rate implies better quality. Although the Hemoglobin A1c Control 
measure used in GPP and included in the MCAS assesses poor control (>9%), the chart shows 1 
minus the performance rate such that a higher rate indicates better quality. Patient race is self-
reported for GPP users and is derived from Medi-Cal eligibility files for the comparison group. 
*Indicates a statistically significant difference between a GPP user subgroup and the entire 
comparison group at the p ≤ 0.05 level. 

 
Differences in quality of care by GPP user ethnicity. Exhibit 2.14 displays 
comparisons of quality of care by patient ethnicity. Differences in quality between ethnic 
groups of GPP users and the entire Medi-Cal member comparison group were most 
notable for breast cancer screening, for which Hispanic or Latino GPP users were 8 
percentage points more likely to receive screenings relative to the Medi-Cal comparison 
group while GPP users who self-identified as not Hispanic or Latino were 5 percentage 
points less likely to do so (p < 0.001 for each comparison). For the cervical cancer 
screening measure, performance gaps relative to the Medi-Cal population existed for 
both groups but were substantially larger for GPP users who were not Hispanic or Latino 
users (10 percentage points; p < 0.001) than for Hispanic or Latino GPP users (2 
percentage points; p = 0.04). While the lower overall rate of hemoglobin A1c control for 
GPP users relative to the Medi-Cal comparison group was observed for both ethnic 
groups, the differences were small between the two groups. 
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Exhibit 2.14. Quality of Care Provided to GPP Users, by Ethnicity, 2023 
 

Source: GPP Health Equity Reports, 2023; MCAS, 2023; HRSA Uniform Data System, 2023. 
Note: Bars indicate overall performance rate for all PHCSs. Dashed lines indicate performance for 
the comparison group of Medi-Cal members for all measures except Preventive Care and 
Screening: Screening for Depression and Follow-Up Plan, which reflects all users of California 
FQHCs. A higher performance rate implies better quality. Although the Hemoglobin A1c Control 
measure used in GPP and included in the MCAS assesses poor control (>9%), the chart shows 1 
minus the performance rate such that a higher rate indicates better quality. Patient ethnicity is 
self-reported for GPP users and is derived from Medi-Cal eligibility files for the comparison 
group. *Indicates a statistically significant difference between a GPP user subgroup and the 
entire comparison group at the p ≤ 0.05 level. 

 
Differences in quality of care by GPP user preferred spoken language. We also 
examined quality of care by patients’ preferred spoken language (Exhibit 2.15). Relative 
to the entire Medi-Cal comparison group, performance gaps were present for both 
English-speaking and Spanish-speaking GPP users, but the gaps tended to be larger for 
English-speakers. For example, cervical cancer screening rates for English-speaking GPP 
users were 15 percentage points lower than those of Medi-Cal members whereas rates 
for Spanish-speaking GPP users were only 4 percentage points lower (p < 0.001 for each 
comparison). By contrast, English-speaking GPP users had breast cancer screening rates 
that were 14 percentage points lower than the comparison group while screening rates 
among Spanish-speaking GPP users equaled those of the Medi-Cal population. 
Meanwhile, GPP users whose preferred language was a language other than Spanish or 
English received as good or better-quality care across all patient groups for three of the 
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five measures (colorectal cancer screening, Hemoglobin A1c control, and preventive 
care and screening for depression, p < 0.001 for all three measures). 

Higher quality of care for Spanish-speaking patients and patients who prefer other 
languages compared with English-speaking patients could be explained by the use of 
targeted strategies within PHCSs to address the needs of non-English speaking 
communities, including bilingual staff, culturally tailored outreach programs, and 
community partnerships that specifically aim to reduce barriers to preventive and 
primary care access for non-English speakers. PHCS Survey results included later in this 
chapter indicate that PHCSs have made concerted efforts to improve language access 
through interpreter services, but they may also use language-concordant navigation and 
educational materials, which can lead to increased utilization and adherence to 
recommended care among patients whose language preference is Spanish or another 
language compared to English-speaking patients. 

Exhibit 2.15. Quality of Care Provided to GPP Users, by Preferred Spoken 
Language, 2023 

 

Source: GPP Health Equity Reports, 2023; MCAS, 2023; HRSA Uniform Data System, 2023. 
Note: Bars indicate overall performance rate for all PHCSs. Dashed lines indicate performance for 
the comparison group of Medi-Cal members. A higher performance rate implies better quality. 
Although the Hemoglobin A1c Control measure used in GPP and included in the MCAS assesses 
poor control (>9%), the chart shows 1 minus the performance rate such that a higher rate 
indicates better quality. In 2023, GPP users reporting English preference represented 28% of all 
encounters; users reporting Spanish preference represented 62% of all encounters, and users 
with a preference other than these two languages represented 3% of all encounters (See Exhibit 
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2.11) The category “All other languages” include a wide range of languages, most of which 
account for less than 1 percent of GPP users individually. *Indicates a statistically significant 
difference between a GPP user subgroup and the entire comparison group at the p ≤ 0.05 level. 

Differences in quality of care by GPP user gender. Both males and females are 
included in the eligible population for three of the five measures included in the 
analysis. For only one of the three measures, hemoglobin A1c control, GPP performance 
was lower, on average, than the entire Medi-Cal comparison group (Exhibit 2.16). The 
differences in performance gaps between genders for this measure were small. Female 
GPP users had a 5-percentage point lower rate of hemoglobin A1c control than the 
overall Medi-Cal population (68% vs 73%, p < 0.001), while the performance gap for 
male GPP users was 7 percentage points (66% vs 73%, p < 0.001). 

Exhibit 2.16. Quality of Care Provided to GPP Users, by Gender, 2023 
 

Source: GPP Health Equity Reports, 2023; MCAS, 2023; HRSA Uniform Data System, 2023. 
Note: Bars indicate overall performance rate for all PHCSs. Dashed lines indicate performance for 
the comparison group of Medi-Cal members for all measures except Preventive Care and 
Screening: Screening for Depression and Follow-Up Plan, which reflects all users of California 
FQHCs. A higher performance rate implies better quality. Although the Hemoglobin A1c Control 
measure used in GPP and included in the MCAS assesses poor control (>9%), the exhibit shows 
1 minus the performance rate such that a higher rate indicates better quality. *Indicates a 
statistically significant difference between a GPP user subgroup and the entire comparison 
group at the p ≤ 0.05 level. 
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Differences in quality of care by GPP user sexual orientation. Finally, the evaluation 
team examined differences in quality according to patients’ self-reported sexual 
orientation (Exhibit 2.17). Although small sample sizes for certain groups limited the 
number of comparisons possible for certain measures, gaps in quality relative to the 
Medi-Cal population were, on average, larger for lesbian, gay, or homosexual GPP users 
than for straight or heterosexual GPP users. For example, lesbian, gay, or homosexual 
GPP users had a 16-percentage point lower rate of cervical cancer screening than the 
comparison group whereas the gap for straight or heterosexual GPP users was only 5 
percentage points (p < 0.001 for both comparisons). Lesbian, gay, or homosexual GPP 
users were also 5-percentage points less likely to receive breast cancer screenings than 
Medi-Cal members. While this difference was not statistically significant, it is important 
to note that, by contrast, straight or heterosexual GPP users were 4 percentage points 
more likely than Medi-Cal members to receive breast cancer screenings (p < 0.001). 

Exhibit 2.17. Quality of Care Provided to GPP Users, by Sexual Orientation, 2023 
 

Source: GPP Health Equity Reports, 2023; MCAS, 2023; HRSA Uniform Data System, 2023. 
Note: Bars indicate overall performance rate for all PHCSs. Missing bars indicate that the 
denominator for the subgroup was below 100. Dashed lines indicate performance for the 
comparison group of Medi-Cal members for all measures except Preventive Care and Screening: 
Screening for Depression and Follow-Up Plan, which reflects all users of California FQHCs. The 
“other” category includes all other reported sexual orientations, including asexual, pansexual, 
and queer. This number of GPP users in this category is small, with the denominator for the 
included measures ranging from 170 to 339 GPP users. A higher performance rate implies better 
quality. Although the Hemoglobin A1c Control measure used in GPP and included in the MCAS 
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assesses poor control (>9%), the exhibit shows 1 minus the performance rate such that a higher 
rate indicates better quality. *Indicates a statistically significant difference between a GPP user 
subgroup and the entire comparison group at the p ≤ 0.05 level. 

Strategies Used by PHCSs to Improve Quality of Care 
To provide additional context around changes in the quality of care for GPP users during 
CalAIM, the evaluation team gathered information through surveys of PHCS leaders and 
staff about the strategies the 13 PHCSs used to improve access to care and continuity of 
care throughout their health systems over the first few years of CalAIM. 

Strategies to Improve Access to Care and Continuity of Care. Most of the 13 PHCSs 
reported devoting a high or very high level of effort to reducing wait times between 
requests for an appointment and the scheduled appointment date, especially for 
appointments with medical subspecialists (85% of PHCSs) and primary care providers 
(75%) (Exhibit 2.18). Increasing the number of physicians within the PHCS was the next 
most widely pursued strategy with 77% of PHCSs reporting substantial efforts to 
increase the number of medical specialists, 67% reporting this strategy for primary care, 
and just under half of PHCSs reporting substantial efforts to expand their BH physician 
workforce. Other strategies pursued intensively, primarily to improve access to primary 
care, included expanding the availability of same-day or next-day appointments, hiring 
additional mid-level providers, adding new care delivery sites, and expanding 
empanelment to providers and/or care teams. On the other hand, only about a third of 
PHCSs reported devoting effort to expanding or maintaining use of telehealth in the 
past two years for primary and BH care settings, and even fewer (15%) of PHCSs 
reported focusing effort on this strategy to improve access for medical subspeciality 
care. Notably, all strategies were used substantially less for BH than for primary care 
with the exception of telehealth. 
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Exhibit 2.18. PHCS Use of Strategies to Improve Access to Care and Continuity of 
Care 

 

Note: *Mid-level providers are defined as nurse practitioners and physician assistants. 
**Question not asked regarding medical subspecialty care. 
Note: BH services refer to services provided to people with mild to moderate mental health 
conditions and SUDs. Medical subspecialties include specialties such as cardiology, 
pulmonology, and gastroenterology. Surgical subspecialties, such as orthopedics, dermatology, 
and interventional cardiology, are not included in this category. 

Strategies to Improve Population Health. PHCSs reported using a wide range of 
strategies to improve population health during the first few years of CalAIM, including 
sending reminders to patients about needed care, following up with patients, and 
tracking referrals (Exhibit 2.19). More than half of PHCSs reported devoting high or very 
high effort to sending reminders to patients about preventive care screenings that were 
due or overdue (85% of PHCSs), annual well-care visits or check-ups that were due or 
overdue (69%), and recommended vaccines that were due (62%). Just over half of PHCSs 
reported devoting considerable effort to following up with patients who do not respond 
after being sent clinically significant tests or lab results and following up with patients 
who have been referred to ECM or Community Supports to determine if the patient 
received the service. Fewer than a third of PHCSs reported devoting substantial effort to 
maintaining systems that track patients’ receipt of specialty care following a referral. 
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Exhibit 2.19. PHCS Use of Strategies to Improve Population Health 
 

Note: 13 PHCSs responded to all of the measures included in this figure. 
*These include screenings recommended by the U.S. Preventive Services Task Force (USPSTF). 
**These might include abnormal fecal immunochemical test (FIT) or Pap smear results. 

 
PHCS Perceptions of Patients’ Care Experiences 
Since primary data collection from patients was viewed as potentially disruptive to clinic 
operations, the evaluation team surveyed PHCS primary care clinic leaders to assess 
their perceptions of care experiences for patients who received care from their clinic. A 
total of 25 clinic leaders responded to this portion of the PHCS Survey. 

Communication, Care Continuity, and Access. All or nearly all primary care clinic 
leaders reported that patients were able to easily receive interpreter assistance during 
their appointments and most reported that it was easy for patients to understand 
medical information discussed during visits (Exhibit 2.20). However, only 32% of clinic 
leaders reported that it was easy for patients to participate effectively in video telehealth 
appointments. Most primary care clinic leaders felt that patients received high levels of 
care continuity and reported that their patients were able to easily receive prescriptions 
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without gaps after enrolling in Medi-Cal and were able to see the same primary care 
provider or care team on an ongoing basis. Although nearly two-thirds (64%) of primary 
care clinic leaders reported that it was easy for patients to receive primary care in a 
timely manner, only 28% of clinic leaders reported that receiving timely specialty care 
was somewhat or very easy for patients, and only 24% reported that it was easy for 
patients to receive support for housing needs after being referred by the PHCS. 

Exhibit 2.20. PHCS Primary Care Clinic Leaders’ Perceptions of Patient Experiences 
When Seeking Care 

Source: PHCS Survey, 2025. 
Note: Two primary care sites from each PHCS were asked to respond to the survey. Twenty-five 
primary care sites across 13 PHCSs responded. 

 
Timeliness of Care. Recognizing the difficulty many patients face accessing timely 
primary care, and the possible role of wait times as a barrier to receiving primary care 
and preventive services, the evaluation team asked PHCS primary care clinic leaders to 
report information about the availability of appointments at their clinics and completion 
rates for these appointments (Exhibit 2.21). Analysis of these data indicated that the 
wait-time for the third-next-available appointment, a common measure of access, was 
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nine days for the median primary care clinic, which is shorter than the traditional 14-day 
benchmark and much shorter than recent national estimates of metropolitan areas that 
ranged from 27 to 44 days.38 All primary care clinic leaders reported allocating at least 
some appointments for same-day or next-day visits, and the median clinic offered 11% 
of its total appointments for these types of visits. In terms of visit completion rates, the 
median clinic reported that 13% of its appointments were not completed during the 
past five days because patients did not show, which is generally within the range of 
primary care visit non-completion rates found in the literature (between 3-16%).39,40 

Although primary care providers might be unable to attend to a patient at the time of 
an appointment for any number of reasons, including patient care emergencies or staff 
absences, the median clinic did not report any patient visits that were not completed on 
account of a provider being unable to see the patient. This suggests that PHCS primary 
care clinics routinely ensured that other members of the patient’s care team or other 
staff can attend to patients when the patient’s scheduled provider was unavailable. 

Exhibit 2.21. Timeliness of Care for PHCS Patients 
 

Source: PHCS Survey, 2025. 
Note: Two primary care sites from each PHCS were asked to respond to the survey. Twenty-five 
primary care sites across 13 PHCSs responded. *Includes any scheduled appointment that was 
not completed because the scheduled provider was unable to see the patient for any reason. For 
example, if a patient showed up for their originally scheduled appointment on a Tuesday and 
the provider was unable to see the patient until later that week, the originally scheduled 
appointment was counted as not completed. 
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Results for GPP Evaluation Question 2 
Evaluation Question 2 focuses on shifts in utilization of services by GPP users across care 
settings. Using encounter-level data submitted by PHCSs participating in GPP, the 
evaluation team examined utilization trends in selected categories of service over the 
entire GPP – spanning the state’s earlier Medi-Cal 2020 Waiver through the first two 
years of CalAIM (2015-2023). The team then examined trends in the share of services 
provided in low-intensity settings to assess whether GPP facilitated a shift from care in 
high-intensity settings to low-intensity settings when appropriate.n Finally, PHCS Survey 
data were used to understand possible mechanisms underlying these changes in 
utilization patterns during CalAIM. Future analyses in the Summative Evaluation Report 
will focus on measures such as ACS utilization in both ED and inpatient settings – using 
Medi-Cal claims data to provide a more comprehensive data source for ED encounters. 

Utilization of Non-BH Services 
Utilization in Low-Intensity Settings. Over the first two years of CalAIM, the 
evaluation team observed a large increase in utilization of outpatient, traditional 
services, a category that includes encounters with physicians, dental visits, and 
outpatient surgeries (Exhibit 2.22, panel 1). These increases continued a trend that 
began after the first CY of the COVID-19 pandemic, reaching a high in 2023 of nearly 
149 million points, which resulted in earning approximately $1.6 billion dollars in GPP 
global budget expenditures. This growth was driven overwhelmingly by physician 
services rather than outpatient surgeries. Utilization of non-traditional services, a 
category that includes 33 eligible services such as PharmD and nurse-only visits, mobile 
clinic visits, e-consults, and telehealth, grew consistently prior to CalAIM and remained 
constant during the first two years of CalAIM. The rapid growth in non-traditional 
services starting in 2020 can be traced to increased use of telehealth by PHCSs during 
the pandemic, which leveled off starting in 2021. Low-intensity inpatient services were 
limited to skilled nursing facility utilization and recuperative/respite care and were 
associated with very few points overall. 

 
 
 

 
nAppendix A GPP Services, Service Categories, and Point Values (2015-2023) provides a list of all 
GPP services eligible for claiming points along with their designation as high-intensity services 
or low-intensity services. 
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Utilization in High-Intensity Settings. Since GPP’s inception, far fewer points have 
been earned for non-BH services provided in high-intensity settings compared to those 
provided in low-intensity settings (Exhibit 2.22, panel 2). Overall, inpatient 
medical/surgical admissions increased across both waiver periods, although the increase 
was largely driven by a substantial increase in points earned for these services between 
2022 and 2023. The extent to which this increase may be driven by increases in GPP 
users’ case mix, as measured by increased comorbidities or increased length of hospital 
stays, is still being examined. Points earned for emergency services have remained 
consistently low since GPP’s inception because most uninsured individuals are eligible to 
enroll in Medi-Cal coverage during these encounters (also known as “Emergency 
Medicaid"), and PHCSs are not eligible to earn points for these encounters. 

Exhibit 2.22. Non-BH Service Utilization, by Setting 
 

Source: GPP Aggregate Utilization Reports (state FY 2015-2016 through CY 2023), GPP 
Encounter Data (7/1/17 through 12/31/23). 
Note: Point values are time-varying. See Appendix A for point values for each service. GPP’s 11 
equity-enhancing services were omitted from the first panel since these services were 
introduced only in 2023. In 2023 these services accounted for approximately 2.7 million points. 
*Encounter-level data were not generated in state FY 2015-2016 and had uncertain quality in the 
first year of reporting (state FY 2016-2017). Accordingly, the 2016 estimate was based on the 
state FY 2015-2016 aggregate utilization reports submitted by PHCS, and the 2017 estimate was 
based on an annualized estimate derived from the state FY 2016-2017 aggregate utilization 
report and GPP encounter-level data from 7/1/2017-12/31/2017. As a result, the evaluation 
team was unable to recategorize services with non-BH service codes as BH encounters for dates 
of service before 7/1/2017. 
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Utilization of BH Serviceso 

Utilization in Low-Intensity Settings. Utilization of BH outpatient visits, which includes 
encounters with mental health and substance use providers, methadone treatment, and 
non-traditional services such as telehealth, increased substantially since the beginning 
of GPP (Exhibit 2.23, panel 1). Utilization of these services also increased over the first 
two years of GPP under the CalAIM Waiver, although this increase was limited to the 
second year of the waiver. Meanwhile, use of BH residential services decreased during 
the COVID-19 pandemic and remained steady during the first two years of CalAIM. 
Residential services include stays in mental health and substance use facilities, which can 
span multiple days, as well as encounters at sobering centers, which are typically limited 
to stays less than one day, and only four PHCSs earned points for sobering center 
utilization since GPP’s inception. Increased demand and prioritization of BH services 
along with improved data sharing between county PHCSs and BH systems could explain 
the observed increases in outpatient services, while the slight decline in use of 
residential facilities may reflect limited capacity. The evaluation team continues to 
explore both factors in interviews with PHCS leaders. 

Utilization in High-Intensity Settings. BH inpatient services increased steadily over the 
first two years of CalAIM, continuing an upward trend observed during much of the 
prior waiver (Exhibit 2.23, panel 2). This increase could be the result of lack of access to 
beds in residential facilities or greater emphasis on expanding access to care, which is 
consistent with the increased trend observed in outpatient care for BH conditions. 
Meanwhile, emergency BH service utilization did not increase meaningfully during the 
first two years of CalAIM, suggesting that it is unlikely that the increases in inpatient 
utilization were due to unmanaged BH conditions in outpatient and community settings. 

 

 

 
o The GPP identifies specific services as mental health services, substance use disorder services, 
or BH services. To ensure that analyses of BH services encompass all encounters for these 
conditions regardless of their categorization, however, the evaluation team re-categorized any 
service associated with a non-BH service code as a BH service if the principal diagnosis on the 
encounter was a BH condition identified by an ICD-10 CM diagnosis code beginning with “F”, 
which includes both mental health conditions (such as mood disorders) and substance use 
conditions (such as opioid use disorder). These methods were implemented for encounters with 
dates of service beginning 7/1/2017 based on the evaluation team’s assessment of encounter-
level data quality. 



216  

Exhibit 2.23. BH Service Utilization 
 

Source: GPP Aggregate Utilization Reports (state FY 2015-2016 through CY 2023), GPP 
Encounter Data (7/1/17 through 12/31/23). 
Note: Point values are time-varying. See Appendix A for point values for each service. 
*Exhibit 2.22 notes describe the methods used to derive these estimates. 

Changes in Utilization in Low-Intensity Settings Versus High-Intensity 
Settings 
Share of Points in Low-intensity Settings, All Services. Overall, just under three-
quarters of all points earned by PHCS were for services in low-intensity settings, and, 
consistent with GPP Goal 2, this percentage increased slightly from 71% to 73% since 
GPP’s inception (Exhibit 2.24). The evaluation team also examined the share of points in 
low-intensity settings at the PHCS level to understand how the distribution of this 
percentage changed over time across the 13 PHCSs participating in GPP. Some variation 
was observed across PHCSs, including several PHCSs that were able to increase their 
share of points in low-intensity settings over time although the PHCS representing the 
25th percentile of the share of points in low-intensity settings was essentially unchanged 
between 2016 and 2023. 
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Exhibit 2.24. Share of Points in Low-intensity Settings, All Services 

Source: GPP Aggregate Utilization Reports (state FY 2015-2016 through CY 2023), GPP 
Encounter Data (7/1/17 through 12/31/23). 
Note: GPP services excluded from this analysis include ICU/CCU, trauma, transplant, and burn 
care services, which are considered essential community services. Percentiles were computed in 
each CY and may refer to different PHCSs in each CY 
*The Exhibit 2.22 notes describe the methods used to derive these estimates. 

 
Share of Points in Low-intensity Settings, Non-BH Services. When examining non-
BH services only, the evaluation team found the share of points in low-intensity settings 
decreased slightly during the first two years of CalAIM despite a gradual increase since 
the beginning of GPP (Exhibit 2.25, panel 1). This change appears to be driven by the 
sharp increase in inpatient medical/surgical encounters between 2022 and 2023. Overall, 
since GPP’s inception the share of points in low-intensity settings increased slightly from 
75% to 76%, which is consistent with GPP Goal 2. 

Share of Points in Low-Intensity Settings, BH Services. For BH services, the share of 
points in low-intensity settings declined slightly over the first two years of CalAIM 
(Exhibit 2.25, panel 2). These findings indicate that the increases in BH outpatient 
services were not large enough to offset increases in inpatient utilization during this 
period. The decrease in the share of points in low-intensity settings during CalAIM is 
consistent with the slight overall decline in the percentage since GPP’s inception, which 
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decreased from 56% to 55% over the 8-year period, which is inconsistent with GPP Goal 
2. 

Exhibit 2.25. Share of Points in Low-intensity Settings for Behavioral and Non-
behavioral Services 

 

Source: GPP Aggregate Utilization Reports (state FY 2015-2016 through CY 2023), GPP 
Encounter Data (7/1/17 through 12/31/23). 
*Encounter-level data did not exist or had variable quality in 2016 and 2017; accordingly, these 
estimates are based on aggregate utilization reports submitted by PHCS from state FY 2015-
2016 and state FY 2016-2017, respectively. 

 
Share of Points in Low-intensity Settings, GPP Physician Service Users. The 
evaluation team next examined the cohort of GPP service users who had one or more 
visits with physicians during a calendar year (Exhibit 2.26). Results showed the share of 
points in low-intensity settings increased over time for all services (84% in 2018 to 86% 
in 2023) as well as for non-BH services (84% to 87% over the same period). Consistent 
with prior analyses focusing on BH services only, the team observed a decrease in the 
share of points in low-intensity settings for these services, which decreased from 88% in 
2018 to 75% in 2023. 
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Exhibit 2.26. Share of Points in Low-intensity Settings for GPP Physician Service 
Users 

Source: GPP Encounter Data (2018-2023), GPP Aggregate Utilization Reports (state FY 2017-
2018 through CY 2023). 
Notes: This analysis used encounters from patients who had at least one physician encounter for 
which the PHCS earned GPP points. The sample was defined within each year; GPP users may 
not be included in all years. The analysis used data beginning in 2018 because encounter-level 
data are required to identify the cohort of physician service users and the encounter data from 
CY 2018 onward were determined to be high quality. 

 
PHCS Strategies to Shift Utilization to Low-Intensity Settings 
PHCSs were surveyed in early PY11 (2025) to better understand the extent to which 
PHCSs were using seven possible strategies to minimize utilization in high-intensity 
settings where appropriate. PHCSs reported devoting a high or very high level of effort 
to several strategies (Exhibit 2.27). More than half of PHCSs reported devoting 
substantial effort to arranging appointments for needed follow-up care after ED visits or 
hospitalizations to enhance continuity of care. Over half of PHCSs also focused on 
referrals to ECM for people who frequently use the ED, while a third of PHCSs prioritized 
referrals for Community Supports, both of which are described in more detail in the next 
section. 
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Exhibit 2.27. PHCS Use of Strategies to Promote Care in Cost-effective Settings 
 

Source: PHCS Survey, 2025. 
Note: *Only 11 PHCS responded to the questions about arranging appointments for needed 
follow-up care with appropriate providers after an ED visit or hospitalization and referring 
patients with frequent ED visits to ECM. ED=Emergency Department. 

ECM and Community Supports 
Availability of Community Supports. To align the services available to California 
residents through GPP with those newly available to Medi-Cal members under CalAIM, 
DHCS added nine new Community Supports to GPP along with ECM. Since the provision 
of Community Supports to GPP users might depend on the extent to which Community 
Supports are available to the PHCS’s Medi-Cal patients (which are, in turn, determined 
by the MCPs with which the PHCS contracts), the evaluation team asked PHCSs to 
identify which Community Supports were available through the MCPs with which they 
contracted (Exhibit 2.28). Most PHCSs (85%-92%) reported that at least one MCP 
provided housing transition navigation services, housing tenancy and sustaining 
services, and housing deposits. An equally high proportion of PHCSs reported that their 
MCPs offered recuperative care/medical respite services. Notably, around half or fewer 
than half of PHCSs reported that MCPs offered asthma remediation, sobering center 
services, or day habilitation services. These offer rates for Community Supports generally 
aligned with statewide averages as assessed by UCLA/RAND in its evaluation of 
Community Supports appearing later in this report. 
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Exhibit 2.28. Availability of Community Supports through Medi-Cal MCPs 
 

Source: PHCS Survey, 2025. 

Providers of Community Supports. PHCSs might choose to provide Community 
Supports directly or contract with providers in their communities who have experience 
with these services. However, the more that PHCSs rely on contracted organizations, the 
more difficult it might be for PHCSs to know which patients were referred for these 
services, because CBOs can initiate referrals to MCPs. PHCSs might also be less likely to 
know which patients ultimately received the services and whether or how to ensure that 
the PHCS provides optimal follow-up care. As of early 2025, many PHCSs contracted 
exclusively with service providers outside of the PHCS, although the extent to which this 
occurs varied by service (Exhibit 2.29). For example, recuperative care was provided 
directly by 60% of PHCSs (sometimes supplemented by contracted providers), whereas 
day habilitation services were provided to PHCS patients entirely by contracted 
providers. The services with the highest rates of direct provision were medical respite 
and sobering centers, which may reflect the historical inclusion of these two Community 
Supports in GPP since the program’s inception. In addition, PHCSs were more likely to 
provide housing-related Community Supports directly, potentially reflecting the priority 
given to these services and the strength of the association between access to these 
services and patient health and well-being. 
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Exhibit 2.29. Providers of Community Supports within PHCSs 
 

Source: PHCS Survey, 2025. 
Note: Only asked of those PHCSs that contracted with at least one MCP that offered the 
Community Support (denominator ranges from 5 to 11 PHCSs). 

 
Utilization of Community Supports and ECM. During the first two years of CalAIM, 
PHCSs earned points for a limited number of Community Supports (Exhibit 2.30). In PY8 
(2022), only two Community Supports were available, and PHCSs earned substantially 
more points for recuperative care than sobering center services. In PY9 (2023) a total of 
11 Community Supports were available through GPP for which PHCSs earned points for 
seven services. By far, PHCSs earned points for recuperative care (approximately 45% of 
all points earned for Community Supports in 2023). In addition, PHCSs earned points for 
housing transition/navigation services and housing tenancy and sustaining services, 
collectively providing over 17,000 months of services to GPP users, as well as housing 
deposits that supported nearly 600 move-ins. Nearly 7,000 months of ECM services were 
provided to GPP users in 2023. Whereas six individual PHCSs provided GPP’s two long-
standing Community Supports in 2023, only five individual PHCSs earned points for any 
of the nine Community Supports that were newly added to GPP in 2023. 
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Exhibit 2.30. Utilization of Community Supports and ECM by GPP Service Users 
 

Source: GPP encounter-level data, 2022-2023 
Note: The length of each bar reflects the total number of GPP points earned by all PHCSs. The 
total units of service provided by all PHCSs are also indicated. 

Experiences with Referrals for Community Supports. Successful implementation of 
the nine additional Community Supports within GPP requires PHCSs to develop new 
workflows and data infrastructure. In particular, new systems that document initiation of 
referrals for Community Supports are needed to support follow-up to ensure that 
eligible patients receive each service and PHCSs can earn points for each service. The 
evaluation team surveyed PHCSs to better understand their ability to track referrals for 
Community Supports initiated by PHCS providers. PHCSs reported that, as of 2025, it 
remained somewhat or very difficult to track referrals for all Community Supports 
(Exhibit 2.31). PHCSs most frequently reported asthma remediation as the service for 
which referrals were most difficult to track, followed closely by housing deposits. By 
contrast, PHCSs reported far less difficulty in tracking referrals for Community Supports 
that have historically been a part of GPP. 
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Exhibit 2.31. PHCS Referral Experiences for Community Supports 
 

Source: PHCS Survey, 2025. 
Note: Only asked of those PHCSs that contracted with at least one MCP that offered the 
Community Support (denominator ranges from 5 to 11 PHCSs). 

Non-Traditional Services Provided to GPP Service Users 
Under the GPP points system, PHCSs can earn points for 33 individual, non-traditional 
services beyond ECM and Community Supports. These services include non-physician 
visits; preventive health, education, and support services; chronic and integrative care 
services; community-based encounters; and multiple forms of telehealth, including 
“store and forward” services, e-Consults, and real-time audio and/or video telehealth 
visits between patients and providers. Analyses of utilization data from 2023 indicate 
that each PHCS provided a unique mix of non-traditional services, which may reflect 
tailoring to meet the unique needs of GPP service users or the capabilities of each PHCS. 

To illustrate the variation in use of non-traditional services, the evaluation team 
examined the nine most commonly used non-traditional services across all PHCSs and 
the relative use of these nine services for each of the 13 PHCS (Exhibit 2.32). Overall, 
PHCSs earned the most non-traditional points for real-time telehealth servicesp (51% of 
all non-traditional points) followed by nurse-only visits (17% of all non-traditional 
points). For individual PHCSs, these two services were among the most commonly 

 
 
 

p Real-time telehealth involves synchronous telehealth communication in which providers and patients 
communicate directly with each other using audio or video. 
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provided. However, Exhibit 2.32 also indicates that selected PHCSs prioritized specific 
non-traditional services. For example, use of case management ranged from 0% to 39% 
of all non-traditional points across PHCSs, mobile clinic visits ranged from 0% to 58%, 
and e-Consults ranged from 0% to 28%. 

Exhibit 2.32. Utilization of Non-Traditional GPP Services 
 

Source: GPP encounter-level data, 2023 
Note: Denominators for each row in the figure correspond to the total number of points earned 
for nontraditional services earned by all PHCSs (first row) or by each individual PHCS (next 13 
rows). 

 

Results for GPP Evaluation Question 3 
Evaluation Question 3 focuses on the extent to which GPP induces improvements in 
data infrastructure that can help PHCSs measure and reduce disparities in care. Using 
encounter-level data submitted by the 13 PHCSs, the evaluation team examined trends 
in the completeness of key patient information reported on encounter records that 
PHCSs used to support the claiming of points during the first two years of CalAIM. 
Analyses examined completeness of these data elements both overall and for a cohort 
of physician service users for whom PHCSs were expected to have more opportunities to 
collect information from patients. Finally, survey data were used to better understand 
the challenges PHCSs faced collecting and sharing patient data, including an in-depth 
analysis of PHCS patient portals, which are a potentially important tool for 
communicating with patients and exchanging key patient information. 
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Completeness and Accuracy of Patient information 
Completeness of Patient Information, all GPP Users. Overall, rates of reported 
patient information were high across four of the five patient characteristics prioritized by 
DHCS in the design of GPP’s Health Equity Monitoring Metrics Protocol – ranging from 
83% to 93% complete for ethnicity, gender, language, and race (Exhibit 2.33). The lone 
exception was sexual orientation, which was only complete for 41% of encounters in 
2023. Aggregating rates of reported information across the five measures, the 
evaluation team observed an increase in overall completion from 76% to 78% between 
2022 and 2023. 

Among encounters for which patient information was not reported, GPP users might 
decline to provide the information or report “unknown.” Alternatively, PHCSs that do not 
ask patients for this information report “missing” on the encounter record. Rates of 
missing data were low in 2023 – ranging from 1%-2% for language, race, and ethnicity, 
7% for gender, and 28% for sexual orientation. 

Exhibit 2.33. Percentage of GPP Encounters with Reported Patient Information, 
2022-2023 

 
 

Source: GPP Encounter Data, 2022-2023. 
 

Completeness of Patient Information, Physician Service Users. Because GPP service 
users include individuals who receive primary care regularly within the PHCS as well as 
those who obtain services exclusively through the ED or who are referred to the PHCS 
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for hospital care, the number of opportunities and feasibility of collecting patient 
information varies widely across individual GPP users. Thus, the evaluation team 
examined all encounters for a subgroup of GPP users with at least one physician visit in 
ambulatory settings in seven PHCSs that reported using a consistent, unique patient 
identifier across time. This analysis confirmed that patient information tended to be 
much more complete for GPP users of physician services compared to the overall GPP 
cohort (Exhibit 2.34). The exception was information about gender, which was less likely 
to be reported for users of physician services compared with the overall cohort. 

Exhibit 2.34. Percentage of GPP Encounters with Reported Patient Information for 
Users of Physician Services, 2022-2023 

 

Source: GPP Encounter Data, 2022-2023. 
Note: The PHCS cohort used in the analysis was limited to seven PHCSs that used a consistent, 
unique patient identifier across all years. Each bar indicates the percentage of encounters with 
reported information among GPP physician service users in these 7 PHCSs. Each square 
represents the corresponding percentage for all GPP users in these 7 PHCSs. 

 
Accuracy of Patient Information. When queried about the accuracy of their patient 
information, PHCSs overwhelmingly reported high accuracy for patient demographic 
information required to generate the GPP Health Equity Report (Exhibit 2.35). By 
contrast, the reported level of accuracy was lower for health-related social needs, such 
as food access, transportation access, and housing instability, which are more dynamic 
than demographic characteristics and require more frequent data collection to ensure 
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their accuracy. PHCSs also reported spending a high or very high level of effort on 
improving data accuracy for the patient information included in the health equity 
monitoring protocol, and they were somewhat less likely to report substantial effort for 
other patient information—particularly patients’ disability status, although proxy 
indicators of disability, such as current medical conditions, are also readily available in 
PHCS electronic health records. 

Exhibit 2.35. PHCS Ratings of Accuracy of Patient Information and Efforts to 
Improve Accuracy 

Source: PHCS Survey, 2025. 
Note: Accuracy refers to the degree to which patient-specific information is both valid and 
current. *Only 12 PHCS responded to the questions about gender and sexual orientation. High 
or very high effort refers to efforts to improve data accuracy. 

Data Collection and Data Sharing Challenges 
Despite the importance of having valid patient information, PHCSs reported substantial 
challenges collecting these data. PHCS Survey respondents indicated that the biggest 
challenges were the impact of data collection on clinic flow, difficulty obtaining data 
outside of clinic visits, and concern about overburdening patients (Exhibit 2.36). 

By comparison, data sharing challenges between PHCSs and contracted providers and 
between PHCSs and other entities were rated as less challenging, which may be related 
to the fact that GPP had already operated for over six years prior to CalAIM’s 
implementation. The most widely reported data sharing challenges were receiving data 
from contracted providers and aligning patient identifiers with contracted providers to 
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enable linking of encounters for the same patient. In addition, PHCSs reported difficulty 
receiving data from BH providers that operate under a separate, county-based authority 
in most counties in California. Half of PHCSs who reported these challenges also 
reported devoting substantial effort to address each of these data sharing challenges. 

Exhibit 2.36. PHCS Challenges with Collecting and Sharing Patient Information 
 

Source: PHCS Survey, 2025. 
Note: *Contracted providers refer to providers who are neither employed nor affiliated with the 
PHCS but who are contracted by the PHCS to provide GPP services. 
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Patient Portals 
Large health systems across the country frequently use patient portals to centralize 
communications, share information with patients, and support patient efforts to manage 
their health. All 13 PHCSs reported using a patient portal as of 2025. The evaluation 
team surveyed PHCSs about specific functions of their patient portals that could support 
GPP’s three goals as well as challenges associated with the use of portals. 

Patient Portal Functions. The overwhelming majority of PHCSs reported that their 
patient portals supported each of the ten functions included in the PHCS Survey (Exhibit 
2.37). All PHCSs reported that their portals enabled sharing of lab and test results with 
patients and copies of after visit summaries and allowed patients to view their 
immunization history. Nearly all patient portals enabled a range of functions related to 
appointments, including the ability for patients to schedule and cancel appointments 
(85% of PHCSs), receive reminders about scheduled appointments (75%), and 
communicate with PHCS staff through secure direct messaging outside of appointments 
(92%). 

Exhibit 2.37. Functions of PHCS Patient Portals 
 

Source: PHCS Survey, 2025. 
Note: *Only 12 PHCSs responded to the questions about reminding patients about scheduled 
appointments. 

Barriers to Patient Use of Portals. GPP users may face greater barriers accessing 
health care services than other PHCS patients because they might have lower incomes, 
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limited English proficiency, or other reasons. These same factors could limit the 
effectiveness of patient portals as a tool to help GPP users meaningfully engage in their 
care. The evaluation team surveyed PHCSs about the extent to which patients have 
expressed seven different concerns regarding use of the PHCS’s patient portal to better 
understand the impact of patient portals on patient care experiences and the degree to 
which PHCS portals take into account the needs of GPP users (Exhibit 2.38). Patient lack 
of interest in using portals was the most prevalent barrier – reported by just under half 
of PHCSs. Meanwhile, only 23% of PHCSs reported language barriers (because portals 
did not allow patients to engage with the portal in their preferred language), and only 
23% of PHCSs reported that patient difficulty understanding medical terminology in the 
portal was a major challenge. 

Exhibit 2.38. Barriers to Patient Use of Portals 
 

Source: PHCS Survey, 2025 

 

G. Conclusions 
GPP Evaluation Question 1: Improvements in Quality of Care for Individuals with 
Uninsured Services. Cross-sectional analyses of five quality indicators during the 
second year of CalAIM indicate that GPP users received equivalent or better care than 
the comparison group on three of the five measures examined. Reducing quality gaps 
for the remaining two measures will require efforts to improve cervical cancer screening 
rates – especially among lesbian, gay, or homosexual and bisexual GPP users and 
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individuals across most racial groups – and improvements in hemoglobin A1c control 
especially among Hispanic or Latino patients and most racial groups. 

The positive performance of PHCSs in providing high-quality care to GPP users may 
reflect efforts to reduce wait times and expand both primary care and specialist 
physician workforces that more than two-thirds of PHCSs prioritized during the first few 
years of CalAIM. While PHCSs reported aggressively pursuing PHM strategies through 
reminders to engage users in use of preventive services, more intensive follow-up to 
users who continue to remain overdue for these services or maintain poor control of 
chronic conditions may be needed along with greater use of services to support lifestyle 
or improved treatment to achieve hemoglobin A1c control, such as GPP’s non-
traditional services. Longitudinal analyses that will be included in the Summative 
Evaluation Report will determine whether PHCSs are able to improve quality overall and 
reduce quality gaps for subpopulations of GPP users relative to Medi-Cal members over 
the last four years of CalAIM. 

GPP Evaluation Question 2: Shifts from Emergent and Inpatient Care to Outpatient 
and Equity-Enhancing Services. Utilization of non-BH services provided in outpatient 
and other low-intensity settings has increased since GPP’s inception including a 
dramatic increase after the COVID-19 pandemic. At the same time, use of inpatient 
medical/surgical services also increased although the increase was almost entirely 
limited to the second year of CalAIM. BH services followed similar trends with services in 
outpatient settings increasing substantially since the beginning of GPP and inpatient 
services increasing steadily after the first full year of the pandemic. The net impact of 
these trends was a modest 2-percentage point increase in the share of total points 
earned for services in low-intensity settings with little difference between BH and non-
BH services. When examining these results for GPP physician service users specifically, 
our proxy for use of a PHCS as an individual’s usual source of care, the share of points in 
low-intensity settings increased by 3 percentage points over the most recent six years of 
GPP for non-BH services and decreased by 7 percentage points for BH services, a trend 
at odds with GPP Goal 2. 

Consistent with these findings, PHCSs reported substantial effort to reduce avoidable ED 
utilization, including monitoring ED use, referral to ECM and Community Supports, and 
promoting continuity with primary care. Use of ECM and Community Supports remained 
low for GPP service users in 2023 – the first year of implementation for the broader set 
of 11 Community Supports. Some implementation challenges for these new services 
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emerged, including difficulty identifying referred patients for most Community Supports. 
Meanwhile, use of non-traditional services largely maintained its seven-year high (first 
reached in 2021) and PHCS-level analyses documented heterogeneity in the types of 
non-traditional services used suggesting extensive tailoring of services to PHCS 
strengths or patient needs. 

GPP Evaluation Question 3: Advancements in Data Infrastructure to Understand 
Health Inequities. In the second year of CalAIM, GPP encounter data generated by 
PHCSs reflected high rates of self-reported demographic information on the order of 
83% to 93% across four of the five characteristics prioritized for GPP, and very low rates 
of missing data, ranging from 1%-2% for language preference, race, and ethnicity, 7% 
for gender, and 28% for sexual orientation. Among GPP physician service users, rates of 
reported information were higher for most characteristics, including sexual orientation. 
Moreover, PHCSs overwhelmingly reported high accuracy for patient demographic 
information required to generate the GPP Health Equity Report, and over half of PHCSs 
reported spending a high or very high level of effort on improving data accuracy. 

Many PHCSs reported experiencing challenges with data collection and sharing, most 
importantly, its impact on clinic flow, although nearly half of PHCSs reported devoting 
substantial effort to a wide range of data challenges including unique identifier 
alignment across the system and improving data exchange with county-based BH 
systems. All PHCSs use patient portals to improve communication with patients and 
perform functions efficiently, including scheduling appointments and refilling 
prescriptions, and few PHCSs reported patient difficulty with use of portals such as 
language barriers or difficulty with medical terminology. 

Overall assessment. Overall, PHCSs demonstrated either success or progress on all 
three of GPP’s goals. PHCSs provided to GPP users similar or better quality relative to a 
Medi-Cal comparison group on three of five measures assessed; progress on closing 
quality gaps for the other two measures will be assessed using longitudinal data 
spanning four measurement years. The Summative Evaluation Report will also assess 
changes in quality overall and for subpopulations of GPP users between 2023 and 2026. 
PHCSs showed progress on Goal 2 by improving the share of points earned for services 
provided in low-intensity settings, greater priority to expanding outpatient BH services 
may be needed to reverse the negative trend we observed in the share of points earned 
for BH services in low-intensity settings. Additionally, more intensive use of ECM and 
Community Supports for GPP users may be needed to sustain or improve levels of use 
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of care in outpatient residential and community settings. Analyses that will be included 
in the Summative Evaluation Report will examine additional utilization measures using 
an expanded set of data sources that can provide a more complete assessment of 
utilization in ED and inpatient settings, including an assessment of ACS utilization. 
Progress meeting GPP’s Goal 3 is reflected in high rates of reported patient information 
over the first two years of GPP and very low levels of missing data. Expanding data 
capture on sexual orientation and improving data exchange regarding referral and 
receipt of ECM and Community Supports could further enhance PHCS’s ability to 
provide GPP users with high-value care that can ensure efficient use of GPP funding. 

H. Interpretations, Policy Implications, and 
Interactions with Other State Initiatives 
Under the CalAIM Waiver, GPP’s implementation has occurred alongside several other 
demonstration components that interact with the program in ways that could enhance 
PHCSs’ ability to achieve GPP’s goals. PHCSs have been receiving funding through the 
PATH program to support their ability to provide ECM and Community Supports to 
eligible Medi-Cal members. To the extent that PATH funding strengthens the capacity of 
PHCSs and their community partners to develop information and billing systems, hire 
staff, meet credentialing requirements, and expand provision of these services, GPP 
users could experience larger improvements in quality of care and avoid utilization in 
high-intensity settings over the remainder of the evaluation period. Early positive 
feedback on the effectiveness and cost-effectiveness of Community Supports could also 
incentivize MCPs to expand their offering of these services, which could further expand 
provider supply, accelerate PHCS efforts to develop referral and data sharing systems, 
and encourage PHCSs to allocate a larger share of GPP funding toward Community 
Supports. 

CalAIM’s Drug Medi-Cal Organized Delivery System (DMC-ODS), a component of the 
waiver that focuses on improving SUD treatment for Medi-Cal members, could also 
reinforce GPP’s goals of strengthening the delivery of BH services in low-intensity 
settings. One unique feature of DMC-ODS is county oversight of its implementation, 
which could support the development of integrated care models between PHCS and 
county-based providers of SUD services. 
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Other ongoing programs include the Quality Incentive Pool (QIP), a Medi-Cal managed 
care incentive program focused on public hospitals and health systems that allocates 
performance-based payments annually based on a set of 20 required measures. 
Notably, the measure list has expanded recently to include counts of Medi-Cal members 
served by the hospital who are enrolled in ECM and the number and types of 
Community Supports received by Medi-Cal members. Linking these specific measures to 
incentive payments in the future could help strengthen incentives further for PHCSs to 
invest in these services. 

Given that the findings presented earlier in this chapter include data from only the first 
two years of CalAIM, we defer discussion of the broader implications of these findings to 
the Summative Evaluation Report. However, we note that the ability of other states to 
implement similar programs may be time-limited as Medicaid DSH funding reductions 
are expected to begin in January 2026. States might consider adopting many of the 
same features of the GPP to accelerate program implementation. 

I. Lessons Learned and Recommendations 
Lessons Learned from the GPP Demonstration 
The GPP demonstration has highlighted several important lessons pertinent to serving 
uninsured individuals in California’s safety net health systems. Below, the evaluation 
team lists these lessons, and, where appropriate, provides recommendations to DHCS to 
support PHCS efforts to achieve GPP’s goals. 

» The BH needs of California’s uninsured are substantial and include patients with 
SUDs and those with low and moderate severity as well as serious mental illness. 
Incorporating quality measures that specifically track receipt of appropriate 
follow-up care after hospitalizations or ED use for BH conditions could further 
support PHCSs in effectively managing these conditions within outpatient and 
other low-intensity care settings. 

» BH delivery systems in California generally operate separately from PHCSs, 
except in rare instances. This structural separation creates barriers for integrating 
care and data across systems. Global payment arrangements spanning both 
PHCSs and county-based BH systems, with combined funding streams, could 
foster incentives for integrated care models and facilitate improved data sharing 
between systems. DHCS could conduct an in-depth assessment of counties 
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simultaneously implementing GPP and BH-CONNECT to identify governance 
models and data exchange systems that are particularly effective. 

» Ensuring access to specialists may be equally important to avoiding care in high-
intensity settings as improving access to primary care and care continuity. PHCSs 
reported difficulty with wait times to see specialists and difficulty expanding 
specialty physician staffing. At the same time, GPP encounter-level data do not 
allow assessments of specialty care utilization because of the lack of clinician 
identifiers in the data, making it difficult to assess changes in access to specialty 
care. DHCS might consider adding a separate service code for visits with 
specialists in the GPP encounter data or require reporting of clinician-level 
identifiers to improve assessments of specialty care utilization. 

» Developing a comprehensive view of service utilization for GPP users requires 
access to multiple data sources, given the lack of a single payer for uninsured 
care and the reality that uninsured patients often seek services from various 
organizations. While many PHCSs have made substantial investments in data 
systems to support quality measurement and advance health equity, others lag 
behind, resulting in uneven capacity to capture and report on service use. To 
support data integration DHCS could incorporate Medi-Cal Client Index 
Numbers into GPP encounter-level data reporting to facilitate data linkage for 
GPP service users who also have periods of enrollment in Medi-Cal. 

» Accurately determining whether a service can be counted under GPP as an 
uninsured service is also a labor-intensive process for PHCSs. The demonstration 
underscores the importance of establishing robust data flows between the state 
and providers before program implementation to streamline administrative 
processes and ensure accurate point-claiming. 

» Utilization patterns among GPP users are highly heterogeneous; some 
individuals engage regularly with primary care, while others use PHCSs only for 
acute care needs. Evaluation methods must account for these distinct 
subpopulations to ensure that assessments of quality and utilization accurately 
reflect the diverse needs and experiences of the uninsured population served by 
PHCSs. DHCS could strengthen evaluation efforts by supporting PHCS efforts to 
use a single cross-system patient identifier spanning all care settings, including 
those of PHCS, contracted, and affiliated providers. 



237  

Recommendations to Other States 
Based on initial findings from the GPP demonstration, a preliminary list of 
recommendations can be made for states considering similar initiatives: 

» One key requirement for successful implementation is the need to provide 
PHCSs with flexibility in using program funds, as this approach allowed GPP to 
support over 50 different services and continuously incorporate high-value 
options. States interested in adopting a similar payment model should work 
collaboratively with local hospitals and health systems to develop a detailed list 
of eligible services and establish point values that reflect state and community 
priorities. 

» Robust encounter-level data infrastructure is also critical; states should ensure 
their systems capture all services delivered to uninsured individuals, including 
services not directly linked to the claiming of points, to enable comprehensive 
monitoring of quality and utilization trends over time. These data systems should 
also include provider-specific identifiers and detailed patient characteristics, 
facilitating assessment of care patterns across primary and specialty care settings 
and allowing for meaningful equity analyses. 

» For evaluation purposes, states should identify and develop comparison groups 
of health systems with similar characteristics to those participating in the 
demonstration, which supports high-quality, rigorous analyses of program 
outcomes. 

» Consideration should be given to phased-in implementation strategies, such as a 
step-wedge design, in which the program is sequentially introduced to different 
groups at different time points, allowing all groups to eventually receive the 
intervention while enabling comparison between intervention and control 
periods. If feasible, leveraging comparable systems from other states, given 
adequate data on uninsured care, could also strengthen the evaluation. 

» Collecting baseline data prior to implementation is essential, as it enables more 
effective selection of a comparison group and allows for robust estimation of 
program impacts through longitudinal evaluation approaches. 
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A. Executive Summary 
Summary of Demonstration 
Managed care has become the predominant model of care delivery for Medi-Cal 
members in California. As dually enrolled individuals also make use of MA plans, there 
has been an increased need to facilitate aligned managed care delivery for services 
covered by Medicare and Medi-Cal. The Medi-Cal Matching Plan Policy for Dually 
Eligible Beneficiaries (duals) was designed to ensure that, where possible, Medi-Cal 
managed care members would be assigned to MCPs offered by the same parent 
organization that administer their MA choices to reduce administrative burden and 
improve the coordination of care. The policy was operational in 12 counties in 2023, 
followed by an additional five counties in 2024. In 2023, a significant number of duals 
were enrolled in MCPs and the matching plan policy was applied to these members 
newly enrolled in Medi-Cal managed care. The department will expand the matching 
plan policy to the remaining counties in 2026. 

The first goal of the evaluation was to assess the epidemiology of Medi-Cal managed 
care enrollment and changes in enrollment among duals enrolled in Medi-Cal managed 
care. The evaluation team used monthly enrollment data for duals enrolled between 
January 2021 to May 2024 (with a minimum one-year lookback period) to assess 
enrollment and changes in enrollment in Medi-Cal and Medicare and how managed 
care enrollment and changes in enrollment conformed with the policy. The second goal 
of the evaluation was to understand members’ knowledge and satisfaction of the 
process to change their plan enrollment. To achieve this, in fall 2024, the evaluation 
team surveyed Medi-Cal members who changed their MCPs between December 2023 
and May 2024. 

Methods and Limitations 
For the Interim Evaluation Report, the evaluation measure of alignment in the past two 
years. 

There has been a steady increase in MA enrollment with concurrent increases in 
alignment between MA plans and MCPs. The new Medi-Medi Plans are one component 
of this. MCP enrollment at the beginning of the CY follows the Medicare open 
enrollment period, which occurs each fall. Increased MCP changes in January reflect to 
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some extent, the choice of members to enroll in the Medi-Medi Plans in the fall. This is 
supported by the concurrent change (e.g., MCPs and MA plans changing in the same 
period). In contrast, enrollment changes due to the policy (aligning each MCP member 
with his MA choice) should follow the MA enrollment change. The actual number of 
individuals impacted by the policy appears to be small. In contrast, individuals already 
enrolled in MCPs (and primarily Original Medicare) primarily enrolled in Medi-Medi 
Plans or, less often, in aligned MA plans (e.g. MA plans offered by the same parent 
managed care organization but which are not Medi-Medi Plans). 

The member survey conducted in October-December of 2024 of MCP changers 
provided additional context for this process. In the descriptive analyses, our survey data 
indicated that many individuals were unaware that their MCPs had changed. For 
individuals who changed their plans, an equal proportion reported experiencing 
difficulties and no difficulties. In addition, individuals from matching plan policy 
counties were more likely to find information on changing their MCPs more helpful prior 
to the change. This may reflect the greater expectations and efforts by DHCS in policy 
counties where there are more managed care options to choose from and where 
choosing between options may be complicated. 

Interpretations 
Initial results of the matching plan policy highlight the expansion of duals enrollment in 
D-SNPs (e.g., Medi-Medi Plans) across the state and the alignment of MCP enrollment 
with MA plan enrollment. The results of the descriptive analyses completed at this time 
suggest that members are choosing to enroll in a MA plan that aligns with their MCP 
rather than choosing to enroll in a MA plan and subsequently being required to change 
their MCP to match their MA plan. Changes in MCP options which occurred in January 
2024 likely created additional opportunities for members to make MA enrollment 
changes. The increased integration of managed care services across Medicare and Medi-
Cal should result in more seamless delivery of services and create further incentives for 
members to remain enrolled in their Medi-Medi Plans and aligned MA plans. The 
evaluation cannot answer whether individuals found changing their MCP harder and 
thus settled on aligning their MA plans, where possible, because they perceived MA 
enrollment was more straightforward. 

From its inception and announcement to members, the alignment policy was presented 
as the MCP follows the MA plan. It appears that the policy is infrequently driving such 
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changes and that individuals are choosing MA plans that align with their MCPs, 
especially among individuals moving from Original Medicare to MA plans. It thus 
appears that Managed Care Organizations (MCOs) that are the parent organizations for 
managed care plans are inviting MCP members who are not yet enrolled in MA plans to 
enroll in MA plans that are aligned or integrated with MCPs. The process in which this 
might be occurring has not been explored. 

Results of the survey suggest that members who changed their MCPs were generally 
satisfied with the process. However, the survey cannot answer whether non-changers 
are satisfied or knowledgeable about the process of changing plans or the alignment 
policy, which may be a separate driver of change in the Medi-Cal program. From a 
policy perspective, transparency on changing plans might generate greater change. 

Lessons Learned 
Based on this experience, at this point in the evaluation, there are some lessons learned 
regarding the implementation and recommendations to other states that choose to 
implement these policies. 

1. The matching plan policy was developed to ensure alignment of MCPs with 
MA plan enrollment, but few (less than two thousand overall) individuals were 
identified as subject to the policy. Limitations to member choice are not a 
major impact of this policy. 

2. Clear guidance to members regarding the Medi-Cal Matching Plan Policy is 
important. 

3. Assessing enrollment changes were complicated by subcontracted 
(delegated) plan enrollment not directly reported to DHCS. 

Recommendations 
In light of the current findings, the evaluation team recommends the following: 

1. Advanced notice of policy implementation – in addition to standard information 
on the DHCS website regarding Medicare open enrollment, this might include 
providing members with an email or robocall to remind them to check changes 
to the DHCS website or to remind them that their Medicare managed care 
enrollment may impact their Medi-Cal MCP enrollment. 



242  

2. Timely announcement of plan availability in affected service areas. For example, if 
a MCP has possible aligned MA plans, these MA plans should be easily 
identifiable. Integrated plans are identifiable, but not aligned plans. 

3. Attempt to track member enrollment in delegated plans to improve 
understanding of plan alignment. 

4. Consider ways to improve information on MCP and MA plan in a member’s 
county of residence. For example, a drop-down menu of available MCPs in the 
member’s county of residence and then a link to the CMS website with directions 
on what to look for regarding MA plans. This sharing of information is the 
biggest challenge because DHCS does not control MA plan availability or how 
CMS presents this information. 

In the future, with greater stability in MCP offerings, tracking the matching plan policy 
and its impact will be less affected by these external factors. For the final report, the 
evaluation will assess the impact of the alignment policy over the longer term, attempt 
to include all geographic areas for assessment, and identify observable factors which 
influence MCP changes and plan alignment among members. 

B. General Background Information 
The Matching Plan Policy for Dually Eligible Beneficiaries 
As Medi-Cal managed care enrollment has expanded and become mandatory, California 
is addressing the separate Medicare and Medi-Cal managed care delivery systems that 
make integrated and coordinated care challenging for dually eligible beneficiaries, who 
are among the highest need and highest cost groups in both programs. This evaluation 
addresses the matching plan policy for Dually Eligible Beneficiaries, which is aimed at 
improving the experiences of duals with Medicare Parts A and B who choose to enroll in 
a MA plan by aligning their Medi-Cal MCP with their MA choice. This alignment has 
been accentuated with the introduction of Dual Eligible Special Needs Plans (D-SNPs), in 
particular, fully integrated plans – Medicare Medi-Cal Plans (Medi-Medi Plans) (see 
below for more detail). 

Federal rules dictate freedom of MA choice for Medicare beneficiaries. In the course of 
introducing mandatory managed care assignment for Medi-Cal enrollees, Medi-Cal 
originally allowed enrollees to have full discretion regarding choice of MCPs offered in 
their county of residence, where more than one plan was available. The Alignment Policy 
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reduces Medi-Cal MCP choice, and the overarching goal of the 1115 Waiver evaluation 
is to understand the impact of the policy. 

The matching plan policy was operational in 12 counties in California in 2023, with five 
counties added in 2024, and the remainder planned for inclusion in 2026. The matching 
plan policy was designed to ensure that, where possible, Medi-Cal managed care 
members would be assigned to managed care plans (MCP) that match their MA choices 
to reduce administrative burden and improve the coordination of care. Managed care 
plans are required to offer specific services, have contracted allied health professionals 
and institutions to provide these services, and define benefits consistent with Medicare 
and Medi-Cal. Different MCPs are not required to align contracted providers or services 
with plans offered by other managed care organizations. This can create administrative 
delays and reduced choice for managed care members where the members are 
coordinating between plans offered by different managed care organizations. For 
example, a hospitalized individual may be transferred to a post-acute care facility within 
their MA plan but will need to transfer to a different facility for long term care, while an 
aligned plan might be able to find a facility that can provide both sets of services and is 
contracted across the aligned plans. 

Overview of Medicare Enrollment and MA Plans 
Medicare beneficiaries may choose to enroll in MA plans upon receipt of Medicare Part 
A and Part B benefits or may switch into, out of, or between MA plans during annual 
open enrollment periods or special enrollment periods. Close to half of duals statewide 
in California with Medicare Parts A and B have opted to enroll in some type of MA, 
although the percent of overall MA enrollment varies significantly by county. Those not 
enrolled in MA are in Original (Fee-For-Service [FFS]) Medicare. 

For purposes of this evaluation, MA options include Regular MA plans; Exclusively 
Aligned Enrollment (EAE) D-SNPs, also known as Medi-Medi Plans; non-EAE D-SNPs; 
Chronic Condition Special Needs Plans (C-SNPs); Institutional Special Needs Plans (I-
SNPs); SCAN Fully Integrated Special Needs Plan (FIDE-SNP); and Program of All-Inclusive 
Care for the Elderly (PACE) organizations. Definitions for each plan type are provided 
below: 

Regular MA Plans: These plans serve both dual eligible and Medicare only members 
and are not required to have written agreements with state Medicaid agencies, such 
as DHCS, for benefit and care coordination for dual eligible beneficiaries. 

Medicare Medi-Cal Plans (Medi-Medi Plans): Also known as Exclusively Aligned 
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Enrollment (EAE) D-SNPs. These plans are a type of MA plan that meet integrated 
D-SNP care coordination requirements, with integrated member materials, and have 
membership limited to dually eligible individuals who are also enrolled in the Medi-
Cal MCP affiliated with the D-SNP. Medi-Medi Plans were available in seven counties 
in 2023: Los Angeles, Orange, Riverside, San Bernardino, San Diego, San Mateo, and 
Santa Clara. In 2024, MCPs in an additional five counties offered EAE D-SNPs (Fresno, 
Kings, Madera, Sacramento, and Tulare). 

Non-EAE D-SNPs: D-SNPs are a type of MA plan that provide specialized care and 
wrap-around services for duals. Non-EAE D-SNPs include two types of plans: (1) 
those that have an affiliated Medi-Cal plan but are not yet transitioned to EAE D-
SNPs and (2) plans that do not have an affiliated Medi-Cal plan (e.g., that are offered 
by MCOs that do not have an MCP in that county). For contract year 2025, and 
ongoing, DHCS is limiting new enrollment in D-SNPs to only those D-SNPs that are 
affiliated with a Medi-Cal plan. D-SNPs without an affiliated Medi-Cal plan will no 
longer be able to enroll new members, but existing members may remain with their 
plan. As of contract year 2026, all Medi-Cal MCPs are required to operate an EAE D-
SNP. 

Other Special Needs Plans (SNPs): The Other SNP category includes Chronic 
Conditions Special Needs Plans (C-SNPs) and Institutional Special Needs Plans (I-
SNPs). Many members reflected in the Other SNPs category are enrolled in C-SNPs, 
with a small number of members enrolled in I-SNPs. 

Fully Integrated Dual Eligible Special Needs Plan (FIDE-SNP): California has one 
FIDE-SNP, SCAN Connections and SCAN Connections at Home, that provides 
integrated Medicare and Medi-Cal benefits to duals. The SCAN FIDE-SNP only 
operates in Los Angeles, Riverside, San Bernardino, and San Diego counties. Scan 
enrollees are 65+ years old. 

Program of All-Inclusive Care for the Elderly (PACE): PACE is an integrated care 
model that provides medical and long-term services and supports to individuals 
ages 55 and older who meet the criteria for needing a nursing facility level of care, 
most of whom are duals. California has a number of PACE organizations. PACE 
members can be Medi-Cal only, full duals with Part A and Part B, or have Part B only. 

Medi-Medi Plans are Applicable Integrated Plans (AIPs) per federal regulations and 
include care coordination across all Medicare and Medi-Cal benefits, integrated member 
materials, and integrated appeals and grievances. Enrollment in Medi-Medi Plans grew 
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to over 290,000 by January 2024. 

In contrast to the Cal Medi-Connect demonstration – where there was a three-way 
contract between CMS, DHCS, and each plan, and member enrollment was into a single 
plan – Medi-Medi Plans are more complex. They have separate State Medicaid Agency 
Contracts (SMACs) and MCP contracts with DHCS as well as MA contracts with CMS, as 
well as separate federal and state enrollment transactions. As a result, the matching 
plan policy is essential to enrollment operations for Medi-Medi Plans for a dual member 
to have concurrent enrollment in the same plan organization for both Medicare and 
Medi-Cal. 

From the standpoint of the alignment policy, DHCS defines a Medi-Medi Plan as an 
integrated EAE D-SNP, an Aligned Plan as an MA plan and MCP affiliated with and 
operated by the same MCO, and an Unaligned Plan as an MA plan and MCP operated 
by different MCOs. 

Federal rules dictate freedom of MA choice for Medicare beneficiaries. In the course of 
introducing mandatory managed care assignment for Medi-Cal enrollees, Medi-Cal 
originally allowed enrollees to have full discretion regarding choice of MCPs offered in 
their county of residence, where more than one plan was available. The Alignment Policy 
reduces Medi-Cal MCP choice and the overarching goal of the 1115 Waiver evaluation is 
to understand the impact of the policy. 

Medi-Cal Managed Care Delivery System and MCPs41 

California has had a unique county-based managed care delivery system for MCPs that 
has been implemented across the 58 counties in the state, which has implications for the 
matching plan policy. MCPs were administered using one of three models: (1) County 
Operated Health System (COHS) with a single MCP administered by the county, (2) Two 
Plan Model (TPM) with one local non-profit MCP and one MCP operated by a 
commercial entity, and (3) Geographic Managed Care (GMC) with two counties which 
each have four MCPs operated by commercial entities. Seventeen rural counties were 
governed according to the Regional Model (covering the central Sierra counties) with 
two or more commercial MCPs, Imperial Model (covering Imperial County) with two 
commercial MCPs, and San Benito County, which was covered by a single commercial 
MCP. Fourteen suburban and rural northern counties were covered by a single COHS 
entity with an additional commercial plan in the more populous counties in this group. 

As described in detail in a separate evaluation, beginning in 2024, there has been a 
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reorganization of these models, with some of the rural counties –San Benito County and 
Imperial County – moving towards the COHS or single plan model. In addition, Kaiser 
Permanente expanded its Medi-Cal prime plan participation through a direct contract 
with DHCS, where eligible members may actively choose to enroll in Kaiser Permanente 
in any county in which it operates, including GMC, Regional, Two Plan, COHS, and Single 
Plan counties.42 

To increase member choice, in years prior to the 2024 reorganization, MCPs in certain 
counties (including Los Angeles, Riverside, San Bernardino, San Mateo, and Santa Clara) 
sub-contracted to other plans. The MCPs referred to as Primary Plans have direct 
contracts with DHCS to provide Medi-Cal services. Primary Plans are responsible for 
ensuring that delegate health plans and provider groups are, and continue to be, in 
compliance with all applicable Medi-Cal, state, and federal laws and contractual 
requirements. Each Primary Plan is responsible for enrolling beneficiaries into Delegated 
Plans (sub-contracted plans). For example, in 2023 in LA Co., Kaiser Permanente, Blue 
Shield, and Anthem Blue Cross were Delegated Plans to LA Care, the Primary Plan. As of 
2024, Anthem Blue Cross, Blue Shield, and Molina Healthcare were Delegated Plans to LA 
Care and Kaiser Permanente became a Primary Plan. 

Medi-Cal Managed Care Enrollment for Dual Eligible 
Beneficiaries 
Medi-Cal has had a county-based policy of mandatory and voluntary enrollment of 
duals into MCPs across the 58 counties in the state. Mandatory MCP enrollment for 
duals in certain counties began with the introduction of the Coordinated Care Initiative 
(CCI) in 2014 in some of the state’s more populous counties (Los Angeles, Riverside, San 
Bernardino, Santa Clara, San Diego counties) and in COHS counties such as Orange and 
San Mateo prior to that time. As of January 2022, the policy of mandatory MCP 
enrollment for duals was effective in 27 counties.q Approximately 70% of California’s 1.5 
million duals (~1,050,000) were in an MCP – and most of these were in these 27 

 
 
 
 

 
 
 

q Del Norte, Humboldt, Lake, Lassen, Los Angeles, Marin, Mendocino, Merced, Modoc, Monterey, Napa, 
Orange, Riverside, San Bernardino, San Diego, San Luis Obispo, San Mateo, Santa Barbara, Santa Clara, 
Santa Cruz, Shasta, Siskiyou, Solano, Sonoma, Trinity, Ventura, and Yolo counties 
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counties. Expansion of mandatory MCP enrollment policy to the remaining 31 countiesr 

occurred in 2023. 

The Program: The Matching Plan Policy 
In general, upon receiving Medicaid benefits, if non-duals don’t specify an MCP within 
30 days of enrollment, most are assigned to an MCP that operates in their county of 
residence, and the member may request a change in any month after enrollment. The 
matching plan policy was operational in January 2023 in 12 of California’s 58 counties 
with an additional five counties in January 2024.s 

Under the matching plan policy, if a Dual with both Medicare Part A and Medicare Part B 
chooses to enroll in any type of MA plan in these counties, their MCP must align with 
their MA choice, if there is a MCP affiliated with their MA plan (in other words, operated 
by the parent Managed Care Organization – MCO). The key principle is that Medicare 
plan choice determines Medi-Cal plan enrollment. Further, aligned enrollment occurs at 
both the Medi-Cal Primary and Delegated Plan level. The matching plan policy does not 
change or impact a member’s MA plan choice. DHCS also operates an exception policy 
if needed for immediate MCP disenrollment for urgent/medically necessary Dual 
member needs. For counties with the matching plan policy, common scenarios are 
described in Exhibit 3.1. 

 
Exhibit 3.1. General Scenarios for the Matching Plan Policy 

Circumstance when Dualst 

Consider or Request a Change 
in their MCP 

 
Description 

1. Original Medicare and Any 
MCP 

When a dual is in Original Medicare, they can choose 
any MCP. 

 
 
 
 

 
r Alameda, Alpine, Amador, Butte, Calaveras, Colusa, Contra Costa, El Dorado, Fresno, Glenn, Imperial, 
Inyo, Kern, Kings, Madera, Mariposa, Mono, Nevada, Placer, Plumas, Sacramento, San Benito, San 
Francisco, San Joaquin, Sierra, Stanislaus, Sutter, Tehama, Tuolumne, Tulare, and Yuba counties 
s The twelve original counties are Alameda, Contra Costa, Fresno, Kern, Los Angeles, Riverside, 
Sacramento, San Bernardino, San Diego, San Francisco, Santa Clara, and Stanislaus. The five counties 
added in January 2024 are Kings, Madera, Orange, San Mateo and Tulare. 
t Medicare Part A and Part B are required to enroll in an MA Plan. 
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Circumstance when Dualst 

Consider or Request a Change 
in their MCP 

 
Description 

 
 
2. Request to change from 

an aligned MCP 

If a dual is currently enrolled in an MCP that matches 
their MA but wants to change their MCP to one that 
does not match their MA, the enrollment is not 
allowed. The 
dual must change the MA plan first. 

 
 
 

 
3. Request to Change MA 

Plan 

A dual changes MA plans and the new MA plan no 
longer aligns with the MCP. 
1. If there is a matching MCP to the MA plan, then the 
dual will be automatically enrolled into the matching 
MCP. 
2. OR, if there is no matching MCP to the MA plan, the 
dual is allowed to be in mis-aligned MA plan and 
MCP. 

 
4. Medicare Beneficiaries 

Newly Eligible for Medi-
Cal 

When a dual is enrolled in an MA plan, and there is a 
MCP that matches with that MA plan, the dual is 
automatically enrolled into the matching 
Medi-Cal MCP. 

5. Medi-Cal-only 
Beneficiaries Newly 
Eligible for Medicare 

The dual may choose Original Medicare or an MA 
Plan. If they choose Original Medicare, then they may 
choose any MCP (as in case #1). If they choose an MA 
plan, then their MCP will follow (as in case #3). 

Adapted from: 2023 Matching Plan Policy Scenarios (ca.gov)43 

 
This 1115 demonstration impacts duals enrolled in an MA plan who reside in one of the 
matching plan counties. Per the CMS approved evaluation design, the state will evaluate 
program goals of improving alignment and integration, as primarily assessed by 
member experience with Medi-Cal plan alignment. Other aspects of MCP alignment 
and integration – care coordination, access, and quality – were examined in the context 
of how these interact with member experience with changing their managed care plans 
(as described in the member survey). Medicare and Medi-Cal integration has been 
evaluated by the CMS Medicare-Medicaid Coordination Office (MMCO) through a 
contract with RTI International.44-46 

https://www.dhcs.ca.gov/provgovpart/Documents/2023-Matching-Plan-Policy-Scenarios.pdf
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C. Evaluation Questions and Hypotheses 
Evaluation Questions, Hypotheses, and Measures 
Exhibit 3.2 shows matching plan policy goals articulated by DHCS. Exhibit 3.2 further 
includes the evaluation questions (EQs), directional hypotheses (H), and measures 
developed by UCLA-RAND and DHCS to assess whether the goals of the policy were 
achieved as anticipated. 

Exhibit 3.2: Alignment and Integration for Dually Eligible Beneficiaries 
Goal 1: Determine the Epidemiology of Plan Changes among Dually Eligible 
Beneficiaries Eligible for MA Plans and Relate Them to Requested MCP Change 
Requests. 

Evaluation Questions and Hypotheses Measures 
EQ 1a: How many duals enrolled in an MA 
plan in the 12 counties with a matching 
plan policy in 2023 had the policy 
applied to them? 

1. Percent of duals enrolled in an MA 
plan who change their MCP and who 
change their MA plan (in counties 
with the matching plan policy 
compared to counties without the 
Policy) – aligned versus unaligned 
plans. 

EQ 1b: Of duals that had the policy applied 
to them, how many changed their MCP to 
a non-matching plan within 12 months of 
enrollment? 

1. Percent of duals enrolled in Medi-
Medi Plans who change to a 
different Medi-Medi Plan, a 
different MA plan, or Original 
Medicare compared to duals in 
Original Medicare and compared 
to duals in other MA types. 

2. Overall MCP enrollment churn (or 
temporary loss of coverage) rate, 

H 1: Less than 0.1% of duals in mandatory 
aligned plans in Matching Plan Counties will 
change their MCP without changing their MA 
within 12 months of enrollment during the 
target period. 
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Goal 1: Determine the Epidemiology of Plan Changes among Dually Eligible 
Beneficiaries Eligible for MA Plans and Relate Them to Requested MCP Change 
Requests. 
H 2: Duals in aligned plans during the target 
period are less likely to change their MCP 
(without changing their MA) than those in 
unaligned plans during the target period. 

with comparisons. 
3. Percent of individuals who change 

their MMP compared to 
individuals in unaligned D-SNPs in 
counties without the matching 
plan policy. H 3: Duals who change from a mandatory 

aligned plan are less likely to change their 
MA plans (and MCP) than duals who change 
from unaligned MA plans during the target 
period. 

H 4: Duals in MMPs will be less likely to 
change plans than those in other aligned 
plans that are not MMPs and less likely than 
those in unaligned D-SNPs. 
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Goal 2: Maintain a high degree of satisfaction with changing their Medi-Cal 
related plans among dually eligible beneficiaries in MA plans that are aligned with 
MCPs and among dually eligible beneficiaries in MMPs. 

Evaluation Questions and Hypotheses Measures 
EQ 2: Are duals satisfied with the information 
and process for mandatory Medi-Cal aligned 
enrollment when they choose an MA plan? 

1. Knowledge of the MCP enrollment 
process among duals enrolled in 
MA plans in matching plan policy 
counties versus those in Medi- Medi 
Plans versus other types of MA in 
counties without the policy. 

2. Satisfaction of the MCP enrollment 
process among duals enrolled in 
MA plans in matching plan policy 
counties versus those in Medi- Medi 
Plans versus other types of MA in 
counties without the policy as 
measured by a 5-point Likert Scale. 

3. Reason(s) for changing MCP at time 
of Duals Survey. 

H 1: Duals who request to change their MCP 
and who change their plans will be satisfied 
with the process for doing so during the 
target period. 
H 2: Duals in Medi-Medi Plans will be more 
satisfied with the mandatory alignment of 
their MCP to their MA plan choice compared 
to duals who are in in other type of MA plans. 

H 3: Duals in counties with the policy will be 
more knowledgeable and will be more 
satisfied with the policy. 



252  

Conceptual Model 
The driver diagram (Exhibit 3.3) shows how the matching plan policy conceptually 
impacts duals. Improved education of duals combined with reduced administrative 
burden and improved alignment and care coordination for duals will improve duals’ 
knowledge of and satisfaction with the policy, particularly for those in Medi-Medi Plans. 
This will lead to low rates of requests for MCP changes to non-matching MCPs among 
these with aligned plans in the counties where the policy is in place. 

 
Exhibit 3.3: Driver Diagram for the Matching Plan Policy 

Aim Primary Drivers Secondary Drivers 

 
 

 
Achieve less than 0.1% 
monthly rate of duals 
changing their MCP to non-
matching MCP for those who 
enroll in MA plans AND who 
are in counties where the 
Medi-Cal Matching Plan 
Policy is in effect during the 
target period. 

  » Educate duals and their 
  caregivers about benefits 
  behind MCP and MA 

» 
 
 
 
 
 
» 

Improve duals’ 
satisfaction with 
mandatory MCP aligned 
enrollment to their MA 
plan. 

Improve duals’ 
knowledge of 
mandatory MCP aligned 
enrollment to their MA 

plan alignment via 
consistent 
documentation on the 
DHCS and contracted 
MCP websites. 

» Reduce administrative 
burden on duals when 
enrolling for an aligned 
MCP. 

 plan. » Improve care 
  coordination between 
  aligned MCP and MA 
  plans. 

Causality 
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D. Methodology 
Data Sources 
For the Interim Evaluation Report, the matching plan policy evaluation team obtained 
monthly Medi-Cal enrollment data (2021 baseline to present with one year lookback) 
and monthly MA enrollment data (2021 baseline to present with one year lookback) 
from DHCS. Delegated Plan assignment – which represent internal MCP subcontracting 
and no data routinely collected by DHCS – has not yet been available for the evaluation. 
Public use data included complete MA and MCP plan lists for this period, MA and MCP 
plan descriptions, list of Medi-Medi plans, and licensed D-SNPs nationally. For Goal #2, 
UCLA-RAND developed and fielded a knowledge and satisfaction survey for MCP 
changers across the state in 2024. 

Goal #1: Determine the Epidemiology of Plan Changes with the Medi-
Cal Matching Process and Relate Them to Requested MCP Change 
Requests 
In Goal #1, the evaluation attempted to understand the impact of the Medi-Cal 
Matching Plan Policy on duals plan enrollment changes in counties where the 
demonstration has been implemented. The evaluation’s primary outcomes of interest 
among duals enrolled in an MA are (1) duals monthly MA plan or MCP change, (2) duals 
MA plan and MCP aligned or unaligned, and (3) duals enrollment in or out of Medi-
Medi Plans. We have also characterized other possible valid transitions (e.g., MA to 
Original Medicare) that would impact an MCP assignment and modeling of duals plan 
choices. The primary predictor of interest is the county policy variable – matching plan 
policy. Secondary predictors are Medi-Medi Plan; duals Baseline MA plan, duals Baseline 
MCP; duals Baseline Plans aligned or unaligned, or both; duals characteristics (age, 
gender, race-ethnicity, preferred language, county); and social need metric by ZIP code 
(defined consistently over the CalAIM evaluation components). 

As described in the background section, the matching plan policy is being implemented 
in three waves – the initial 12 counties (2023), five additional counties (2024), and the 
remaining 41 counties (2026). Descriptive results are presented overall and by each set 
of counties. 

For the Interim Evaluation Report, the evaluation focuses on descriptive analyses of the 
matching plan policy including the creation of the sampling frame for the member 
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survey. Because the evaluation team experienced a delay in receipt of enrollment 
information for when duals were not fully eligible for Medicare (which may occur before, 
during, or after fully eligible period), some subgroup analyses regarding special 
circumstances – individuals who newly enroll and disenroll from Medi-Cal is not 
included in the Interim Evaluation Report, but will appear in the Summative Evaluation 
Report. 

Finally, individuals who changed their MCPs were identified from the last six months of 
available enrollment data (December 2023 through May 2024) to create the sampling 
frame for the knowledge and satisfaction surveys fielded for Goal #2. 

The Target Population includes duals in MA plans (with duals in Original Medicare Part 
A and Part B as a control) in counties with the matching plan policy compared to those 
in counties without the matching plan policy and duals in Medi-Medi Plans compared to 
duals in other MA plans compared to duals in Original Medicare (Part A and Part B). 

The Time Period is January 2022 to May 2024 compared to CY 2021. For the 
Summative Final Report, enrollment data will extend to CY 2027 (one year after the end 
of the Waiver). 

The Sampling Frame for the Interim Report was defined as all duals in California 
enrolled in Medi-Cal between 2021 and May 2024 with one year lookback to 
characterize enrollment prior to any plan changes. 

Descriptive Analyses 
For the Interim Report, the evaluation team present unadjusted descriptive results 
without statistical testing for significance as a compromise while data issues – 
incorporating periods where individuals were not in Medicare Part A or Part B or when 
individuals were in delegated plans – are being addressed. 

1. Among duals in MA plans from 2021 to present (with one year lookback), UCLA-
RAND assessed the rate and type of MA plan change, MCP change, and MCP 
alignment, pre- and post-matching plan policy implementation, comparing duals in 
counties with the policy and duals in counties without (or before) the policy. We 
examined the five possible month-to-month Medicare transitions: (1) MA – no 
change, (2) MA – switch to another MA, (2) Original Medicare to MA, (4) MA to 
Original Medicare, and (5) Original Medicare – no change. Assessment of enrollment 
in D-SNPs and transitions from D-SNPs is included. However, assessment of 
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enrollment changes into and out of Medi-Medi Plans (EAE D-SNPs) was deferred to 
the Summative Evaluation Report because these were not explicitly identified as such 
by the Centers for Medicare and Medicaid (CMS) and must be separately verified. 

2. Overall, and stratified by Medicare transitions, UCLA-RAND examined MCP transitions 
that follow the MA plan. MCP status and its relationship to MA status are defined as 
follows: 

» MCP change vs no change, 

» MA plan change (including the special case of Original Medicare) versus no 
change, and 

» MCP and MA alignment: not aligned, aligned, or integrated (Medi-Medi 
Plans). 

UCLA-RAND also assessed the distribution of the number of transitions that individual 
duals make during the target period. Individuals who frequently switched plans require 
further examination. Because this pattern of enrollment was more complicated and 
occurs in a small number of individuals, this analysis was deferred to the Summative 
Evaluation Report. 

3. Descriptive analyses of MCP changes, comparing patterns of enrollment of duals in 
counties where the policy was implemented with duals in counties where the policy 
has yet to be implemented. 

4. Descriptive analyses of demographics of duals changers within demographic 
categories of duals – age, gender, race or ethnicity, preferred language, counties, 
and quartile measure of social need (of residence ZIP code). A more complete 
analysis examining likelihood of changing a plan over time will be deferred to the 
Summative Evaluation Report given unresolved data issues. 

Multiple Variable Regression Analyses 
Proposed regression analyses from the Evaluation Design Report to examine “Change to 
non-matching MCP” and “Change of MCP” is deferred to the Summative Evaluation 
Report given unresolved data issues that would affect these results. 
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Goal #2: Maintain a high degree of satisfaction with changing their 
Medi-Cal related plans among dually eligible beneficiaries in MA plans 
that are aligned with MCPs and among dually eligible beneficiaries in 
MMPs. 
For Goal #2, the UCLA-RAND evaluation team developed and fielded a survey of the 
duals population using a sampling frame derived from the final six months of data in 
Goal #1, including assessing satisfaction in the process of changing plans among Medi-
Medi Plan members, other MA members, and Original Medicare members who changed 
their MCPs. Results from Goal #2 may be used to inform DHCS, MCPs, and their 
members about experiences with the matching process and to improve duals’ 
knowledge and experience. Surveys to assess knowledge and satisfaction with the 
process of changing plans among duals who change their MCPs were completed in the 
last quarter of CY 2024. 

The Target Population for the Duals Survey was duals in MA plans (with Duals in 
Original Medicare as a control) who change their MCPs in counties with the matching 
plan policy compared to those in counties without the matching plan policy. 

The Time Period covered individuals who changed MCPs between December 2023 to 
May 2024. 

The Sampling Frame was restricted to duals (whether enrolled in MA or Original 
Medicare) who definitely changed their MCP (see further discussion below). Individuals 
were sampled according to the following strata: (1) whether the county of residence had 
the matching plan policy (yes or no) and (2) whether they changed their MA Plan 
enrollment (yes or no), and Baseline Plan Alignment (unaligned, aligned, or integrated). The 
target sample size was 4,000 with a goal of 400 completed surveys (10% response rate) 
with 25 completed surveys per strata with MA enrollment (300 total) and 50 completed 
surveys per strata in Original Medicare (100 total divided between counties with and 
without the matching plan policy). Within the defined strata, the evaluation team 
attempted to match on gender and race-ethnicity with oversampling for underrepresented 
minorities to ensure adequate power to examine differences between these groups. 
Because the population of MCP changers was much smaller in the counties without the 
Medi-Cal matching plan policy, oversampling meant that within certain strata a full census 
of minority members was included. 

The evaluation team categorized MCP changers into five categories, reflecting the MCP 
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reorganization and existence of delegated plans where the evaluation team does not yet 
have enrollment data. For purposes of the survey, the evaluation only considered 
individuals who were in counties with more than one MCP to choose from, whose plan 
change reflected more than a plan code change, and who were not enrolled in an MCP 
that had delegated plans. This ensured a sample of MCP changers who would have been 
able to make a choice and that this choice (change) could be identified by the 
evaluation team. 

Finally, the team restricted the universe of MCP changers to community dwelling 
individuals with valid contact information. The following were excluded: 

» Individuals without a residence address and without a phone number; 

» Individuals with addresses that corresponded to institutional settings; (assisted 
living, skilled nursing facilities, other health care settings, or carceral settings); 
and 

» Individuals who reported being homeless. 

Survey Fielding: To maximize the response rate, the survey was fielded using a mixed-
mode data collection approach that involved fielding the survey as both an online and 
mail survey. All sampled beneficiaries received a letter inviting them to participate in the 
survey. The letter was personalized with the member’s first and last name and were 
printed in English on one side and Spanish on the other. To motivate survey invitees to 
complete the survey, a one-dollar bill was affixed to the letter. An English version of the 
survey with a self-addressed, postage-paid envelope that beneficiaries could use to mail 
back their completed survey was enclosed with the invitation letter. The letter briefly 
described the purpose of the survey, why it is important that each sampled member 
participate, and the $20 dollars that they will receive if they complete the survey. 

In the event they had questions or concerns about the survey, or if they preferred to 
complete the survey by phone, the letter included a toll-free number. In addition, the 
letter included the survey URL and a unique PIN as well as a QR code for those who 
preferred to complete the survey online using either a computer, tablet, or smart phone. 
The survey invitation letter included a prominent note letting survey invitees know the 
availability of Spanish, Mandarin, and Vietnamese versions, which they could access 
online by requesting a hard copy in any of these languages, by calling the survey’s toll-
free number, or by an email to a project-specific email. These languages were selected 
based on the most common preferred non-English languages reported among Medi-Cal 
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members. 

Approximately two weeks after the first survey mailing, a second survey invitation letter 
was sent to survey invitees that had not completed the survey. The second survey 
mailing again included an English version of the survey booklet for all invitees and 
additionally included a Spanish version of the survey booklet to another randomly 
selected 25% of the sampled beneficiaries who expressed Spanish language preference 
or who had a Hispanic surname. 

Approximately two weeks after the second survey mailing, we mailed non-respondents a 
reminder postcard letting them know that there was still time to complete the survey 
online, by mail, or by phone. We planned to simultaneously launch telephone follow-up 
to those who had not completed the survey for whom we were able to obtain either a 
telephone number (landline) or a cellphone number through a tele matching vendor. 
However, because of higher-than-expected response rates, phone follow-up was shifted 
to those individuals who began the survey online but did not complete it. 

Phone follow-up was conducted in English and Spanish only. Respondents who did not 
feel they would be able to complete the survey by phone in either English or Spanish 
were again offered the option of completing the survey via the web or by mail, in which 
case the team mailed them a copy of the survey in their preferred language (from 
among the languages offered). To further maximize response rates, the survey allowed 
proxy respondents. 

Survey Content and Development 
The short “Duals Survey” of knowledge and satisfaction of the matching plan policy was 
developed by UCLA-RAND with input from DHCS and external stakeholders. The survey 
included a short introductory description of the matching plan policy followed by a 
series of questions on knowledge and satisfaction of the policy and their MCP 
assignment and MCP alignment with the MA plan, ability and circumstances regarding 
the process of changing their MCP, satisfaction with MCP, (or Medi- Medi Plan), use of 
health care services in the past year (for case-mix adjustment), whether the participants 
had changed their MCP in the prior year, and if their current MCP was aligned or not 
with their MA plan (to assess participant self-knowledge on their own enrollment). 

In addition, the survey included elements to assess self-reported health and health care 
needs. Specifically, UCLA-RAND included validated and standardized items from the 10-
item core Accountable Health Communities (AHC) HRSN Screening Tool.47 This tool is 
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currently being used by CMS to better understand whether identification and 
addressing the HRSNs of Medicare and Medicaid beneficiaries has any effect on their 
total health care costs and their health outcomes. The tool can help providers find out 
patients’ needs in these five core domains that community services can help with: (1) 
housing instability, (2) food insecurity, (3) transportation problems, (4) utility help needs, 
and (5) interpersonal safety. The team also used the eight supplemental validated items 
that measure (1) financial strain, (2) employment, (3) family and community support, (4) 
education, (5) physical activity, (6) substance use, (7) mental health, and (8) disabilities. 
UCLA-RAND included the Short Form Survey (SF12), a widely used 12-item measure of 
the impact of overall health on an individual’s daily life. 

Survey Analysis – Descriptive Analyses 
In descriptive analyses, the evaluation team present unadjusted, unweighted results. The 
respondent characteristics were compared across the sampling strata to ensure 
balanced groups. This included comparing (1) enrollment-data reported characteristics 
and (2) survey-elicited characteristics (self-reported health, service use) across strata. 
Duals’ responses on MCP and MA enrollment were compared to metrics derived from 
the Medi-Cal and Medicare monthly enrollment files. For bivariate comparisons, a 
significance test was performed using logistic regression. Due to the large number of 
possible comparisons, for the Interim Report, bivariate comparisons were restricted to 
the primary strata of interest – whether an individual resided in a county with the 
matching plan policy or in a county without the policy and whether the member 
responded in English or another language. The team also stratified individuals by 
whether their MA plan changed, whether their MCP was aligned or not at baseline and 
at follow-up, and whether they were in an MCP or Original Medicare (the internal 
control) at baseline. 

Survey Analysis – Multiple Variable Regression 
Finally, to estimate the impact of the policy on MCP changers’ knowledge and 
satisfaction with the process of changing their plans, UCLA-RAND performed multiple 
variable regression with the primary predictor being matching plan policy in county of 
residence, with the following covariates: plan aligned (baseline); Medi-Medi Plan 
enrollment; duals’ characteristics derived from enrollment data (age, gender, 
race/ethnicity, English/Non- English, county, quartile social needs metric); and duals’ 
self-reported characteristics (health status, level of education, recent health care 
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utilization). 

E. Methodological Limitations 
This evaluation is subject to a number of limitations. The assessment was retrospective 
in nature, limiting interpretation of changes as causal. Alignment of plans was based on 
available data. This likely undercounts alignment in the circumstances where members 
were enrolled in delegated plans or where their delegated plan status was not revealed 
in the monthly enrollment data. This may also lead to overcounts if a delegated plan is 
not identified, but the primary MCP appears to align with an MA plan. It is planned that 
more complete enrollment data for members in delegated plans will be available for 
inclusion in the Summative Evaluation Report. Other data issues identified (such as what 
appears to be incorrect classification of some members being in traditional Medi-Cal in 
January and February) have not yet been adjudicated. 

The creation of the survey sampling frame required the exclusion of a large number of 
MCP changers. This may have biased the final sample of individuals who received the 
survey. The overarching rule for the sampling frame was to identify MCP changers 
whose MCP change occurred in a situation where there was a choice (more than one) of 
new MCPs, even if their prior MCP had been canceled and that evaluators could 
distinguish the new MCP from the old MCP. This meant that the team excluded 
individuals who changed to an MCP that had previously been a delegated plan, as it 
could not be assessed whether this was an actual change or simply a coding change. 
Thus, if the experience of MCP changing was different for these individuals, the survey 
would not reveal these experiences. The team also could not identify individuals who 
actively sought information on changing their MCPs (e.g., via contacting DHCS or their 
MCPs). 

For the survey, selection bias was a concern. The evaluation team had limited 
information on MCP changers prior to the invitation to participate in the survey. Thus, 
respondents may be different than non-responders in unknown ways. Recall bias was a 
second major challenge as individuals were surveyed up to a year after their MCP 
change. A high percentage (56%) of respondents stated that they were unaware that 
their MCP had changed or that their plans had not changed (Exhibit 3.13), raising 
concerns regarding the validity of the remaining responses in the survey. However, 
these limitations were counterbalanced by the large number of responses that may have 
correctly known that their health insurance changed in some way but could not match 
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their knowledge with the way the survey questions were posed, including how they 
think of their insurance plans. The team recognizes that the similarities in names of 
Medi-Cal plan and Medicare plan can be challenging to individuals of any age and 
educational background. Notably, the team relied upon secondary data as the source of 
information for analyses regarding plan changes. There was a single survey item that 
included both the terms Medi-Cal plan and Medicare plan within a single survey 
question that was included in the survey to assess respondent understanding of terms 
frequently used in oral and written conversation with dually insured individuals. The 
remainder of survey items focused on respondent experiences of changing their plan 
and respondent descriptions of their health status and determinants of health. 

F. Results 
Goal 1: Determine the epidemiology of plan changes among Dually 
Eligible Beneficiaries eligible for MA plans and relate them to 
requested MCP change requests duals enrollment in managed care, 
January 2021 to May 2024. 
The characteristics of the Medi-Cal duals members across the different cohorts are 
shown in Exhibit 3.4. Members from the seventeen counties in the 2023 and 2024 
counties differ primarily in the greater representation of Blacks in the 2023 counties and 
Asian-Pacific Islanders in the 2024 counties. This is also reflected in the difference in 
languages spoken – where Vietnamese is seen (14%) in members from the 2024 
counties. In contrast, members from the 2026 counties have a greater proportion of 
non-Hispanic whites and fewer Asian-Pacific Islanders than members from the other 
counties. Spoken language reflects this as well with 74% of members reporting English 
as their preference among members from the 2026 counties. 
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Exhibit 3.4: Descriptive Summary Table for Target Population Studied 
 2023 Counties 2024 Counties 2026 Counties All Counties 

N % N % N % N % 

 
Overall 

 
1,517,428 

  
227,332 

  
366,283 

  
2,111,043 

 

 
Age (Years) 
 
< 65 

 
290,252 

 
19 

 
36,680 

 
16 

 
94,522 

 
26 

 
421,454 

 
20 

 
65 to 84 

 
967,152 

 
64 

 
146,916 

 
65 

 
221,086 

 
60 

 
1,335,154 

 
63 

 
85+ 

 
260,024 

 
17 

 
43,736 

 
19 

 
50,675 

 
14 

 
354,435 

 
17 

 
Race/Ethnicity 
 
non-Hispanic White 

 
344,713 

 
23 

 
48,684 

 
21 

 
158,597 

 
43 

 
551,994 

 
26 

 
Black 

 
138,557 

 
9 

 
4,406 

 
2 

 
13,675 

 
4 

 
156,638 

 
7 

 
Hispanic 

 
543,471 

 
36 

 
71,863 

 
32 

 
112,082 

 
31 

 
727,416 

 
34 

 
Asian-Pacific Islander 

 
295,613 

 
19 

 
68,587 

 
30 

 
26,163 

 
7 

 
390,363 

 
18 

 
Native American 

 
3,766 

 
0 

 
539 

 
0 

 
3,628 

 
1 

 
7,933 

 
0 

 
Other 

 
45,942 

 
3 

 
9,295 

 
4 

 
9,146 

 
2 

 
64,383 

 
3 

 
Unknown 

 
145,366 

 
10 

 
23,958 

 
11 

 
42,992 

 
12 

 
212,316 

 
10 
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 2023 Counties 2024 Counties 2026 Counties All Counties 

N % N % N % N % 

 
Sex 
 
Female 

 
846,564 

 
56 

 
127,659 

 
56 

 
200,464 

 
55 

 
1,174,687 

 
56 

 
Male 

 
670,864 

 
44 

 
99,673 

 
44 

 
165,819 

 
45 

 
936,356 

 
44 

 
Language 
 
English 

 
841,380 

 
55 

 
117,805 

 
52 

 
269,299 

 
74 

 
1,228,484 

 
58 

 
Spanish 

 
382,856 

 
25 

 
50,275 

 
22 

 
78,493 

 
21 

 
511,624 

 
24 

 
Chinese 

 
94,505 

 
6 

 
5,586 

 
2 

 
1,423 

 
0 

 
101,514 

 
5 

 
Tagalog 

 
16,839 

 
1 

 
2,457 

 
1 

 
2,564 

 
1 

 
21,860 

 
1 

 
Vietnamese 

 
42,925 

 
3 

 
32,821 

 
14 

 
1,585 

 
0 

 
77,331 

 
4 

 
Other or Unknown 

 
138,923 

 
9 

 
18,388 

 
8 

 
12,919 

 
4 

 
170,230 

 
8 
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In order to contextualize the timing and potential impact of the matching plan policy, it 
is important to understand the current trends of MA plan enrollment that make the 
matching plan policy relevant. Across California, overall monthly enrollment of fully 
eligible (Medicare A & B) duals (referred to simply as duals) was 1,400,518 in January 
2021, peaked at 1,593,721 in June 2023, and was 1,559,300 in May 2024. When broken 
out by matching plan policy counties (by year of policy adoption), 72% of duals were in 
the first (2023) 12 policy counties, 11% were in the second (2024) five policy counties, 
and the remaining 17% were in the 41 counties that did not yet have the matching plan 
policy. These proportions were essentially unchanged between 2021 and 2024. Because 
the vast majority of MCP members reside in the first counties to have the policy, overall 
results tend to track with these counties. Breakouts by county cohorts highlight 
important distinctions in managed care enrollment and plan changes. 

Among duals, MA enrollment was 20% in January 2021 and steadily increased to 51% in 
May 2024. (Exhibit 3.5). When broken out by county cohort, among the first 12 counties 
with the policy, MA enrollment was 23% of duals in January 2021 and 56% by May 2024. 
In the five counties with the policy implemented in 2024, MA enrollment was 18% in 
2021 and increased to 53% of duals in these counties by 2024. For these 17 counties 
that have the policy, MA enrollment increased steadily, punctuated by a substantial 
increase in January 2023. For the remaining counties, MA enrollment steadily increased 
from 11% of duals in January 2021 to 29% of duals in May 2024. To address the 
evaluation question, it was necessary to understand the adoption of D-SNPs, which 
require joint enrollment in Medicare and Medicaid, which differs from alignment of a 
member’s Medicare and Medicaid MCPs. First, one must separate the regular MA plans 
from the D-SNPs. D-SNP enrollment has evolved over time. An examination of duals’ D-
SNP enrollment during the current waiver period shows that duals were enrolled for at 
least one month in 722 D-SNP plans. The 80 California-based D-SNP plans accounted 
for 99% of D-SNP enrollment, while the remaining 1% of D-SNP enrolled California 
duals were enrolled in 642 non-California-based-D-SNP plans. Enrollment broken down 
by managed care contract is detailed in Appendix H Exhibits 6, 7, and 8 with the details 
regarding California D-SNP availability and enrollment in Appendix H Exhibits 10A, 10B, 
and 10C. 
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Exhibit 3.5: Percent MA Enrollment Among Duals by County Matching Plan Policy 
Cohort and Overall 
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MA – Medicare Advantage; MA1 => MA2 – MA change from one month to the next; FFS – Fee-for-
service (traditional), Breakout by MCP enrollment and alignment not shown. 

D-SNP enrollment has increased substantially since January 2021 (Exhibit 3.6). Overall, in 
January 2021, D-SNP enrollment was 9%. By May 2024, aligned D-SNP enrollment was 
28% with 0.3% showing D-SNP enrollment and enrollment in FFS Medi-Cal. Changes in 
D-SNP in MCP and D-SNP Medi-Cal FFS mirror each other between December 2023 and 
March 2024. The overall pattern was associated with enrollment in the counties starting 
with the matching plan policy in 2023 (see Appendix Figures). In the 12 counties where 
the policy was first introduced, D-SNP rates increased from 10% to 31%. In the second 
group of five counties, these increased from 5% to 25% of MA enrollees. Among 
members in counties that do not yet have the policy, the D-SNP rate increased from 6% 
to 16% of MA enrollees. Furthermore, in January and February 2024, it appears that 
there was an anomalous increase in Medi-Cal FFS reported enrollment, which appears to 
reflect non-attribution to managed care. These data have not yet been revised to reflect 
managed care enrollment. 
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Exhibit 3.6. Percent Managed Care Adoption Over Time (Overall) for Duals by 
Medicare and Medi-Cal Participation 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
MA – Medicare Advantage; Medi-Cal FFS – Traditional (Fee-for-service) Medi-Cal; MCP – Medi-
Cal managed care plan; D-SNP – Duals special needs plan; Not shown – Duals enrolled in FFS 

Changes in enrollment over time demonstrated that the vast majority of newly enrolled 
duals in MA plans are among those moving from Original (fee-for-service) Medicare to 
an MA plan (Exhibit 3.7, FFS=> MA). A much smaller number of individuals entered MA 
plans from other MA plans (MA1=>MA2). Finally, the number of individuals leaving an 
MA plan for Original Medicare (MA1=>FFS) is much lower than these two other groups. 
Of note, most changes occurred around Medicare open enrollment. The large spikes 
corresponded to the availability of new MA products (such as Medi-Medi Plans) and 
other aligned products that members formerly in Medicare FFS chose. Not shown in the 
exhibit are the majority of members who do not change their MA plans or who remain 
in Original Medicare. 
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Exhibit 3.7: Duals Managed Care and Original Medicare Enrollment Transitions, 
Overall 
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  2021     2022     2023   2024 
 
 

 
Note: Graph tracks Duals’ Medicare Advantage (MA) enrollment changes. MA1 & MA2 – MA Plans 
across two consecutive months; MMP – MCP Matching Plan – an MA plan that has a matching MCP 

Member enrollment in MA plans that are MCP matching plans (MMPs) drive the 
alignment policy, e.g. MCP enrollment follows enrollment in an MMP. When a member 
chooses an MA plan that is an MMP, their MCP must match that MA plan. If a member 
chooses an MA plan that is not an MMP, they may choose any MCP offered in their area. 
As shown, in (Exhibit 3.8), we track among Medi-Cal members the type of MA plan (e.g. 
MMP) that members choose when they switch MA plans. The possibilities include MA 
change where (1) both the old and new MA plans chosen are MMP, (2) the old MA plan 
was an MMP, but the new MA plan is not an MMP, (3) the old MA plan was not an MMP, 
but the new MA plan is an MMP, and (4) neither the old or new MA plan is an MMP. In 
the figure, the two highest curves are associated with members moving from a non-
MMP to a non-MMP and members moving from an MMP to a non-MMP. These 
changes are independent of members changing their MCP enrollment. 
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Exhibit 3.8: Magnitude of MA (Matching Plan or not) Enrollment Change, 
Matching Plan Policy Overall 
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MCP – Medi-Cal Managed Care Plan; MA – Medicare Advantage; MMP – Medi-Cal Matching Plan - 
(member should have MCP matched to this MA plan); Aligned – MCP and MA are from the same 
managed care organization. For example, “MA change; MA not MMP” is the number of MCP 
members where a member changes their MA plan and neither their first or second MA plan is an 
MMP. 

Evaluation Question 1A: How many Duals enrolled in an MA plan in 
the 12 counties with a matching plan policy in 2023 had the policy 
applied to them? 
Breaking out individuals who change their MA plans and their MCPs, the number of 
individuals affected is small – these early analyses identify only 421 cases in 2023 in the 
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12 original counties and an additional 531 cases in 2024 (Exhibit 3.9). Alignment 
between the MA and MCP plans are 92% and 95% for these changers in 2023 and 2024. 
In contrast, 1,162 (across 2023) and 2,958 (across 2024) individuals changed into MA 
plans that are not explicitly affected by the policy, but for whom an MCP change also 
occurred. Alignment for this group is 36% and 18% respectively. The group of MAs that 
are not part of the Medi-Cal matching plans are primarily a combination of (1) 
enrollment in MCPs with delegated plans (i.e., alignment between the MA plan and the 
delegated plan) and (2) plans that require dual enrollment but are not subject to the 
policy. 
Exhibit 3.9: Number of Duals with Change in MA and MCP, 2023 Matching Plan 
Policy Counties 
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     2023        2024   

 
 
 

 
MCP – Medi-Cal Managed Care Plan; MA – Medicare Advantage; MMP – Medi-Cal Matching Plan 
(member should have MCP matched to this MA plan); Aligned – MCP and MA are from the same 
managed care organization. 
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H1: Less than 0.1% of Duals in mandatory aligned plans in matching plan 
counties will change their MCP without changing their MA within 12 months. 

At the time of this writing, a full analysis of 12-month patterns of changes has not been 
completed. Nevertheless, monthly changes across the 12-month period are roughly 
analogous since most individuals do not appear to change their plans. Compared to the 
total of individuals in mandatory aligned plans, few individuals change their MCPs 
without also changing their MA plans. Relative to the total number of individuals in 
mandatorily aligned plans, this is less than 0.1% on a monthly basis, except in January 
2024, where the monthly basis was 2.4% (See Appendix Tables). Based on these data, the 
hypothesis is likely true. 

H2: Duals in aligned plans during the target period are less likely to change 
their MCP (without changing their MA) than those in unaligned plans during 
the target period. 

As defined, the team compared the ratio of those who change their MCP and do not 
change their MA versus those who change their MCP and do not change their MA 
between individuals whose MA and MCP are aligned versus those whose MA and MCP 
are not aligned (Exhibit 3.10). A ratio of less than one means that MCP change for 
aligned plans is lower in that period than changes in plans for unaligned plans. The 
team also examined changes among those in plans that would not be subject to a 
matching policy whether aligned or not. Based on these data, the hypothesis is rejected. 
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Ratio MCP Change No Change MA MMP Aligned / Not Aligned 
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Exhibit 3.10: Ratio of MCP Change to No Change in MA that is an MMP - Aligned 
versus Not Aligned in 2023 Policy Counties 
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H3: Duals who change from a mandatory aligned plan are less likely to change 
their MA plans (and MCP) than Duals who change from unaligned MA plans 
during the target period. 

Based on current results, the hypothesis appears partially true (Exhibits 3.9 and 3.11). The 
hypothesis appears supported for D-SNPs but less clear for other MA plans. Members in 
delegated plans are difficult to identify and thus their behavior may affect these results. 
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Exhibit 3.11: Change Rates among MA Plans, 2023 Policy Counties 
 
 
 
 
 
 
 
 
 
 
 

 
01 02 03 04 05 06 07 08 09 10 11 12 01 02 03 04 05 

     2023        2024   
 
 
 

 
MCP – Medi-Cal Managed Care Plan; DSNP – Duals Special Needs (MA) Plan; MA – Medicare 
Advantage Plan; MMP – Medi-Cal Matching Plan (member should have MCP matched to this MA 
plan); Aligned – MCP and MA are from the same managed care organization. 

 
 

H4: Duals in Medi-Medi Plans will be less likely to change plans than those in 
other aligned plans that are not Medi-Medi plans and less likely than those in 
unaligned D-SNPs. 
Among the 12 counties where mandatory matching occurred in 2023, hypothesis four 
appears not to be true on a month-to-month basis (Exhibit 3.11). Testing for year-over-
year has not yet been completed. Of note, examining the ratio of rates of change do not 
reveal dramatic differences between MMP D-SNPs and other, unaligned D-SNPs. 

Evaluation Question 1B: Of Duals that had the policy applied to them, 
how many changed their MCP to a non-matching plan within 12 
months of enrollment? 
There has been insufficient time to address EQ1B for the Interim Evaluation Report. As 
currently defined, however, the number of individuals affected by the policy over a full 
twelve month period must be small given the already small numbers identified in EQ1A. 
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Goal #2: Maintain a high degree of satisfaction with changing 
their Medi-Cal related plans among dually eligible 
beneficiaries in MA plans that are aligned with MCPs and 
among dually eligible beneficiaries in MMPs. 
As described above, the evaluation team identified all individuals with at least one MCP 
change in the last six months of the available data. Individuals considered for invitation 
to the survey had to be in a county where there was more than one MCP and where the 
MCP change observed did not occur due to cancellation of the MCP that they had been 
enrolled in, thus reflecting a group of members who potentially made a more 
deliberative decision. Finally, individuals enrolled in primary plans that had delegated 
plans were excluded due to the inability to fully distinguish MCP changes versus 
reassignment to a delegated plan that had become a primary plan. A total of 35,728 
members with verifiable MCP change were identified – 32,881 in matching plan policy 
counties and 2,847 in non-matching plan policy counties (Exhibit 3.12). After sampling, 
the final invited members consisted of a total of 4,319 individuals – 2,945 in matching 
plan policy counties and 1,374 in non- matching plan policy counties. A total of 926 
members responded with 877 surveys completed – 620 from matching plan policy 
counties and 257 from non- matching plan policy counties. Overall completion response 
was 20.0% and 21% in matching plan policy counties and 19% in non- matching plan 
policy counties. These exceeded our anticipated 10% response rate, primarily via web-
based surveys. 
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Exhibit 3.12. Dual Survey Response Rates among Members Who Changed their 
MCPs between December 2023 and May 2024 
 Matching Plan Policy 

County 

 All Yes No 

N (column %) 35,728 32,881 2,847 

California Duals Identified from Enrollment File 4,319 2,945 1,374 

California Duals Invited to Participate to Survey 926 657 269 

California Duals Completing the Survey 877 620 257 

Survey Completion Rate 20% 21% 19% 

Note: There were a total of 1,677,565 unique individuals enrolled with at least one month of 
Dual enrollment with 1,390,573 in Yes – resident of an matching plan policy county and 286,992 
in No, not a resident of an matching plan policy county. 

 
Because of the much smaller sample and the greater rate of Original Medicare enrollees 
in the non-matching plan policy counties, it was not possible to exactly match the 
characteristics of survey invitees from the two sets of counties. In general, MCP changers 
from matching plan policy counties tend to be older; self-identify as black, Hispanic, or 
Asian-Pacific Islander; and non-English speakers. The invited survey sample and 
respondents oversampled minorities and non-English speakers. 

 
Evaluation Question 2: Are Duals satisfied with the information and 
process for mandatory Medi-Cal aligned? 
A single questionu was asked regarding knowledge of their MCP and MA plan 
assignment and plan changes (Exhibit 3.13). When comparing knowledge of plan 
changes, many survey respondents did not know that their plans had changed. 

 
 
 

u According to our records, your Medi-Cal plan changed in the last 12 months. You may have also 
changed your Medicare plan. Which of your health plans changed? 
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Approximately, 40% of respondents indicate they “do not know,” “are not sure,” or 
marked "missing" responses. Dual survey responses suggest respondents may not be 
familiar with the names of their health plans or those that changed, with little difference 
between the two groups. When asked about the circumstances of their MCP change, 
58% indicated that they did not know the circumstances of the change or did not know 
that it had changed, without a difference between the two groups. 

 
Exhibit 3.13: Knowledge of Changes to Health Plan 
 Matching Plan Policy County 

 All Yes No 
 N % N % N % 

Total 877 
 

620 
 

257 
 

My Medi-Cal plan only 130 14.8 76 12.3 54 21.0* 

My Medicare plan only 66 7.5 58 9.4 8 3.1 

Both my Medi-Cal and Medicare plans 
changed recently 182 20.8 139 22.4* 43 16.7 

Neither my Medi-Cal, nor my Medicare 
plans changed recently 147 16.8 105 16.9 42 16.3 

I don’t know or I’m not sure 339 38.7 230 37.1 109 42.4 

Missing (NA) 13 1.5 12 1.9 1 0.4 

 
In contrast, survey responses describing other behaviors, decision making, information 
seeking, and satisfaction include more specific responses (Exhibit 3.14). For example, 
respondents used multiple sources to look for information about changing their health 
plans, but there was little difference by policy and non-policy counties. More than half 
did not look for information about changing their health plans. 
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Exhibit 3.14: Information Sources for Changing Managed Care Plans 
Where did you look for information about 
changing your health plan? (marked all that 

applied) 
All 

Counties 

Yes 
Aligned 
Counties 

Not 
Aligned 
Counties 

 
N % N % N % 

Online Websites 116 13 87 14 29 11 

My insurance or health plan documents 91 10 65 11 26 10 

My friends, family, or workplace colleagues 85 10 70 11 15 6 

A doctor or other healthcare providers 59 7 49 8 10 4 

A case manager or care coordinator 59 7 45 7 14 5 

A state or county government agency that 
provides my health insurance 68 8 47 8 21 8 

A health insurance broker 82 9 67 11 15 6 

Other 66 8 47 8 19 7 

I did not look for plan information about 
changing my Medi-Cal health plan 456 52 307 50 149 58 

 
When asked about the difficulty of finding information on changing plans, there was a 
fairly even distribution in responses with 39% stating that they did not know or refused 
to answer (Exhibit 3.15). There was little difference between survey respondents from 
policy and non-policy counties although, on balance, survey respondents from policy 
counties felt that it was slightly easier to get information than respondents from non-
policy counties. 

Three questions were fielded to assess how MCP members felt about the receipt of 
information from others regarding changing their plans. These included: did anyone 
recommend changing their plan; who helped change their plan; and who was most 
helpful in providing information about selecting available MCPs? Overall, 63% of 
individuals answered that no one recommended changing their plan; 53% said 
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answered that no one helped change their plan; and 43% answered that no one, or they 
did not know, if anyone was most helpful. 

 
Exhibit 3.15: Overall, how difficult or easy was finding information about changing 
your Medi-Cal 

 
Response 

All 
Counties 

Yes 
Aligned 

Counties 

Not 
Aligned 

Counties 

N % N % N % 

 
877 

 
620 

 
257 

 

Very difficult 74 10 57 9 27 11 

Somewhat difficult 127 15 86 14 41 16 

Neither difficult nor easy 137 16 110 18 27 11 

Somewhat easy 98 11 71 12 27 11 

Very easy 91 10 68 11 23 9 

Don’t know, not sure 290 33 196 32 94 37 

Missing / refused 50 6 32 5 18 7 

 
H1: Duals who request to change their MCP and who change their plans will be 
satisfied with the process of doing so during the target period. 
The evaluation team asked six questions regarding satisfaction with the process of 
changing their health care plans, covering ease, information availability, and care 
coordination between MCPs and Medicare (Exhibit 3.16). Of the six questions asked, 
only one question (Q15) regarding information received before a final decision on a new 
MCP differed between respondents in policy and non-policy counties with regard to 
being very satisfied or somewhat satisfied (50% versus 39%). Based on survey responses, 
MCP members who changed their MCPs were generally satisfied with the process of 
changing their plans. Based on these data, the hypothesis is likely true. 
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Exhibit 3.16: Satisfaction with Plan Alignment and Changing Plans 
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H2: Duals in Medi-Medi Plans will be more satisfied with the mandatory 
alignment of their MCP to their MA plan choice compared to Duals who are in 
in other type of MA plans. 
This hypothesis was not yet tested for inclusion in the Interim Evaluation Report. It will be 
included in the final Summative Evaluation Report. 

H3: Duals in counties with the policy will be more knowledgeable and will be 
more satisfied with the policy. 
Referring back to Exhibits 3.13 and 3.16, there are slight differences between duals in 
counties with the alignment policy versus those without the alignment policy, which 
suggests that those in the matching plan policy counties are somewhat more 
knowledgeable and satisfied with the policy. However, initial unadjusted comparisons 
did not demonstrate that these differences were statistically significant. Based on these 
data, the hypothesis is not likely true. 

Important Factors Affecting Decision Making and overall 
Difficulty with Changing MCPs 
The drivers for selecting a new plan differed somewhat between respondents in policy 
and non-policy counties (Exhibit 3.17). Of note, respondents from policy counties were 
more likely to respond that they were not able to see a provider that they wanted to see 
with their prior plan (24% versus 16%). In contrast, respondents from non-policy 
counties were more likely to state that it was not their decision to change their MCP 
compared to those in policy counties (47% versus 40%). 
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Exhibit 3.17: Important Factors in the Decision Change to Your Medi-Cal Plan 
 

All 
Counties 

Yes 
Aligned 
Counties 

Not 
Aligned 
Counties 

 
N % N % N % 

 
877 

 
620 

 
257 

 

I could not see the doctors or healthcare 
providers I wanted to see. 190 22 148 24 42 16 

I was not treated with respect by the health 
plan representatives I encountered. 63 7 50 8 13 5 

I could not get the medicines, equipment or 
treatment I needed covered by the plan. 113 13 80 13 33 13 

My waiting times were too long. 103 12 80 13 23 9 

I was not able to receive the right kind of care 
for my condition. 100 11 71 12 29 11 

My plan required to much paperwork. 50 6 34 6 16 6 

Other (please specify) 137 16 98 16 39 15 

I was not my decision to change my health 
plan. 371 42 250 40 121 47 

Importantly, when asked to rate the overall difficulty of changing their MCP, 36% of all 
survey respondents stated that it was very easy or somewhat easy to change their MCPs 
(Exhibit 3.18). When separated by county of residence, however, respondents living in 
policy counties on average felt that it was easier to change their MCP than respondents 
living in non-policy counties with 39% of those in policy counties responding that it was 
easy or very easy versus 30% for those in non-policy counties. In addition, respondents 
from policy counties were less likely to have missing, don’t know, or refused responses 
(11% versus 15%). Based on survey responses, Medi-Cal members in policy counties 
found it easier to change their MCPs in policy counties than in non-policy counties. 
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Exhibit 3.18: Overall Difficulty Changing Managed Care Plan 
 

All 
Counties 

Yes 
Aligned 
Counties 

Not 
Aligned 
Counties 

 
N % N % N % 

 
877 

 
620 

 
257 

 

Very difficult 83 10 56 9 27 11 

Somewhat difficult 83 10 57 9 26 10 

Neither difficult nor easy 283 32 196 32 87 34 

Somewhat easy 175 20 141 23 34 13 

Very easy 139 16 96 16 43 17 

Missing 81 9 52 8 29 11 

Don’t know 20 2 14 2 6 2 

Refused 13 2 8 1 5 2 

 

G. Conclusions 
To date, the matching plan policy for Medi-Cal MCP members dually enrolled in MA 
plans has been quite effective at aligning Medi-Cal MCP members with their MA plans. 
Notably, this occurred during a time of rapid growth in MA plan membership among 
duals in California. In 2021, MA enrollment and alignment with MCPs was much higher 
among members in the original 12 counties with the matching plan policy. Consistent 
with the expansion of mandatory MCP enrollment for duals starting in January 2023; 
since January 2023, MA enrollment and MCP alignment has jumped in the remaining 
counties. Medi-Medi Plans grew rapidly as well and are significant drivers of alignment 
in the past two years. Enrollment in 2023 as well as in 2024 surged in the cohort where 
the policy was implemented. 
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The alignment policy appeared to have had the desired effect, and the introduction of 
Medi-Medi Plans incentivized duals to enroll in these plans. Because Medi-Medi Plans 
followed the Medicare open enrollment period, spikes in MCP changes in January reflect 
the choice of members to enroll in the Medi-Medi Plans. This is supported by the 
concurrent change (e.g., MCPs and MA plans changing in the same time period). In 
contrast, the policy (aligning MCP members) should follow MA enrollment changes – 
and this is what the results show with a change occurring soon after the MA change. The 
actual number of individuals impacted by the policy was small – the number of 
individuals changing MA plans concurrent or followed by a MCP change was small. In 
contrast, individuals already enrolled in MCPs (and primarily Original Medicare) were 
primarily enrolling in Medi-Medi Plans or, less often, in aligned MA plans (e.g. MA plans 
offered by the same parent managed care organization, but which are not Medi-Medi 
Plans). 

From its inception and presentation to members, the alignment policy was presented as 
the MCP follows the MA plan. A concern was that the policy might limit choice as 
members might want to move away from a specific plan choice. In reality, it appears the 
policy is infrequently driving such changes and that individuals are choosing MA plans 
that align with their MCPs, especially among individuals moving from Original Medicare 
to MA plans. It thus appears that MCOs are inviting MCP members who are not yet in 
MA plans into MA plans that are aligned with the MCPs. The process in which this might 
be occurring has not been explored. 

In comparison to individuals in MA plans, duals who remained in Original Medicare had 
overall lower rates of MCP changes in the policy counties. This is consistent with a lack 
of incentives to change their MCP. For duals, Medicare serves as the primary payer for 
most acute care services. Under these circumstances, for individuals remaining in 
Original Medicare, changes in MCP are uncommon. A more complete analysis 
estimating the impact of the policy on enrollment will be presented in the Summative 
Evaluation Report, but it is unlikely to alter the general impression from these 
descriptive results. 

The member survey of MCP changers provided additional context for this process. 
Descriptive analyses presented in the Interim Report showed that, overall, many 
individuals were unaware that their MCPs had changed. Where individuals 
acknowledged changing their plans, there was a distribution of responses regarding 
difficulty obtaining information to change their MCPs. Individuals from policy counties 
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were more likely to find information on changing their MCPs more helpful before their 
change – which may trigger speculation regarding greater expectations and efforts in 
these counties where the alignment policy and managed care choices are greater and 
more complicated – but which were not directly addressed in this evaluation. 

H. Interpretations, Policy Implications, and 
Interactions with Other State Initiatives 
Initial results of the matching plan policy highlight the expansion of dual enrollment in 
D-SNPs (e.g., Medi-Medi Plans) across the state and the alignment of MCPs with MA 
plans. The results of the descriptive analyses in this report suggest that members are 
choosing MA plans that match their MCPs rather than choosing MA plans and 
subsequently being required to change their MCPs to match their MA plans. The 
managed care realignment that occurred in January 2024 likely created additional 
opportunities for members to make MA changes. The evaluation cannot answer whether 
individuals found changing their MCP harder and thus settled on aligning their MA 
plans where possible because MA enrollment was more straightforward. The increased 
integration of managed care services across Medicare and Medi-Cal should result in 
more seamless delivery of services and likely create further incentives for members to 
remain in their Medi-Medi Plans. 

Results of the survey suggest that members who changed their MCPs were generally 
satisfied with the process. However, the survey cannot answer whether non-changers 
are satisfied or knowledgeable about the process of changing plans or the alignment 
policy, which may be a separate driver of change in the Medi-Cal program. From a 
policy perspective, greater transparency on changing plans – including easily identifiable 
plan availability in a central site – might lead to greater member satisfaction and ability 
to change plans, if desired. 

I. Lessons Learned and Recommendations 
I.1 Lessons Learned from the matching plan policy 
The matching plan policy is a commonsense attempt to simplify the delivery of managed 
care in the Medicare and Medicaid space. Some elements are unique to California due 
to the way that managed care has been implemented in the state. For example, it is a 
county-by-county offering of a limited number of contracted managed care plans. 
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Historically, this has led to the use of delegated plans as a mechanism for diversifying 
care to different managed care plans. These plans provide greater diversity but are not 
directly contracted by Medi-Cal and thus harder to track in terms of plan alignment and 
service delivery. Finally, the concentration of the state’s population in just a few counties 
is counter-balanced by the extremely large geographic size of the counties in what is 
the third largest state in the United States. Urban areas were impacted by the policy, 
while more rural counties were not. In some ways, this may make county 
implementation of the policy more comparable to statewide implementations in many 
other states. 

Based on this experience, at this point in the evaluation, there are some lessons learned 
regarding the implementation and recommendations to other states that choose to 
implement these policies. 

1. The matching plan policy was developed to ensure alignment of MCPs with MA 
plan enrollment, but few (less than two thousand overall) individuals (compared 
to the 130,000 individuals who changed MA plans overall and the additional 
150,000+ members who enrolled in MA plans from traditional Medicare) were 
identified as subject to the policy. 

2. Clear guidance to members regarding the policy is important both in terms of 
plan choices, timing, and ensuring that members are aware of changes in MCP 
enrollment and why. For example, if a member is reassigned because they are in 
an MMP and their MCP does not match the MA plan, then their reassignment 
should be accompanied by that explanation. Survey results suggested that 
members were often unaware of changes. 

3. Assessing enrollment changes were complicated by subcontracted (delegated) 
plan enrollment not directly reported to DHCS. 

I.2 Recommendations for Other States 
In light of the current findings, the evaluation team recommends the following for other 
states considering adopting the alignment policy: 

1. Advanced notice of policy implementation – in addition to standard information 
on the DHCS website regarding Medicare open enrollment, this might include 
providing members with an email or robocall to remind them to check changes 
to the DHCS website or to remind them that their Medicare managed care 
enrollment may impact their Medi-Cal MCP enrollment. 
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2. Timely announcement of plan availability in affected service areas. For example, if 
a MCP has aligned MA plans, these MA plans should be easily identifiable. 
Integrated plans are identifiable but not aligned plans. 

3. Active tracking of requests for information to change MCPs and enroll in MA 
plans by members to better assess members’ attempts to engage with the 
process of changing their plans – whether they ultimately change their 
enrollment or not. 

4. Comprehensive tracking of enrollment of members in all aspects of MCPs, 
including enrollment in delegated plans because the impact of the policy cannot 
be fully assessed using enrollment in Primary plans. 

5. Consider ways to improve information on MCP and MA plan in a member’s 
county of residence. For example, a drop-down menu of available MCPs in the 
member’s county of residence and then a link to the CMS website with directions 
on what to look for regarding MA plans. This sharing of information is the 
biggest challenge because DHCS does not control MA plan availability or how 
CMS presents this information. 

In the future, with greater stability in MCP offerings, tracking the matching plan policy 
and its impact will be less affected by these external factors. For the final report, the 
evaluation will assess the impact of the alignment policy over the longer term, attempt 
to include all geographic areas for assessment, and identify observable factors which 
influence MCP changes and plan alignment among members. 
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A. Executive Summary 
Summary of Initiative 
The UCLA-RAND Reentry Evaluation is designed to assess California's implementation of 
the JI Reentry Initiative under the state’s 1115 Medicaid Waiver (henceforth referred to as 
the Waiver), which extends select Medi-Cal benefits to eligible individuals immediately 
prior to and following release from correctional facilities. The intervention fosters 
connections between carceral and community health care, expands pre-release and post-
release services and aims to improve care continuity, address behavioral and physical 
health needs, and reduce adverse outcomes for JI populations. The evaluation focuses on 
implementation barriers and facilitators, quality of care, care transitions, coordination 
among systems, and impact on health care investments in both carceral and community 
contexts. 

Methods and Limitations 
Methods 
The evaluation utilizes a mixed methods approach: 

Quantitative Analysis: The evaluation employs a cohort difference-in-differences design 
to compare outcomes for intervention (post-Waiver) and comparison (pre-Waiver) groups 
using comprehensive data sources, including Medi-Cal eligibility and claims, correctional 
agency health data, prescription fills, and mortality records. 

Qualitative Analysis: Structured and semi-structured interviews began in Fall 2025 with 
key stakeholders, including county stakeholders involved in the implementation of the JI 
Initiative Results from those interviews are presented in this report. Coding software (e.g., 
Dedoose) will be used to analyze interview data and identify themes related to 
coordination, care transitions, and barriers and facilitators. 

Cost Analysis: Development of methods are underway to evaluate the financial 
implications and investments made under the Waiver. 
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Results 
Preliminary Insights: 

» The initiative has catalyzed new collaborations and workflows across correctional, 
Medi-Cal, managed care, and community organizations, requiring significant effort 
needed to align these disparate systems. 

» During interviews, stakeholders, such as key informants from Probation, Sheriff's 
Office, Correctional Health, Social Services/Human Services, Health & Human 
Services, Public Health, Behavioral Health (BH), and contracted in-reach services 
providers, emphasized the need for enhanced communication, education, and 
well-defined handoff protocols to ensure seamless care transitions. 

» The JI Screening Portal, intended as a communication and documentation tool, 
has presented usability challenges, requiring manual data entry and improvements 
to better support cross-system coordination. DHCS made changes to the user 
interface (i.e., allowing bulk uploads to reduce administrative burdens for 
correctional facilities) and additional improvements are forthcoming as DHCS 
continues to optimize the Portal to enhance the user experience and to address 
some of the challenges identified by the counties. 

» Early investments are focused on infrastructure, staffing, and service expansion, 
but counties are still in the early stages of full program implementation and 
service delivery. 

» Fragmentation and duplication in reentry planning persist; stakeholders highlight 
the importance of person-centered care plans to prevent conflicting guidance for 
individuals upon release. 

Conclusions 
At this time, the UCLA-RAND Reentry evaluation team has not yet received quantitative 
data; qualitative data collection is still in its early phases, limiting the ability to present 
comprehensive findings. The team is actively collaborating with DHCS, CDCR, and county 
facilities to finalize data requests and secure the quantitative and qualitative data. The 
UCLA-RAND Reentry evaluation team expects to receive the quantitative data in early 
2026 and has begun collecting qualitative data. The team will be submitting a Mid-Point 
Assessment report to CMS in early 2027 that will include a description of the progress of 
the evaluation, as well as include qualitative and quantitative findings derived from the 
data collection activities in 2026. 
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Preliminary insights drawn from PATH interviews, along with ongoing work to refine the 
cost analysis, evaluation approach, and county selection, inform this report. Although 
current results are limited and findings are too preliminary to assess demonstration 
outcomes or effectiveness, the team remains on track to deliver more extensive analyses 
and recommendations in the Mid-Point Assessment report. The Mid-Point Assessment 
will include findings from the qualitative interviews with stakeholders from the state and 
counties, as well as interviews with formerly incarcerated individuals. The mid-point 
assessment will also provide a description of utilizers between September 2024 and 
September 2025, using DHCS and CDCR data. This data will allow us to address the 
evaluation questions in more detail. 

B. General Background Information 
The CalAIM Reentry Evaluation assesses the degree to which incarcerated individuals 
preparing for reentry to the community who participate in the JI Reentry Initiative 
interventions (i.e., the Reentry Waiver Exposed Group) experience different processes and 
outcomes than those not exposed (i.e., the Reentry Waiver Comparison Group). Evaluation 
activities include assessments of changes over time between exposed and comparison 
groups in (1) access to medical and BH services for incarcerated individuals eligible for the 
state’s Medicaid Program (Medi-Cal), (2) use of systems for effectively enrolling eligible 
detainees into Medi-Cal prior to release, (3) coordination of transitional care between the 
pre- and post-release setting, (4) coordination of community-based services through 
ECM, and (5) provision of a 30-day supply of medications and durable medical equipment 
(DME) at release. 

Purpose of the Program 
As a group, incarcerated individuals have generally been historically underserved, 
marginalized, and adversely affected by persistent poverty. With the Waiver, California 
covers a targeted set of pre-release services for Medi-Cal members who meet specified 
criteria, as applicable, and are incarcerated in state prisons, county jails, and youth 
correctional facilities to improve reentry and their transitions (in particular, transitions of 
health coverage and care) back to the community. The provision of Medi-Cal pre-release 
and reentry transition services, for the 90 days prior to the individual’s release, as well as 
ECM upon release, is expected to increase continuity of health care coverage; prevent 
unnecessary disruptions in care; reduce ED visits and inpatient hospital admissions; reduce 
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mental health decompensation, suicide-related death, overdose, overdose-related death, 
and all-cause death; and lead to improved health outcomes The objective of this 
component of the demonstration is to facilitate members’ access to certain health care 
services, including case management services, to facilitate reentry planning and care 
transitions. 

The goals of the JI Reentry Initiative include the following: 

1. Increase coverage, continuity of care, and appropriate service uptake through 
assessment of eligibility and availability of coverage for benefits in carceral settings 
just prior to release. 

2. Improve access to services prior to release and improve transitions and continuity 
of care into the community upon release. 

3. Improve coordination and communication between correctional systems, Medicaid 
and Children's Health Insurance Program (CHIP) systems, MCPs, and community-
based providers. 

4. Increase additional investments in health care and related services, aimed at 
improving the quality of care for beneficiaries in carceral settings and in the 
community, to maximize successful reentry post-release. 

5. Improve connections between carceral settings and community services upon 
release to address physical health, BH, and health related social needs (HRSN). 

6. Provide intervention for certain BH conditions and using stabilizing medications 
like long-acting injectable anti-psychotics and medications for addiction treatment 
for SUDs, with the goal of reducing decompensation, suicide-related deaths, 
overdoses, and overdose-related deaths in the near-term post-release. 

7. Reduce post-release acute care utilization such as ED visits, inpatient 
hospitalizations, and all-cause deaths among recently incarcerated Medicaid 
beneficiaries and individuals otherwise eligible for CHIP if not for their incarceration 
status. Reduce use of acute care through robust pre-release identification, 
stabilization, and management of certain serious physical and BH conditions that 
may respond to ambulatory care and treatment (e.g., diabetes, heart failure, 
hypertension, schizophrenia, or SUDs). In addition, increase receipt of preventive 
and routine physical and BH care. 
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History of the Program 
Recognizing the multitude of factors influencing health outcomes, health agencies and 
systems have increasingly focused on whole-person care, a comprehensive approach that 
considers health and well-being across various domains (e.g., physical, mental, social). This 
approach is particularly relevant for JI individuals who have been historically underserved 
and marginalized. 48-52 JI individuals have higher rates of chronic conditions and 
infectious diseases, as well as a high prevalence of mental and BH concerns and are 
disproportionately lower income than the general U.S. population. 

The federal “inmate exclusion” policy has long prohibited Medicaid’s coverage of health 
care services provided in carceral settings. Accordingly, coverage of health care services in 
carceral settings has been historically limited, and many JI individuals did not previously 
receive the care they required. For instance, a study of proposals to provide contracted 
health care services in jails across some states by the PEW Charitable Trusts found that 
many jails did not have medical or nursing staff 24 hours a day to address high-acuity 
health care needs upon booking.53 JI individuals also experience limited care continuity 
upon reentry given potential changes in their Medicaid enrollment prior to, during, and 
after incarceration. 

The Affordable Care Act (ACA) provisions provided a pathway for improved health care 
coverage and access among many population segments, including JI individuals, as well 
as better care coordination between incarceration and reentry.54,55 Yet, the 2020 PHE 
demonstrated that disproportionate differences persisted for JI individuals, particularly 
those incarcerated at that time.56 

California has pioneered initiatives to improve health care services for JI individuals over 
the past decade. Through a Section 1115 Medicaid Waiver (“Medi-Cal 2020”) from January 
2016 to December 2021, California implemented the Whole Person Care (WPC) program 
for “high-risk, high-utilizing enrollees who have a complex profile and are high need.”57 

This program focused on the coordination of physical health, BH, and social services, 
where pilots across the state were required to target at least one of six key populations 
including “individuals recently released from institutions, including jail or prison (JI).” 
Lessons learned from this program directly informed the inclusion of ECM and 
Community Supports benefits within the CalAIM initiative, which launched in January 
2022. ECM and Community Supports extend services beyond traditional health care 
services to address other needs and improve comprehensive care management and 
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coordination. Community Supports, for instance, can include housing supports, a WPC 
program benefit utilized most by JI enrollees in the program.58,31 

Through CalAIM, JI populations in WPC pilot counties received continuity of ECM 
supports.59 PATH program’s JI Capacity Building program funding, which also launched in 
2022, was intended to “provide funding to support collaborative planning, as well as [IT] 
system modifications necessary to implement pre-release Medi-Cal application and 
suspension processes” for JI individuals.”21 Through the first two rounds of funding over 
2022 and 2023, PATH enabled the design and implementation of pre-release Medi-Cal 
enrollment and suspension processes for youth and adults, thus extending the WPC 
program aims for JI individuals. 

As described earlier, in 2023, California became the first state to be approved for offering 
specific Medi-Cal services to youth and select adults in carceral settings for up to 90 days 
prior to release, referred to as the JI Reentry Initiative. Additional rounds of PATH funding 
are intended to support these efforts, which will be implemented statewide by October 
2026. 

In addition to California, numerous other states have pursued Section 1115 Medicaid 
Waivers to improve the health of JI individuals. In total, 27 states have submitted a related 
waiver: 19 are approved and eight are pending (Washington D.C. is also pending). The 
approved states are Arizona, California, Colorado, Hawaii, Illinois, Kentucky, Maryland, 
Massachusetts, Michigan, Montana, New Hampshire, New Mexico, North Carolina, 
Oregon, Pennsylvania, Utah, Vermont, Washington, and West Virginia. The Kaiser Family 
Foundation’s analysis of Medicaid.gov Waiver documentation (as of July 1, 2025) 
demonstrates similarities and differences across states with approved waivers for JI 
individuals prior to reentry:60 

» Five state waivers do not cover youth correctional facilities and/or have age cutoffs 
(18 or 19 years of age). 

» Six states include Tribal correctional facilities in their covered populations. 

» States most frequently intend to provide services 90 days prior to release (16 of 
19), but three respectively use 30-, 45-, and 60-day cutoffs. 

» California offers the most comprehensive eligibility criteria, referenced above. 

o Pennsylvania has the next most comprehensive eligibility criteria: “One or 
more high-risk criteria: SUD/serious mental illnesses (SMI), one or more 



293  

chronic conditions, pregnant or postpartum, autism spectrum disorder, 
HCBS Waiver eligible.” 

o The other four states with eligibility criteria focus largely on individuals with 
SUDs and/or SMIs. 

» All states provide case management and medication-assisted treatment (MAT), 
and all but one provides MAT-related counseling. 

» All states provide at least 30 days of medication upon release. 

» States vary greatly in other health care services currently offered or planned (e.g., 
office visits, and DME provision). 

Description of the Program 
The eligible Reentry Waiver populations in California include all 31 state prison facilities, 
approximately 120 county jails, and over 100 youth correctional facilities. The state prison 
facilities are operated by the CDCR as a single department. Each of California’s 58 
counties operates its own jails and juvenile correctional facilities. Generally, jails are 
operated by County Sheriff Departments and juvenile facilities by County Probation 
Departments. In some cases, correctional health care services may be managed by the 
county public health or health department, which would be the lead entity for obtaining 
relevant pre-release health care information for the evaluation. 

Population of Focus 
Under California’s JI Reentry Initiative, people in state prisons, county jails, and county 
youth correctional facilities can receive a targeted package of Medi-Cal “pre-release” 
services during the 90 days before release if they meet eligibility criteria. Eligibility criteria 
include all youth and adults if they meet at least one health-need criterion (listed below). 
As part of the JI Reentry Initiative prisons and jails will screen adults for these health need 
criteria, and services will be offered to releasees if they meet the required criteria. 
Utilization of the services is voluntary. Qualifying conditions for individuals participating in 
the Reentry Waiver include adults who are incarcerated and who meet one or more of the 
following criteria listed in Special Terms and Conditions (STCs) 9.251: 

» Mental illness, defined as confirmed or suspected mental health diagnosis 
based on specified criteria 

» SUD, defined as confirmed or suspected diagnoses based on specified criteria 
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» Chronic condition or significant non-chronic clinical condition, defined as 
confirmed or suspected diagnoses based on specified criteria 

» Intellectual or developmental disability (I/DD), defined as a disability that begins 
before an individual has turned 18 years of age and that is expected to continue 
indefinitely and present a substantial disability 

» Traumatic brain injury or other condition that has caused significant cognitive, 
behavioral and/or functional impairment 

» Positive test or diagnosis of human immunodeficiency virus (HIV) or acquired 
immunodeficiency syndrome (AIDS) 

» Currently pregnant or within a 12-month postpartum period 

» All youth under the age of 19 years who are eligible for Medi-Cal or CHIP 
including children in foster care and former foster care youth and are in the 
custody of a county youth correctional facility are eligible for pre-release 
services. 

Program Components 
While California received federal authority to implement the CalAIM 1115 demonstration 
on December 29, 2021, approval was granted on January 26, 2023, by CMS to provide 
coverage for services (including reentry care management, physical/BH clinical 
consultation (in-person or telehealth), laboratory and radiology, medications and 
medication administration, MAT for SUD, and a minimum 30-day supply of outpatient 
prescription/over-the-counter (OTC) meds at release) to a subset of incarcerated 
individuals for up to 90 days immediately prior to their expected date of release from the 
carceral setting. To provide these services Medi-Cal reimburses JI pre-release services 
provided during custody by eligible providers (including correctional health staff (if 
enrolled/contracted), facility-contracted providers, or community “in-reach” providers who 
deliver services on site). 

Similar to other CalAIM components, the CalAIM JI Reentry Initiative has established a 
framework to address basic needs of individuals during high-risk periods of life by using 
Medi-Cal to implement a target set of pre-release services including health care, BH, and 
reentry services. CalAIM’s three primary stated goals are to “(1) Identify and manage 
comprehensive needs through WPC approaches and social drivers of health; (2) Make 
Medi-Cal a more consistent and seamless system for enrollees to navigate by reducing 
complexity and increasing flexibility; and (3) Improve quality outcomes, reduce health 
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disparities, and transform the delivery system through value-based initiatives, 
modernization, and payment reform.” 

Consistent with these goals, the STCs 9.1. for the JI Reentry Initiative focused on five 
goals: (1) increasing coverage and ensuring continuity of coverage for individuals who are 
incarcerated, (2) covering and ensuring access to the minimum set of pre-release services 
for incarcerated individuals to improve care transitions upon return to the community, (3) 
promoting continuity of care, (4) connecting to services available post-release to meet the 
need of the reentering population, and (5) ensuring cross-system collaboration. 

To deliver on these goals, correctional facilities are expected to complete a range of 
activities to better connect releasees to the health care system during and post-release. 
Prior to release, facilities begin the pre-release Medi-Cal workflow by initiating the 
application process before the expected release date and activating the limited pre-
release benefit at 90 days pre-release, while ensuring any previously suspended Medi-Cal 
is unsuspended at release so coverage continues without a gap. Facilities then screen for 
DHCS-defined health needs and assign a pre-release care manager (embedded or in-
reach) who coordinates services inside the facility and plans the handoff to post-release 
ECM. During the 90-day window prior to an individual’s release from the carceral facility, 
the program delivers a defined, billable set of pre-release services in the carceral setting 
and reimbursed via Medi-Cal Fee-For-Service under the 1115 Reentry authority. As release 
approaches, MCP auto-assignment will occur at the time of pre-release service activation 
and will be based on the county of residence to which the individual will return, as listed 
in the Medi-Cal Eligibility Data System (MEDS). After their release, members will be 
provided a choice period and an opportunity to change plans, consistent with DHCS 
managed care enrollment policy. Depending on the care management model selected by 
the correctional facilities, either the facility or the post-release ECM provider, schedules 
post-release primary care and BH/SUD appointments, arrange transportation, and 
transmit release packets and authorizations to MCP/ECM providers. Individuals receive at 
least a 30-day supply of maintenance medications on the day of release and a care 
manager ensures a warm handoff to community ECM, which then continues services for a 
minimum period unless reassessed, supporting continuity of medical, BH, and social care. 

Through the JI Reentry Initiative, California is mandating the state prison system and the 
58 California counties to bridge the gap between correctional and community health care 
during a window of time when incarcerated individuals experience an enhanced risk for 
physical and BH concerns and complications, including higher rates of morbidity and 
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mortality. Key features of CalAIM’s JI Reentry Initiative include efforts to improve access to 
needed health care services during the 90 days prior to release when incarcerated 
individuals prepare to leave the carceral setting and reenter the community setting. The 
period around release has been identified as a high-risk window associated with serious 
morbidity and mortality including higher risk of suicide and opioid overdose and higher 
rates of preventable adverse outcomes than among the general population. 

Program Implementation Status 
CDCR went live on February 8, 2025. Exhibit 4.1 provides information about the county-
level rollout (from the publicly posted tracker as of August 4, 2025). Ten counties went live 
with the initiative by July 2025 and three additional counties went live in 
October/November 2025. By statute, county correctional facilities have until October 2026 
to go live. DHCS held a learning collaborative series in 2024 that was well attended and 
provided a deep dive into the waiver requirements. The Medi-Cal Learning Portal includes 
a course catalog focused specifically on Medi-Cal billing, the portal, and other key 
information. In addition, Public Consulting Group has conducted numerous trainings and 
office hours for the PATH JI program. 

Many counties are still in the process of developing their readiness assessments. 
Implementation delays are not currently affecting the evaluation timeline. 
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Exhibit 4.1: County Requested “Go Live” Dates 

 
County 

 
Requested Go-Live 

Data 

Number of Adults 
In-Custody (June 

2025) 

Number of 
Juveniles In-

Custody (March 
2025) 

 
Alameda 

Sheriff - 07/01/2026 

Probation - 
04/01/2026 

 
2082 

 
62 

Alpine To be determined 0 N/A 

 
Amador 

Sheriff - 10/01/2026 

Probation - To be 
determined 

 
126 

 
N/A 

 
Butte 

Sheriff - 10/01/2026 

Probation - To be 
determined 

 
795 

 
22 

 
Calaveras 

Sheriff - 03/31/2026 

Probation - 
10/01/2026 

 
60 

 
N/A 

 
Colusa 

Sheriff - 04/01/2026 

Probation - to be 
determined 

 
57 

 
N/A 

Contra Costa 10/01/2026 1451 72 

 
Del Norte 

Sheriff - 10/01/2026 

Probation - To be 
determined 

 
117 

 
0 

 
El Dorado 

Sheriff - 10/01/2026 

Probation - 
07/01/2026 

 
345 

 
15 

Fresno 10/01/2026 3188 258 

Glenn 10/01/2026 65 N/A 
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County 

 
Requested Go-Live 

Data 

Number of Adults 
In-Custody (June 

2025) 

Number of 
Juveniles In-

Custody (March 
2025) 

 
Humboldt 

Probation - 
09/30/2026 

Sheriff - 10/01/2026 

 
347 

 
14 

 
Imperial 

Sheriff - 03/01/2026 

Probation - 
07/01/2026 

 
279 

 
14 

Inyo 10/01/2024 27 4 

Kern 11/01/2025 3540 203 

Kings 10/01/2026 808 31 

 
Lake 

Sheriff – 08/01/2026 

Probation – 
10/01/2026 

 
218 

 
N/A 

 
Lassen 

Sheriff – 07/01/2026 

Probation – 
10/01/2026 

 
133 

 
N/A 

L.A. 04/01/2026 26473 671 

 
Madera 

Sheriff - 10/01/2026 

Probation - 
10/01/2026 

 
542 

 
47 

Marin 10/01/2026 168 14 

Mariposa 04/01/2026 46 0 

 
Mendocino 

Sheriff - 01/01/2026 

Probation - 
02/01/2026 

 
289 

 
10 

Merced 10/01/2026 722 34 
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County 

 
Requested Go-Live 

Data 

Number of Adults 
In-Custody (June 

2025) 

Number of 
Juveniles In-

Custody (March 
2025) 

Modoc To be determined 19 N/A 

Mono To be determined 21 N/A 

 
Monterey 

Sheriff - 07/01/2025 

Probation - 
10/01/2026 

 
1419 

 
0 

Napa 10/01/2026 263 15 

 
Nevada 

Sheriff – 10/01/2025 

Probation - 
10/01/2026 

 
112 

 
N/A 

Orange 04/01/2026 3949 180 

Placer 7/1/2026 705 23 

 
Plumas 

Sheriff - 04/01/2026 

Probation - To be 
determined 

 
30 

 
N/A 

Riverside To be determined 7683 157 

 
Sacramento 

Probation - 
10/01/2026 

Sheriff – 10 /01/2026 

 
4669 

 
135 

San Benito 10/01/2026 90 6 

 
San Bernardino 

 
Sheriff - 10/01/2026 

Probation - 
07/01/2026 

 
5576 

 
170 

San Diego 
Probation - 
10/01/2025 

6687 301 
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County 

 
Requested Go-Live 

Data 

Number of Adults 
In-Custody (June 

2025) 

Number of 
Juveniles In-

Custody (March 
2025) 

 Sheriff - 01/01/2026   

 
San Francisco 

Probation - 
04/01/2025 

Sheriff – 04/01/2026 

 
461 

 
73 

 
San Joaquin 

Sheriff - 01/31/2025 

Probation – 
07/01/2026 

 
2159 

 
75 

 
San Luis Obispo 

 
Sheriff - 01/01/2026 

Probation-
02/01/2026 

 
568 

 
20 

 
San Mateo 

Probation - 
03/01/2026 

Sheriff – 07/01/2025 

 
825 

 
50 

 
Santa Barbara 

Sheriff - 10/01/2026 

Probation – 
04/01/2026 

 
975 

 
53 

Santa Clara 10/01/2024 2815 231 

Santa Cruz 10/01/2026 395 31 

Shasta 07/01/2026 985 42 

Sierra To be determined Missing N/A 

 
Siskiyou 

Sheriff - 04/01/2025 

Probation - Not 
applicable 

 
209 

 
N/A 

Solano 10/01/2026 697 21 
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County 

 
Requested Go-Live 

Data 

Number of Adults 
In-Custody (June 

2025) 

Number of 
Juveniles In-

Custody (March 
2025) 

 
Sonoma 

Sheriff - 09/01/2026 

Probation - 
10/01/2026 

 
707 

 
58 

 
Stanislaus 

Sheriff - 07/01/2026 

Probation - 
10/01/2026 

 
1592 

 
86 

 
Sutter 

Sheriff - 04/01/2025 

Probation - To be 
determined 

 
228 

 
N/A 

Tehama 10/01/2026 311 18 

 
Trinity 

Sheriff - 3/1/2026 

Probation - To be 
determined 

 
46 

 
N/A 

Tulare 07/01/2026 1843 125 

Tuolumne 10/01/2026 262 19 

 
Ventura 

Sheriff - 10/01/2026 

Probation - 
04/01/2026 

 
1324 

 
68 

 
Yolo 

Sheriff - 10/01/2026 

Probation - 
07/01/2026 

 
412 

 
21 

Yuba 10/01/2024 467 30 

Notes: Data come from the DHCS county tracker, CDCR population data points, and the Juvenile 
Detention Profile Dashboard and are correct as of 09/29/2025. For the number of juveniles in-

custody, “N/A” indicates that there were no youth facilities located in a given county. 

https://www.dhcs.ca.gov/CalAIM/Justice-Involved-Initiative/Pages/County-readiness-status.aspx
https://app.powerbigov.us/view?r=eyJrIjoiN2RjZmFjNzItMzI0Ni00M2IwLWJmZjgtNDgyMjUyMjVhOWMwIiwidCI6IjA2NjI0NzdkLWZhMGMtNDU1Ni1hOGY1LWMzYmM2MmFhMGQ5YyJ9&pageName=6eb2cf1a956ed8b180cb
https://www.bscc.ca.gov/jdps-dashboard/
https://www.bscc.ca.gov/jdps-dashboard/
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Status of Evaluation Sites 
The UCLA-RAND Reentry Evaluation research design, for both the interim and final 
evaluation, includes all CDCR prison facilities as well as county jails and youth correctional 
facilities in five focal counties: San Joaquin, Yuba, San Francisco, Santa Clara, and San 
Diego (youth only for San Diego). These sites were finalized on June 13, 2025. 

C. Evaluation Questions and Hypotheses 
The provision of Medi-Cal pre-release and reentry transition services for the 90 days prior 
to the individual’s release, as well as ECM upon release, is expected to increase continuity 
of health coverage, prevent unnecessary disruptions in care, reduce ED visits and inpatient 
hospital admission; mitigate mental health decompensation, suicide-related death, 
overdose, overdose-related death and all-cause death; and lead to improved health 
outcomes. Evaluation questions (EQ) and hypotheses (H) have been developed that allow 
the UCLA-RAND Reentry evaluation team to assess whether the state’s hypotheses are 
met. 

This section outlines the evaluation questions and hypotheses associated with each goal. 
Overall, goals 1 and 2 and their related hypotheses are designed to satisfy the STCs 9.1 for 
a comprehensive analysis of services rendered by type of service over the duration of the 
90-day coverage period immediately prior to the expected date of release. The specific 
methods sections below discuss the analysis of the relationship between service provision 
and timing and the outcomes in Goals 6 and 7. Goals 3, 4, and 5 and their related 
hypotheses address the extent to which the Waiver coverage timeline facilitated providing 
more coordinated, efficient, and effective reentry planning, enabled pre-release 
management and stabilization of physical and BH conditions, and helped mitigate any 
potential operational challenges the state might have otherwise encountered in a more 
compressed timeline for coverage or pre-release services. These are addressed using a 
qualitative approach. 

The evaluation questions and hypotheses directly correspond to the associated goals of 
the JI Reentry Waiver. 

 EQ1. Did the Waiver increase coverage for eligible Medi-Cal members? 

o H1. The Waiver will increase coverage for eligible Medi-Cal members. 

 EQ2. Did the Waiver improve access to services prior to release from 
prison/jail/youth correctional facilities and improve transitions and continuity of 
care upon release for eligible Medi-Cal members? 
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o H2. The Waiver will increase access to services prior to release and improve 
transitions and continuity of care upon release for eligible Medi-Cal 
members. 

 EQ3a. Did the Waiver improve coordination between correctional systems, 
Medicaid and CHIP systems, managed care plans, and community-based 
providers? 

o H3a. The Waiver will improve coordination between correctional systems, 
Medicaid and CHIP systems, managed care plans, and community-based 
providers. 

 EQ3b. Did the Waiver improve communication between correctional systems, 
Medicaid and CHIP systems, managed care plans, and community-based 
providers? 

o H3b. The Waiver will improve communication between correctional systems, 
Medicaid and CHIP systems, managed care plans, and community-based 
providers. 

 EQ4. How did the Waiver influence investments in health care and related 
services in carceral settings aimed at improving quality of care and in the 
community to maximize successful Reentry post-release? 

o H4. The Waiver will increase services associated with improved quality of 
care, such as medication-assisted treatment, care coordination, and ECM. 

 EQ5. Did the Waiver Improve connections between carceral settings and 
community services upon release to address physical health, BH, and HRSNs? 

o H5. The Waiver will improve connections between carceral settings and 
community services upon release to address physical health, BH, and 
HRSNs. 

 EQ6a. Did the Waiver provide intervention for certain BH conditions and use 
stabilizing medications like long-acting injectable anti-psychotics and 
medications for addiction treatment for SUDs for eligible Medi-Cal members? 

o H6a. The Waiver will increase access to interventions for BH conditions, 
access to long-acting injectable anti-psychotics, and access to medications 
for addiction treatment for SUDs for eligible Medi-Cal members. 

 EQ6b. Did the Waiver reduce decompensation, suicide-related deaths, overdoses, 
and overdose-related deaths in the near-term post-release for eligible Medi-Cal 
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members? 

o H6b. The Waiver will reduce decompensation, suicide-related deaths, 
overdoses, and overdose-related deaths for eligible Medi-Cal members. 

 EQ7. Did the Waiver reduce post-release ED visits, inpatient hospitalizations, and 
all-cause deaths for eligible Medi-Cal members? 

o H7. The Waiver will reduce post-release ED visits, inpatient hospitalizations, 
and all-cause deaths for eligible Medi-Cal members. 

Alignment with California’s approved Medicaid State Plan 
(Title XIX) and California’s CHIP State Plan (Title XXI) 
The evaluation goals and hypotheses promote the objectives of Titles XIX (California's 
State Plan) and The Children's Health Insurance Program State Plan (Title XXI). 

The Reentry 1115 demonstration’s research agenda advances the core aims in California’s 
Medicaid State Plan: continuous coverage, timely access, cost-effective utilization, 
improved outcomes, and cross-system coordination. First, to evaluate whether JI 
individuals remain enrolled from 90 days pre-release through a full year post-release, the 
evaluation operationalizes the State Plan’s eligibility and continuity requirements (§3-C). It 
then measures whether enrollees secure primary- and behavioral-care within 30 days of 
release, an empirical check on the access standards and EPSDT/behavioral-health 
provisions (§4.26, §4.43). Utilization-control objectives (§7.1) are addressed through 
hypotheses that potentially avoidable ED visits and inpatient stays will decrease. Finally, 
interview measures will test the care coordination expectations of §4.44, and 
mortality/overdose outcomes directly, assessing the State Plan’s overarching goal to 
improve health for low-income Californians. 

Although the demonstration focuses on adults, its hypotheses also inform CHIP objectives 
around coverage stability, network adequacy, quality, and program coordination. 
Continuous coverage metrics for JI individuals, particularly those aging out of juvenile 
facilities, offer evidence for future CHIP State Plan Amendments aimed at minimizing 
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recidivism among older adolescents. Assessing 30-day follow-up care, especially BH visits, 
generates actionable data on whether pediatric and adolescent networks meet CHIP’s 
access and quality benchmarks (§8). Analyses of potentially avoidable ED use and 
substance-related admissions supply indicators that can be folded into CHIP’s quality-
improvement targets for high-risk youth. Findings on overdose prevention (e.g., initiation 
of Medications for Opioid Use Disorder, or MOUD) and cross-system data sharing will 
help the state craft State Plan Amendments (SPA) that strengthen coordination between 
juvenile-justice health systems and CHIP administrators, satisfying the program-
administration and “supplement-not-supplant” financing provisions (§9) while ultimately 
advancing CHIP’s goal of better health and wellness for eligible children and youth. 

Measuring the Impact of the Program 
The state’s demonstration goals were translated into quantifiable indicators of impact. 
Below, evidence on how the UCLA-RAND Reentry evaluation team will identify the effects 
of the Waiver on the achievements of such targets is presented. 

» Goal 1: 

o Statistically significant increases in Medicaid enrollment, Medicaid eligibility 
screening, and Medicaid eligibility, and statistically significant reductions in 
Medicaid suspension status within the last 90 days of incarceration prior to 
release for those released post-Waiver rollout relative to those released 
prior to the rollout. 

» Goal 2: 

o Statistically significant increases in the proportion of releasees that received 
pre-release case management, medication billing, MAT treatment, 
prescription fills, a care manager, SUD treatment, medically necessary 
medications, visits with an ECM provider, and Medicaid services for those 
released post-Waiver rollout relative to those released prior to the rollout. 

o Statistically significant increases in the provider beneficiary rate in the 
period following the Waiver rollout relative to prior to the rollout. 

o Statistically significant reductions in health care appointment wait times for 
those released post-Waiver rollout relative to those released prior to the 
rollout. 
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o Positive perceptions among stakeholders, including staff at county jails and 
juvenile facilities and CDCR, and formerly incarcerated individuals regarding 
self-reported access to care, reentry support needs prior to release; 
experiences in receiving pre-release services while still incarcerated; and 
experiences with case management and the transition of care to community 
providers. 

» Goal 3: 

o Positive perceptions among stakeholders regarding coordination and 
communication between correctional systems, Medicaid and CHIP systems, 
managed care plans, and community-based providers. 

» Goal 4: 

o Positive perceptions among stakeholders regarding additional investments 
in health care and related services aimed at improving the quality of care 
for beneficiaries in carceral settings and the community to maximize 
successful reentry post-release. 

» Goal 5: 

o Positive perceptions among stakeholders and formerly incarcerated 
individuals regarding connections between carceral settings and community 
services upon release to address physical health, BH, and HRSN. 

» Goal 6: 

o Statistically significant increases in the receipt of post-release SUD 
treatment, post-release mental health treatment, post-release MAT, post-
release necessary medications, and post-release BH condition interventions 
among those released post-Waiver rollout, relative to those released prior 
to the rollout. 

o Statistically significant reductions in suicide-related ED visits, suicide-related 
inpatient hospitalizations, suicide-related deaths, ED utilization for SUDs, 
inpatient stays for SUDs, overdose-related deaths, and decompensation22 

 
 
 

22 Direct objective measures of mental health decompensation will not be available in the absence of an 
electronic medical record. However, in addition to the listed utilization measures (including ED visits for 



307  

among those released post-Waiver rollout relative to those released prior to 
the rollout. 

» Goal 7 

o Statistically significant reductions in all-cause deaths post-release (30 days 
and 90 days), all-cause emergency room visits post-release (30 days and 90 
days), and all-cause inpatient hospitalizations post-release (30 days and 90 
days) among those released post-Waiver rollout relative to those released 
prior to the rollout. 

Driver Diagrams 
The goals listed in the driver diagrams are taken directly from the STCs 9.1 for California.61 

Goal 1: Increase coverage – in terms of individuals now eligible for Medi-Cal benefits – in 
carceral settings in prison/jail/youth correctional facilities just prior to release. 

 

Aim Primary Driver Secondary Driver 

Increase coverage – in terms 
of individuals now eligible 
for Medi-Cal benefits – in 
carceral settings in 
prison/jail/youth 
correctional facilities just 
prior to release. 

Increase the screening rate 
for Medicaid eligibility. 

 
Improve coverage for 
benefits in carceral settings 
prior to release. 

Increase administration of 
screening to identify eligible 
individuals. 

Conduct outreach to ensure 
beneficiary and applicant 
awareness of the policy and 
assist individuals with Medicaid 
application, enrollment, and 
renewal processes. 

 
Increase utilization of 
applicable pre- and post-
release services. 

 
 

 
psychosis), it is possible to examine other indicators that might reflect worsening mental health 
(decompensation): gaps in receipt of medication OR change in medication, the need to check into sober 
center or long-term inpatient psychiatric facility, or an increase in use of outpatient mental health services. 
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Aim Primary Driver Secondary Driver 

  
 
Increase BH linkages and ECM 
linkages for health and social 
services pre- and post-release. 

 
Improve data systems in 
carceral settings. 

  Causality  
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Goal 2: Improve access to services prior to release and improve transitions and continuity 
of care into the community upon release. 

 

Aim Primary Driver Secondary Driver 

Improve access to services 
prior to release and improve 
transitions and continuity of 
care into the community 
upon release. 

Increase Medicaid 
coverage and MCP 
assignment. 

 
Improve care coordination 
between carceral and 
community providers. 

Implement screening process 
to identify individuals who 
qualify for pre-release services. 

 
Increase availability of pre-
release services. 

  
Increase transition services. 

 Increase utilization of 
applicable pre- and post-
release services. 

 
 
Increase referrals for health 
and social services pre- and 
post-release. 

   
As part of case management 
assessment, ensure all 
members receive a tailored 
care plan for coordination of 
their care post-release. 

   
Implement processes to ensure 
that all pre-release service 
providers have the necessary 
experience and training and 
case managers are 
knowledgeable about 
community-based providers. 

Causality 
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Goal 3: Improve coordination and communication between correctional systems, 
Medicaid and CHIP systems, managed care plans, and community-based providers. 

 

Aim Primary Driver Secondary Driver 

Improve system-level 
coordination and 
communication between 
correctional systems, 
Medicaid and CHIP systems, 
managed care plans, and 
community-based providers. 

Increase contacts and 
information sharing 
between correctional 
systems, Medicaid and 
CHIP systems, managed 
care plans, and 
community-based 
providers. 

 
Correctional facilities 
facilitate access to 
incarcerated members for 
community health care 
providers, including case 
managers, either in-person 
or via telehealth. 

Develop data exchange and 
data sharing agreements. 

 
Develop and share strategies 
to improve awareness about 
Medicaid coverage and access. 

 
Create plans for establishing 
communication and 
engagement between systems. 

Causality 
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Goal 4: Increase additional investments in health care and related services aimed at 
improving the quality of care for beneficiaries in carceral settings and in the community to 
maximize successful Re-Entry post-release. 

 

Aim Primary Driver Secondary Driver 

Increase additional 
investments in health care and 
related services aimed at 
improving the quality of care 
for members in carceral 
settings and in the community 
to maximize successful reentry 
post-release. 

Increase funding. 
 
 
Increase staff. 

 
 
Broaden available services. 

Identify additional 
infrastructure, data, and 
staffing needs. 

 
Identify service gaps. 

 
 
Develop mechanisms to 
capture funding requirements 
and track expenditures. 

Causality 
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Goal 5: Improve connections between carceral settings and community services upon 
release to address physical health, BH, and HRSNs. 

 

Aim Primary Driver Secondary Driver 

Improve person-level 
connections between carceral 
settings and community 
services upon release to 
address physical health, BH, 
and HRSN. 

Increase service provision 
for physical health, BH, and 
person-level, health-related 
needs. 

 
Increase contact with 
transition team and 
community providers to 
facilitate coordination of 
care. 

Implement screening process to 
identify individuals who qualify 
for pre-release services. 

 
Increase availability of pre-
release services. 

 
Increase transition services. 

 
 
Increase referrals for health and 
social services pre- and post-
release. 

 
As part of case management 
assessment, ensure all members 
receive a personally tailored 
plan for coordination of their 
care post-release. 

Causality 
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Goal 6: Provide interventions for certain BH conditions and use stabilizing medications 
like long-acting injectable anti-psychotics and medications for addiction treatment for 
SUDs, with the goal of reducing decompensation, suicide-related death, overdose, and 
overdose-related death in the near-term post-release. 

 

Aim Primary Driver Secondary Driver 

Increase access to 
interventions for BH 
conditions, access to long-
acting injectable anti-
psychotics, and access to 
medications for addiction 
treatment for SUDs. 

 
Reduce decompensation, 
suicide-related deaths, 
overdose, and overdose-
related deaths in the near-
term post-release. 

Increased utilization of 
interventions for BH 
conditions. 
 
 
Increased utilization of long-
acting injectable anti-
psychotics; increased 
utilization of medications for 
addiction treatment for 
SUDs. 

Increased education of 
providers and incarcerated 
persons on the availability of 
interventions for BH conditions. 

 
Increased education of 
providers and incarcerated 
persons on availability of long-
acting injectable anti-
psychotics. 

 
Increased education of 
providers and incarcerated 
persons on availability of 
medications for addiction 
treatment for SUDs. 

Causality 
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Goal 7: Reduce post-release acute care utilization such as ED visits, inpatient 
hospitalizations, and all-cause deaths among recently incarcerated Medicaid beneficiaries 
and individuals otherwise eligible for CHIP if not for their incarceration status through 
robust pre-release identification, stabilization, and management of certain serious 
physical and BH conditions that may respond to ambulatory care and treatment (e.g., 
diabetes, heart failure, hypertension, schizophrenia, SUDs) as well as increased receipt of 
preventive and routine physical and BH care. 

 

Aim Primary Driver Secondary Driver 

Reduce post-release acute 
care utilization such as ED 
visits, inpatient 
hospitalizations, and all-cause 
deaths among recently 
incarcerated Medicaid 
members and individuals. 

Increase appropriate 
utilization of outpatient 
and inpatient services. 

Increase robust pre-release 
identification, stabilization, 
and management of certain 
serious physical and BH 
conditions. 

Increase receipt of 
preventive and routine 
physical and BH care 

Increase availability of pre-
release services. 

Increase pre-release 
assessments of service need. 

Increase transition services. 

Increase referrals for health and 
social services pre- and post-
release. 

Increase the availability of 
preventive and routine physical 
and BH care. 

Causality 

 

D. Methodology 
The section that follows discusses the methodology used to evaluate the effects of the 
Waiver. 

Overall, Goals 1, 2, 6, and 7 focus on screening and enrollment, delivery of services, and 
health outcomes of individuals. Research questions relevant to these goals are addressed 
by accessing data from CDCR, county facilities and DHCS and using a difference-in-
differences approach that compares individuals after the go-live date for correctional 
facilities with individuals who are similar to those who participated in the Reentry Waiver 
but were incarcerated and released before the go-live date. It is important to note that 
the UCLA-RAND Reentry team has yet to access data as the Waiver only recently rolled 
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out (February 2025). The evaluation team continues to work closely with DHCS and CDCR 
to implement the proposed methodological strategy. The UCLA-RAND Reentry evaluation 
team is also working closely with DHCS to evaluate the feasibility for matching county 
correctional facility releasees to DHCS data. 

Goals 3, 4, and 5 focus on the perceptions of coordination and communication between 
correctional systems, Medicaid and CHIP systems, managed care plans, and community-
based providers, additional investments in health care and related services, and 
connections between carceral settings and community services upon release. The 
evaluation team is employing qualitative methods, including interviews with stakeholders 
and with formerly incarcerated individuals, to answer the related research questions. 
Protocols have been approved by the UCLA Institutional Review Board (IRB). RAND 
Human Subjects Protection Committee defers to the UCLA IRB. As of September 2025, 
county outreach is occurring. 

The full Evaluation Design Report is available in Appendix F. 

Methodological Design 
Quantitative Design and Methods 
Once the UCLA-RAND Reentry Evaluation team have gained access to the necessary data, 
they will employ a cohort difference-in-differences analysis, which will exploit the within-
year timing of the policy and across year exposure to the policy. As an illustrative 
example, if one were to assume that the Waiver will be implemented in Month t of 2025, 
then individuals who are released from Month t through Month t+3 of 2025 will be 
partially treated as they will not receive the full 90 days of pre-release services (e.g., those 
individuals released in Month t+1 will only receive up to 30 days of pre-release services), 
individuals released after Month t+3 in 2025 will be fully treated, and individuals released 
in 2025 (or prior years) prior to Month t (i.e. Months t-1 to Month t-6) will be untreated. 
However, it is expected there will exist some people who are partially treated or not 
treated in all post-Waiver cohorts based on length of stay within the incarceration system 
(i.e., those individuals who are incarcerated for less than 90 days will be partially treated). 
Analyses will explore how the magnitude of effect size varies dependent on length of 
treatment (i.e., under 30 days, 30 to 59 days, 60 to 89 days, and those with the full 90 days 
of pre-release services, separately). 

The UCLA-RAND Reentry Evaluation will exploit the month by year variation in Waiver 
eligibility. A 12-month window around February 8, 2025, for CDCR will be identified. For 
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jails, a 12-month window around the timing of the go-live dates will be identified to 
ensure six pre-implementation monthly cohorts, three partially treated post-cohorts, and 
three fully treated post-cohorts. The UCLA-RAND Reentry Evaluation team will also 
explore augmenting models to cover a wider post-treatment period as well as monthly 
cohorts prior to 2025, given available data. The UCLA-RAND Reentry Evaluation team has 
selected 2021 as the earliest year for data to provide stability in measurement, but data 
availability will guide the final study period. 

Event study specifications of the above models will allow exploration of whether control 
and treated cohorts were on parallel trends prior to the Reentry Waiver going live (a 
crucial assumption in difference-in-differences models). We will test the parallel trends 
assumption by identifying whether there are statistically insignificant (based on t-tests) 
differences between treatment and control groups in the months running up to the 
Waiver implementation. We will test whether there are effects of the Waiver using t-tests 
to identify whether there are statistically significant differences between the treatment 
and control cohorts in the months post-Waiver implementation. If the parallel trends 
assumption is met, statistical differences in the post-implementation period can be 
assumed reliable and valid. 

The Reentry Waiver go live is rolling out in staggered settings across jails/youth 
correctional facilities. As such, in these cases the UCLA-RAND Reentry Evaluation team will 
make use of staggered difference-in-differences and event study models that compare 
the outcomes of the reentry population that are released after Waiver go live to those 
released prior to the go live and for jails/youth correctional facilities that go live 
compared to those that go live later. Given the staggered nature in these settings, the 
UCLA-RAND Reentry Evaluation team will make use of models that deal with biases that 
may arise in such settings. 

The evaluation design builds on existing work that has used quasi-experimental methods 
such as difference-in-difference designs to identify the effects of Medicaid for JI 
populations and Medicaid Waivers on the outcomes of enrollees.62-65 

The UCLA-RAND Reentry evaluation team is in the process of developing data requests 
for both DHCS and CDCR and continues to work closely with DHCS to identify the 
feasibility of matching county jail release cohorts to DHCS data. 



317  

Intervention and Comparison Groups 
Intervention Group: The UCLA-RAND Reentry Evaluation team is working with the CDCR 
and counties to develop plans for identification of Reentry Waiver groups for the 
evaluation as well as data and other permissions that may be required for the evaluation. 
Plans address access to the most reliable information on correctional facility eligibility 
screening and enrollment, information on how correctional facilities developed criteria to 
identify those with qualifying conditions, selection of the release cohorts for the Reentry 
Waiver individuals, determination of background demographic characteristics, and health 
status services data available for creating comparison groups as described in the next 
paragraph. 

As practicable, the evaluation team will identify Reentry Waiver pre-intervention and post-
intervention treatment groups by applying the Reentry eligibility criteria described above 
to individuals who had been incarcerated. This allows the evaluation team to create and 
follow cohorts released around the go-live date to estimate cohort difference-in-
difference models for those individuals that would be impacted by the policy due to 
eligibility. The UCLA-RAND Reentry Evaluation team expects that the JI Reentry Waiver 
may increase screening for eligibility. If that is the case then the UCLA-RAND Reentry 
Evaluation team will utilize data from the full population of releasees (regardless of 
eligibility) to identify reduced form, intention-to-treat effects. Such models will account 
for selection bias that would arise from changing screening practices. For local county 
jails, the UCLA-RAND Reentry Evaluation team are in the process of determining whether 
local data systems will allow identification of previously released individuals with 
qualifying conditions. For juveniles, there are no qualifying health conditions. The Reentry 
evaluation will not restrict the analysis for youth in the same way proposed for prison 
releasees and instead plans to use all releases as specified in the STCs for youth (e.g., all 
children/youth who are enrolled in Medi-Cal or CHIP and in the custody of a county youth 
correctional facility are eligible for pre-release services). If the team is unable to use state 
and local health data to identify eligible cohorts based upon the detailed eligibility 
criteria, analyses may need to use full (100%) cohorts of released individuals for both the 
comparison (i.e., pre-post calendar months for the go-live dates in the years preceding 
2025) and Reentry Waiver (i.e., pre-post calendar months for the go-live dates in 2025) 
groups rather than the roughly 80% of these cohorts who are actually eligible for services. 
Even if full cohorts rather than Reentry Waiver eligible cohorts are required (for data 
purposes), the UCLA-RAND JI Reentry team expect that the majority of the cohort will 
meet the health services criteria for the Waiver since the prevalence of SUD and other 
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health issues is high in the JI population. For example, it is estimated that about 85% of 
CDCR inmates have an SUD, which is a conservative estimate.66 Prevalence rates in jails 
are harder to obtain, but a recent brief from the Bureau of Justice Statistics indicates that 
63% of post-adjudication jail inmates have an SUD, and there have been increasing 
numbers of jail deaths from 2000 to 2019, particularly among those who died from drug-
related intoxication.67 If full cohorts are used, rather than Reentry Waiver eligible cohorts, 
the study design would not be able to include case mix adjustments for an individual’s 
illness. The evaluation team will continue to work closely with DHCS and CDCR to identify 
eligibility cohorts. 

In all cases, the treatment group will include releasees that were eligible for services but 
did not receive them (either due to self-selecting to not receive services or not being 
offered services – i.e., we will estimate intention-to-treat effects). Such an approach allows 
the UCLA-RAND Reentry evaluation team to overcome bias that arises from selection into 
treatment. 

Comparison Group: As practicable, the evaluation team will identify Reentry Waiver pre-
intervention and post-intervention comparison groups by applying the Reentry eligibility 
criteria described above to individuals who had been incarcerated. This will allow the 
evaluation team to create and follow cohorts released around the go-live date to estimate 
cohort difference-in-difference models for those individuals that would not be impacted 
by the policy due to eligibility. The UCLA-RAND Reentry Evaluation team expects that the 
JI Reentry Waiver may increase screening for eligibility. If that is the case then the UCLA-
RAND Reentry Evaluation team will utilize data from the full population of releasees 
(regardless of eligibility) to identify reduced form, intention-to-treat effects. Such models 
will account for selection bias that would arise from changing screening practices. UCLA-
RAND will take the same approach as that described above for treatment groups to 
identify control groups for county jails and youth. In each case, we will select control 
groups by identifying 12-month windows around the go-live month for the years 
preceding 2025 and treatment groups for the 12-month window around the go-live 
month in 2025. 

Data sources 
Quantitative: The evaluation team will use Medi-Cal and prison/jail/youth correctional 
facilities databases (as available) for the Reentry Waiver and comparison groups for the 
evaluation. Cross-referencing CDCR identifiers with Medicaid data has successfully been 
accomplished in recent work conducted by the Council on Criminal Justice (CJ) and BH in 
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their 2023 Medi-Cal Utilization project.68 This project matched data from the CDCR to 
Medi-Cal records from over 35,000 individuals released from CDCR in fiscal year 2019-
2020 to analyze enrollment and utilization of Medi-Cal services. The evaluation design 
relies on a similar strategy for matching CDCR releases to Medicaid databases. 

The evaluation team continues to work closely with DHCS and CDCR to implement this 
strategy and is working closely with DHCS to evaluate the feasibility of matching county 
correctional facility releasees to DHCS data. Data will cover the period 2021 to 2025. Data 
for the treatment group will cover the 2025 post-waiver implementation period. Data for 
the comparison group will cover the 2021-2025 pre-waiver implementation period. 

Alternative datasets were considered. Numerous studies use data from publicly available 
surveys such as the American Community Survey to study the effects of changes in 
Medicaid policy on the Medicaid enrollment of individuals. However, such data do not 
include information about release date from prisons/ jails, which is critically needed to 
evaluate the effects of the Waiver on those individuals impacted by the Waiver. The 
UCLA-RAND team also considered sources such as the California Health Interview Survey, 
but sample sizes would be too small for the recently JI population, which would limit 
precision. The proposed data were chosen based on large sample sizes, high levels of 
linkability between unique data sources, and objective measures. 

This approach is not without limitations. The approach means that the UCLA-RAND JI 
Reentry evaluation team can only identify individuals that have been enrolled in Medicaid 
at some point in time. That is, individuals with no Medicaid enrollment, including 
releasees that remain uninsured or immediately acquire private insurance, will not be 
identifiable within the health care data. Nonetheless, there is evidence that matching 
CDCR to Medicaid records captures the vast majority of the population. Previous efforts 
to link releasees to DHCS data (using the same matching approach that the UCLA-RAND 
JI Reentry Evaluation team plan to apply) was successful in matching >75% of CDCR 
releasees to Medicaid records.68 As such, the UCLA-RAND JI Reentry evaluation team 
expect the magnitude of bias arising from unsuccessful matching and non-Medicaid 
enrollment to be minimal given the high success of the matching algorithm and the high 
Medicaid penetration rates for the JI population. 

Qualitative: Goals 3, 4 and 5 requires interviews with key stakeholders and with 
individuals who have been previously incarcerated. 
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Analytic Methods 
In line with the evaluation design, descriptive summary and t-tests will be used to provide 
sample characteristics and trends, once the evaluation team is able to access the needed 
data. Event study and difference-in-difference models will use regression models Ordinary 
Least Squares for continuous variables, Probit for binary variables, and Poisson for count 
variables) to estimate the effects of the program. Difference-in-difference analysis will be 
used to identify a causal effect. Event study models will be used to test for pre-trends. 
Once data are secured, the UCLA-RAND team will finalize analytic methods and report any 
changes in the final summative report. 

Qualitative Design and Methods 
The qualitative design includes interviews with recently released individuals from CDCR, 
county jails, and juvenile facilities in the five focal counties, all implementing the waiver All 
protocols have been approved. The Evaluation team is working with DHCS to identify 
CBOs, including JI ECM providers, to help identify and recruit respondents for the 
interviews. We will pay each CBO $500 for their assistance in identifying potential 
interview participants. 

Prior to starting recruitment, Reentry Evaluation staff will meet with the designated liaison 
from the CBOs to review recruitment goals, procedures, and materials. CBOs will be 
provided a flyer in English and Spanish that describes what participation in the interview 
entails, the eligibility criteria for the interviews, recruitment goals, a recruitment script, and 
a contact information release form. To be eligible for the interviews, individuals must have 
been released in the previous 90 days from one of the targeted facilities, enrolled in 
Medi-Cal, and have one of the conditions that make them eligible for the Reentry 
Demonstration. If a Waiver participant is interested in taking part in the interview, the 
CBOs will ask the individual to sign a release form that authorizes the CBO to release their 
name and contact information (telephone number, cell phone number, email address) to 
the UCLA-RAND Reentry Evaluation team. Individuals will be contacted to verify Reentry 
Waiver status (e.g. that the individual was recently incarcerated and that their Medi-Cal 
enrollment was reactivated prior to or at release), provide details about what participation 
in the interview entails, answer any questions or concerns they may have and, if they are 
interested and available, schedule an appointment to complete the interview with a 
trained interviewer, either in-person or by phone, in Spanish or English. If the Reentry 
Waiver participant is available to do the interview right away, they will be interviewed by 
phone. 
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If the CBO is unable to provide staff to help identify and recruit Reentry Waiver 
participants for the interviews, the UCLA-RAND Reentry Evaluation team will seek their 
permission to allow an interviewer to visit their office(s) to recruit Reentry Waiver 
participants on-site, either before or after their appointment with CBO staff. With the 
CBO’s permission, and in collaboration with CBO staff, interviewers will approach CBO 
clients to provide information about the survey and, if they are interested, they will verify 
eligibility for the interviews and either conduct the interview on-site (if possible) or 
schedule an appointment to do the interview later, either in-person or by phone. For the 
prison sample, the UCLA-RAND Reentry Evaluation team will conduct interviews with 10–
15 individuals who were formally incarcerated in prison and are recently released to 95 
one of the five focal counties. This will result in a total of 40–60 interviews with individuals 
newly released from prison in 2025. It is anticipated that 100 newly released individuals 
will need to be screened to yield 10–15 interviews per identified focus county per project 
year. For the county jail and youth correctional facility populations, 80 to 120 interviews 
will be conducted in the five focal counties in 2025, half of which will be with Reentry 
Waiver participants who were recently incarcerated in county jails and the other half will 
be with youth recently incarcerated in youth correctional facilities who are Reentry Waiver 
participants. It is estimated that between 100–125 individuals will need to be screened to 
complete 20–30 interviews per county (10–15 individuals released from jails and 10–15 
individuals released from youth correctional facilities). 

The interviews will be administered by a bilingual interviewer as a computer-administered 
personal interview (CAPI) using a hand-held tablet. The interview will be conducted in 
English or Spanish, as applicable, and is estimated to take approximately 60 to 90 
minutes. Respondents will be paid, which may be via gift card, for completing the 
interview. The interviews with newly released Reentry Waiver participants from prison, jail, 
or youth correctional facilities will ask about: 

» Experiences with enrollment in Medi-Cal (or reinstatement of benefits) during the 
pre-release period; 

» Perceptions regarding their health care treatment needs and Reentry support 
needs; 

» Experiences in receiving pre-release services while still incarcerated; 

» Experiences with case management and the transition of their care to community 
providers as well as what other support they may have received to help facilitate 
their transition of care to the community; 
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» Feedback on their experiences, as applicable, in accessing primary care, mental 
health care, substance use treatment, and care for chronic health conditions post-
release from the carceral setting; 

» Perceptions regarding barriers and facilitators to accessing health care pre-release 
and post-release; and 

» Whether they were released with a supply of medications and experiences in 
getting their medications refilled post-release. 

 
To do qualitative analysis of these interview data, qualitative coding of themes will be 
conducted using software such as Dedoose, which will provide a systematic way to code 
and reveal themes in the data. Qualitative analysis will inform the interpretation of EQs 3, 
4, and 5 by identifying strategies for improving coordination and connections between 
correctional systems, Medi-Cal systems, ECM, and community providers to address the 
physical health, BH, and other HRSN of the JI population. The qualitative analysis will also 
inform understanding of factors that facilitated or hindered Reentry Waiver participants’ 
access to care pre-release and post-release and their perceptions of their treatment needs 
and experiences with pre-release care, case management, and post-release care. 
Convenience sampling will be used to recruit interviewees. We will oversample women, 
older adults, and people of color to ensure sample sizes support stratification by 
demographics (e.g., race/ethnicity, gender, age). The UCLA-RAND Reentry Evaluation 
team will identify CBOs that work specifically with different communities and with 
younger individuals as well. The interview samples will be restricted to those individuals 
who speak English or Spanish as these are the languages that the UCLA-RAND Reentry 
Evaluation team members are fluent in. 

Interviews will also be conducted with key stakeholders involved in the planning and 
implementation of the Waiver for the JI population in the five focal counties (e.g., 
representatives from Probation, Sheriff’s offices, correctional facilities, Correctional Health, 
and county healthcare services and providers). The team is assembling a list of key 
stakeholders to invite for interviews. Interviews are expected to begin in the Fall 2025 and 
continue through mid-2026. 

Key stakeholder interviewees will include a state-level CDCR and California Correctional 
Health Care Services (CCHCS) staff. At the county-level, administrators of county jails and 
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youth correctional facilities will be selected with a focus on individuals who were involved 
with the planning and implementation of the Waiver for the JI population. 

At the prison-level, evaluation plans are to interview those individuals within CDCR and 
the CCHCS who were involved in planning for and implementing the Waiver for the 
incarcerated population in the state’s correctional system. Similarly, at the jail and youth 
correctional facilities, implementation partners will include county sheriffs, county jail staff 
and juvenile facility administrators/staff, county probation staff, and state parole staff. The 
UCLA-RAND Reentry Evaluation team will lead interviews with key informants within CDCR 
and CCHCS as well as in county correctional facilities. 

Interview topics will include: 

» System changes and supports needed to screen for Medi-Cal eligibility to enroll, 
and to re-instate eligibility, for those who were suspended during their 
incarceration; 

» The process of identifying eligible individuals for the Waiver; 

» The pre-release Medi-Cal application and enrollment process; 

» Planning for and the provision of the targeted set of pre-release services 90 days 
prior to release from jail/prison/juvenile facilities; 

» Planning for and care in the carceral setting, as well as provision of needed 
medications and DME; 

» Coordination with enhanced care and provision of comprehensive case 
management (as part of ECM); coordination with benefits in preparation for 
release to the community supports; and 

» Barriers and facilitators in planning for and implementing each component of the 
Waiver, the JI Reentry Initiative, and lessons learned. 

 
Similar to the interviews with Reentry Waiver participants, qualitative coding of themes for 
the stakeholder interviews using software such as Dedoose will be used, which will 
provide a systematic way to code and reveal themes in the data. Qualitative analysis of 
the stakeholder interviews will inform the interpretation of Goals 3, 4, and 5 by identifying 
strategies for improving coordination and connections between correctional systems, 
Medi-Cal systems, ECM, and community providers. The qualitative analysis will also inform 
understanding of factors that facilitated or hindered implementation of the different 
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components of the Reentry Waiver and stakeholders’ suggestions for improving Medi-Cal 
enrollment processes, pre-release treatment services, case management, and post-release 
care. 

In conjunction with the UCLA-RAND PATH Evaluation Team – which is focused on 
examining infrastructure investment – evaluators are conducting interviews with county 
providers about JI and PATH initiatives (e.g., Probation, Sheriff’s Office, Correctional 
Health, Social Services/Human Services, Health & Human Services, Public Health, BH, and 
contracted in-reach services providers). These interviews are across California counties, 
not limited to the focal counties. Three interviews have been completed, and six 
interviews are scheduled with additional counties in July 2025. 

Exhibit 4.2 provides additional details regarding the design components of the evaluation. 
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Exhibit 4.2: Reentry Evaluation Design Components* 
Intervention Group Comparison Group 

 

Evaluation Measures 
(Measure Steward)23 

Evaluation 
Period 

Design Description Data 
Source 

Description Data 
Source 

EQ1 » Medicaid 
Coverage 

» Medicaid 
Suspended 
Status 

» Medicaid 
eligibility 
screening 

» Medicaid 
eligibility 

2021-2026 Cohort 
Difference-
in-
differences 

Reentry 
population post-
Waiver 
Implementation 
(post February 
2025 – February 
2026) 

Medi-Cal 
eligibility and 
claims data, 
DHCS Master 
file: eligibility 
file, CDCR, 
Correctional 
agencies health 
care utilization 
data 

Reentry 
population pre-
Waiver 
Implementation 
(February 2021- 
February 2025) 

Medi-Cal 
eligibility and 
claims data, 
DHCS Master 
file: eligibility 
file, CDCR, 
Correctional 
agencies 
health care 
utilization data 

EQ2 » Pre-release case 
management 

» Pre-release 
medication 
billing 

» Pre-release MAT 
treatment 

2021-2026 Cohort 
Difference-
in-
differences 

Reentry 
population post-
Waiver 
Implementation 
(post February 
2025 – February 
2026) 

Medi-Cal 
eligibility and 
claims data, 
CDCR, 
Correctional 
agencies health 
care utilization 
data 

Reentry 
population pre-
Waiver 
Implementation 
(February 2021- 
February 2025) 

Medi-Cal 
eligibility and 
claims data, 
CDCR, 
Correctional 
agencies 
health care 
utilization data 

 

 
23 The RAND-UCLA Reentry Evaluation Team selected and operationalized measures that addressed the evaluation questions and 
hypotheses. 
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Intervention Group Comparison Group 
 

Evaluation Measures 
(Measure Steward)23 

Evaluation 
Period 

Design Description Data 
Source 

Description Data 
Source 

 » Pre-release 
prescription fills 

» Pre-release care 
manager 

» Pre-release SUD 
treatment 

» Medically 
necessary 
medications 

» Visits with ECM 
provider 

» Medicaid 
services 

» Provider 
beneficiary rate 

» Wait times 

      

EQ3 Individuals: 
» Transition 

barriers and 
facilitators 

» Continuity of 
care 

2025-2026 Structured 
interview 
guide, 
semi-
structured 

Individuals 
released from 
prison/jail/juvenile 
facilities, 
Key stakeholders 

Interviews N/A N/A 
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Intervention Group Comparison Group 
 

Evaluation Measures 
(Measure Steward)23 

Evaluation 
Period 

Design Description Data 
Source 

Description Data 
Source 

 » Effectiveness of 
case managers 

Stakeholders – Types, 
processes, and 
perceived 
effectiveness of: 

» Established 
communication 
channels 

» Data sharing 
process 

» Handoff 
protocols 

 interview 
guide 

    

EQ4 » How Waiver 
funds are used 

» Use of 
additional 
investments 

2025 Semi-
structured 
interview 
guide 

Key stakeholders Interviews N/A N/A 

EQ5 Individuals: 
» Health care 

needs of 
participants 

2025-2026 Structured 
interview 
guide, 
semi-
structured 

Individuals 
released from 
prison/jail/juvenile 
facilities, 
Key stakeholders 

Interviews N/A N/A 
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Intervention Group Comparison Group 
 

Evaluation Measures 
(Measure Steward)23 

Evaluation 
Period 

Design Description Data 
Source 

Description Data 
Source 

 » Provision of 
services during 
90-day in-reach 
period 

» Transition 
services 
provided 

» Community 
supports needed 
and received 

» ECM services 
needed and 
received 

Stakeholders: 
» Coordination of 

care 

» Type of formal 
arrangements to 
facilitate 
transition 

» Barriers and 
facilitators by 

 interview 
guide 
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Intervention Group Comparison Group 
 

Evaluation Measures 
(Measure Steward)23 

Evaluation 
Period 

Design Description Data 
Source 

Description Data 
Source 

 type of services 
provided 

      

EQ6 » Post-release 
SUD treatment 

» Post-release 
mental health 
treatment 

» Post-release 
MAT 

» Post-release 
necessary 
medications 

» Post-release 
receipt of BH 
condition 
interventions 

» Suicide-related 
ED visits 

» Suicide-related 
inpatient 
hospitalizations 

2021-2026 Cohort 
Difference-
in-
differences 

Reentry 
population post-
Waiver 
Implementation 
(post February 
2025 – February 
2026) 

Medi-Cal 
eligibility and 
claims data, 
pharmacy data, 
ADP (SUD) file, 
State hospital 
inpatient 
discharge data, 
state hospital 
ED visit data, 
HCAI data 
sources, 
multiple cause 
of death files 

Reentry 
population pre-
Waiver 
Implementation 
(February 2021- 
February 2025) 

Medi-Cal 
eligibility and 
claims data, 
pharmacy data, 
ADP (SUD) file, 
State hospital 
inpatient 
discharge data, 
state hospital 
ED visit data, 
HCAI data 
sources, 
multiple cause 
of death files 
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Intervention Group Comparison Group 
 

Evaluation Measures 
(Measure Steward)23 

Evaluation 
Period 

Design Description Data 
Source 

Description Data 
Source 

 » Suicide-related 
deaths 

» ED utilization for 
SUDs 

» Inpatient stays 
for SUDs 

» Overdose-
related deaths 

» Other Mental 
Health 
Decompensation 
Measures 

      

EQ7 » All-cause deaths 
post-release (30 
days and 90 
days) 

» All-cause ED 
visits post-
release (30 days 
and 90 days) 

» All-cause 
inpatient 
hospitalizations 

2021-2026 Cohort 
Difference-
in-
differences 

Reentry 
population post-
Waiver 
Implementation 
(post February 
2025 – February 
2026) 

Medi-Cal claims 
data, hospital 
inpatient 
discharge data, 
state hospital 
ED visit data, 
HCAI data 
sources, 
multiple cause 
of death files 

Reentry 
population pre-
Waiver 
Implementation 
(February 2021- 
February 2025) 

Medi-Cal 
claims data, 
hospital 
inpatient 
discharge data, 
state hospital 
ED visit data, 
HCAI data 
sources, 
multiple cause 
of death files 
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Intervention Group Comparison Group 
 

Evaluation Measures 
(Measure Steward)23 

Evaluation 
Period 

Design Description Data 
Source 

Description Data 
Source 

 post-release (30 
days and 90 
days) 

      

*A complete description of the evaluation design is included in the Evaluation Design Report (Appendix X). 
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Cost Methodology Description 
Producing a reliable estimate of the cost impact of the JI Reentry Waiver is essential for 
California policymakers as they consider whether and how to continue and refine the 
program and allocate sufficient financial resources for it. To calculate costs, the UCLA-
RAND Reentry Evaluation team will follow the same approach being used by the other 
evaluation components. Namely, UCLA-RAND will use the methodology developed under 
the WPC and The Public Hospital Redesign and Incentives in Medi-Cal (PRIME) 
evaluations (in consultation with Mercer and DHCS) to attribute estimated payments to 
claims, to quantify costs for the JI population. This step is necessary because payment 
amounts for managed care encounters are not accurate or reliable. Briefly, this 
methodology includes identifying detailed and unduplicated categories of outpatient 
service, identifying the appropriate and available Medi-Cal fee schedules for each type of 
service, and attributing that amount to a claim. For ED visits, all claims on the day of the 
ED visit will be aggregated and counted as part of the visit. For hospitalization, all claims 
during the length of stay other than visits with primary care providers on the first or last 
day of the stay will be aggregated as part of the same stay. Payments for hospitalizations 
will be estimated using publicly available prices in DHCS’s All Patient Refined-Diagnosis 
Related Group (APR-DRG) Pricing Calculator to calculate payments for each DRG. For 
long-term stays, institutional fees billed by a facility will be calculated at the per diem rate, 
which is inclusive of supplies, drugs, equipment, and services such as therapy. For pre-
release services, the study team will estimate Medi-Cal spending based on the 
reimbursement amounts for the direct pre-release health care services received in the FFS 
claims data. We will calculate total costs for the first-year post-release for treatment and 
control cohort individuals, separately. 

UCLA-RAND will then use the cohort difference-in-difference multivariate regression 
models described earlier in Section D to assess the impact of the JI Reentry Waiver on the 
costs of care for the treatment group, relative to the control group, pre-post the passage 
of the JI Reentry Waiver. 

E. Methodological Limitations 
The evaluation of the reentry component of the 1115 Waiver includes both strengths and 
limitations. The primary strength of the evaluation are the design and plans for data 
collection and analyses, which are strategically planned to produce the highest quality 
results with all sources and approaches considered. These plans and rationale are 



333  

discussed in the methodology section. Along with this design and protocol, a strength of 
the evaluation plan is its flexible and adaptive approach, designed to meet 
methodological challenges that are likely to arise. 

Limitations are presented in Exhibit 4.3, which illustrates our adaptive approach by 
outlining the anticipated challenges and proposed mitigation strategies. 

Exhibit 4.3: Challenges and Proposed Mitigation Strategies 

Challenge Mitigation Approach 

Timeliness and Quality of 
CDCR and County Facility 
Data 

» Work closely with CDCR and county facilities to 
receive comprehensive data on release cohorts and 
work quickly to address any data quality issues or 
missing data. 

Timeliness and Quality of 
DHCS data 

» Work closely with DHCS to receive data and work 
quickly to address any data quality issues or missing 
data. 

County and CDCR DHCS 
Data Linkages 

» Work closely with CDCR data stewards to identify 
the most appropriate way to link CDCR release 
cohorts to DHCS data. Identify data stewards 
previously involved in the Medi-Cal utilization 
project to replicate approach. 

» Work closely with DHCS and county facility data 
stewards to identify whether DHCS data can be 
linked to county facility release cohorts. 

» Complete a small chart review if necessary for 
county facilities. 

Constructing a Valid 
Comparison Group 

» Work closely with CDCR to identify whether high-
quality Waiver eligibility data prior to the rollout 
exists. 

» Work closely with county facilities to identify 
whether high-quality Waiver eligibility data prior to 
the rollout exists. 

» Implement a full cohort rather than eligibility cohort 
approach if necessary. 

Non-Parallel Trends » Work quickly to identify whether the unconditional 
or conditional parallel trends assumption is met. 
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Challenge Mitigation Approach 
 » If the assumption is not met, implement a synthetic 

weighting approach to improve the similarity in 
baseline differences between groups. 

» If the assumption remains unmet, utilize a 
regression discontinuity design approach. 

County Implementation 
Delays 

» Closely track the readiness and implementation 
among county facilities. 

» Reconsider county selection based on the timing of 
implementation, if necessary. 

Recruitment of formerly 
incarcerated individuals for 
interviews 

» Garner support from CBOs to help with recruitment. 

» Explore other options for recruitment, if needed. 

F. Results 
The UCLA-RAND Reentry evaluation team is continuing to collaborate with DHCS, CDCR, 
and county facilities to gather the necessary data. As of September 2025, all qualitative 
instruments have been approved by the IRB and recruitment has commenced. The team 
has also participated in PATH interviews with county stakeholders, and the information 
presented below, that directly addresses the evaluation questions, is based on those 
findings. These findings are preliminary and qualitative. Additionally, the UCLA-RAND JI 
Reentry evaluation team presents some preliminary data using information on claims filed 
using the JI eligibility codes. Given the limited nature of the data (i.e. covers October 2024 
– December 2024, for the period when only a few counties had implemented) it was not 
appropriate to utilize statistical tests. Instead, descriptive trends in enrollment are 
presented. 

Profile of the Incarcerated Population in California 
California incarcerates individuals at both state and county-level facilities with almost 
160,000 adults currently in state prison and county jail facilities.69,70 In addition, more than 
2,200 youth are incarcerated at the county level in youth correctional facilities camps, and 
ranches.71 The UCLA-RAND Reentry evaluation team is in the process of working with 
county facilities, CDCR, and DHCS to gain access to data on the population while they 
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continue to implement the Waiver. However, to facilitate a basic understanding of 
California’s CJ system that is critical for the Reentry component’s evaluation design, key 
features of the prison, jail, and juvenile incarcerated populations are highlight below. 

» With respect to the prison population, according to the CDCR Office of Research, 
Summary of Offender Data Points72 the in-custody adult prison population as of 
May 2025, was 90,747 with incarcerated individuals housed in 33 prison facilities 
across the state. The average age was 43 years with 96.0% male and by 
race/ethnicity, 36.1% Hispanic, 27.3% Black, 19.5% White (non-Hispanic), 10.4% 
Mexican, and 3.6% other.72 The average number of individuals released from 
prison back to communities per month between May 2023 and May 2025 ranged 
from 2,771 (May 2023) to 2,408 (February 2025). Among releasees, the average 
sentence length over the period May 2023 to May 2025 was 81.93 months. Los 
Angeles accounted for a quarter of the released population in May 2025. 

» Recent estimates from the 2019–20 Medi-Cal Utilization project indicate that over 
three-quarters of releasees had an identified BH need at the time of their release 
and 52.5% had an identified SUD need with 19% utilizing a SUD service. 
Approximately 76% of individuals transitioning from CDCR facilities were enrolled 
into Medi-Cal within one year of release.68 

» In 2025, the average daily jail population in California was 58,968.73 Fewer than a 
quarter are serving sentences. 

» With respect to the juvenile population, until June 30, 2023, California operated 
the California Department of Juvenile Justice (DJJ), which housed youth who had 
been adjudicated and incarcerated. As of June 30th, 2023, all state-run juvenile 
operations ceased at DJJ, and youth custody cases were realigned to the care of 
counties. County probation chiefs opposed this change and established a 
transition group to help plan the transition of the approximately 400 youth 
returning to counties. County probation departments supervise JI youth who are 
placed in local youth correctional facilities, camps, and ranches or supervised in 
the community.74 In 2025 (up to May), there was an average of 2,637 juveniles in 
facilities.75 

Evaluation Question 1: Did the Waiver increase coverage for eligible 
Medi-Cal members? 

» The UCLA-RAND Reentry evaluation team continues to work with DHCS, CDCR, 
and county facilities to collect the needed data to evaluate whether the Waiver 
increased coverage for eligible Medi-Cal members. The Waiver went live at CDCR 
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in February 2025 and is still rolling out across county facilities; at the time of 
writing, it is too early to evaluate the effectiveness of the policy, as data systems 
continue to be updated. 

» The UCLA-RAND Reentry evaluation team hypothesize that the Waiver will 
increase coverage for eligible Medi-Cal members, driven by increases in the 
screening rate for Medicaid eligibility, improved coverage for benefits in carceral 
settings prior to release, and increased administration of screening to identify 
eligible individuals. Before going live, counties and CDCR must provide readiness 
assessments. As part of these assessments, facilities had to indicate whether they 
have processes in place to screen and enroll individuals into Medi-Cal, provide 
application support, and unsuspend and activate benefits; if they do not have such 
processes in place, TA will be provided. This provision of processes is expected to 
increase enrollment. 

Evaluation Question 2: Did the Waiver improve access to services prior 
to release from prison/jail/youth correctional facilities? Did it improve 
transitions and continuity of care upon release for eligible Medi-Cal 
members? 

» The UCLA-RAND Reentry evaluation team continues to work with DHCS, CDCR, 
and county facilities to collect the needed data to evaluate whether the Waiver 
improved access to services prior to release from prison/ jail/ juvenile facilities and 
whether the Waiver improved transitions and continuity of care upon release for 
eligible Medi-Cal members. The Waiver went live at CDCR in February 2025 and is 
still rolling out across county facilities; at the time of writing, it is too early to 
evaluate the effectiveness of the policy, as data systems continue to be updated 
and data access and matching is agreed upon. 

» The UCLA-RAND Reentry evaluation team hypothesize that the Waiver will 
improve access to services prior to release from prison/ jail/ juvenile facilities and 
that the Waiver will improve transitions and continuity of care upon release for 
eligible Medi-Cal members. Readiness assessments require facilities to indicate 
whether they have processes in place to screen for pre-release services and BH 
links; ensure the provision of pre-release services, care management, medications, 
and SUD medications; the provision of post-release medication upon release and 
DME upon release; and processes in place to provide Reentry care management 
warm handoff’s and BH links. If they do not have such processes in place, TA will 
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be provided. These provisions are expected to improve access to services prior to 
release and improve transitions and continuity of care upon release. 

» Preliminary qualitative interviews conducted in the fall 2025 with key informants 
from Probation, Sheriff's Office, Correctional Health, Social Services/Human 
Services, Health & Human Services, Public Health, BH, and contracted in-reach 
services providers indicate that some pre-release medical services that will be paid 
for via CalAIM are already offered by most jail facilities. In addition, some pre-
release non-medical services and supports were not universally available. It is not 
yet clear whether the ability to be reimbursed for these services via CalAIM will 
result in more individuals having their need for these services met prior to release. 
Provision of 30-day post-release supply of outpatient prescribed medication if 
clinically appropriate does appear likely for those individuals who have a jail stay 
greater than 3–4 days as this service did not exist or was only offered for a very 
limited number of medications prior to CalAIM. However, for individuals with very 
short jail stays, interviewees indicated it was not possible to meet this requirement. 

» The UCLA-RAND Reentry evaluation team has been able to access a limited DHCS 
Medi-Cal JI dataset, covering the period October 2024 - December 2024. The 
claims and enrollment data (data pulled 18th March 2025) allow us to filter by JI aid 
codes. Exhibit 4.4 reports unique individuals (that have had a claim or encounter) 
enrolled in the JI aid codes in DHCS data. Aid codes refer to indicators that 
indicate eligibility category (e.g., JI), funding stream (e.g., Title XIX, state-funded 
only) and benefit level (e.g., full-scope vs. restricted benefits). Each aid Code 
corresponds to a specific Medi-Cal eligibility group. The JI Reentry Waiver has new 
specific codes to refer to individuals that receive benefits based on eligibility due 
to their inclusion in the JI component of the Waiver. By December 2024, three 
counties had gone live. In total, there were 180, 346, and 611 unique individuals 
that had a claim or encounter with a JI aid code in October, November, and 
December of 2024, respectively. These findings indicate that in counties that have 
gone live there is an increasing number of people utilizing services prior to release 
– suggestive evidence that the Waiver is increasing utilization of Medi-Cal services. 
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Exhibit 4.4: Unique Individuals with JI Aid Codes, 2024 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Evaluation Question 3a. Did the Waiver improve coordination between 
correctional systems, Medicaid and CHIP systems, managed care plans, 
and community-based providers? 

» The UCLA-RAND Reentry evaluation team was approved for the qualitative 
interviews that will ask stakeholders and formerly incarcerated individuals their 
perceptions of coordination in September 2025. Recruitment has begun. Findings 
will be available in the Mid-Point Assessment that will be submitted in early 2027. 
Below are preliminary findings from the PATH interviews conducted in Fall 2025 
with key informants from Probation, Sheriff's Office, Correctional Health, Social 
Services/Human Services, Health & Human Services, Public Health, BH, and 
contracted in-reach services providers. 

Results 

» Overall, interviewees believed that CalAIM has the potential to be beneficial by 
enabling them to create a network of care for the vulnerable JI population. 
Increasing access to services and building stronger community partnerships to 
provide healthier reentry were also cited as important goals. 

» Stakeholders recognized the need for close communication, education, and well-
defined protocols as had been anticipated by the reentry program. The bringing 
together of relevant stakeholders unfamiliar with each other’s policies and 
procedures required a lengthy coordination process. To facilitate coordination, 
some counties assigned dedicated social workers or a CalAIM manager and 
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established steering committees of correctional and health systems and health 
providers to work together. 

» Working in the jail is new to the health plans. 

» In one county, the leadership within the Sheriff’s Department changed, which 
meant that agreements for implementing CalAIM that had been negotiated earlier 
had to be reworked. 

» As stakeholders experience the fragmentation and duplication associated with the 
introduction of the Reentry’s proposed approaches for California’s justice system, 
they emphasize the importance of person-centered care plans. Numerous reentry 
plans need to be coordinated. 

Discussion of Results 

» Sheriffs and probation department interviewees commented that they lacked the 
expertise and staff to drive this initiative forward and found that having a 
dedicated CalAIM manager and/or social workers as well as the ECM/Community 
Supports was helpful. 

» Bringing together relevant stakeholders underscored that significant education, 
restructuring, and development of workflows were needed to get corrections and 
health officials and staff on the same page. For example: 

o In one county, the Sheriff and BH differed in how they saw CalAIM working: 
“To facilitate conversations, we need Wellpath, BH, probation, social 
services, and jail staff all at the table. Jail has specific criteria to be met – 
people need to be supervised in jail, you can’t be left alone with an inmate. 
If BH brings people in, will they pay for that supervision?” Interviewees felt 
a workshop was needed with the Sheriff and BH to say, ‘Here are some ways 
you can work through that,' or 'Here are the best practices, laws, and 
regulations to do these things.’” 

o Many of the health plans lack experience working with the jails. One 
interviewee felt it was naïve to think that some MCP ECM providers will have 
the ability to do in-reach and release planning. 

o A consistently raised issue was that, unlike the prison system, jails do not 
know in advance the release dates of individuals in their care. For example, 
one site indicated that fewer than 10% of the people in their jail facilities 
have set release dates. Interviewees repeatedly raised this as a challenge to 
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meeting the requirements and objectives of CalAIM. While this was 
especially true of release medications, it caused issues with other aspects of 
ensuring coverage for and continuity of services as well. 

o Numerous entities are making reentry plans that will need to be 
coordinated. On the health side, sites have added reentry services under 
CalAIM. In addition, if someone goes to a mental health court, they will have 
a reentry plan that is mental health-based. Rehabilitative officers within the 
Sheriff’s Department and probation officers also do reentry planning. The 
public defender’s office may try to support and solidify reentry planning as 
well. Thus, all these entities may be doing reentry planning for a single 
individual that requires coordination, with some to be billed under Medi-Cal 
and others not. Further, in California, pre-trial diversion means some people 
get out of custody under supervision of a pre-trial monitoring program – 
these individuals already have someone assigned to work with them and to 
monitor that they show up to court – and part of that is linkage to care. 

 
Evaluation Question 3b. Did the Waiver improve communication 
between correctional systems, Medicaid and CHIP systems, managed 
care plans, and community-based providers? 

» The UCLA-RAND Reentry evaluation team was approved for the qualitative 
interviews that will ask stakeholders and formerly incarcerated individuals their 
perceptions of communication in September 2025. Recruitment has begun. 
Findings will be available in the Mid-Point Assessment. 

Evaluation Question 4. How did the Waiver influence investments in 
health care and related services in carceral settings aimed at improving 
quality of care and in the community aimed at maximizing successful 
Reentry post-release? 

» The UCLA-RAND Reentry evaluation team was approved for the qualitative 
interviews that will ask stakeholders and formerly incarcerated individuals their 
perceptions of investments in health care and related services in September 2025. 
Recruitment has begun. Findings will be available in the Mid-Point Assessment. 

» Counties are still in the very early stages of implementing CalAIM, including 
utilizing the JI Screening Portal and payment. Interviews will capture the 
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investments in health care services as the counties move forward with providing 
services. 

Evaluation Question 5. Did the Waiver improve connections between 
carceral settings and community services upon release to address 
physical health, BH, and health-related social needs? 

» The UCLA-RAND Reentry evaluation team was approved for the qualitative 
interviews that will ask stakeholders and formerly incarcerated individuals their 
perceptions of connectedness in September 2025. Recruitment has begun. 
Findings will be available in the Mid-Point Assessment. Below are preliminary 
findings from the PATH interviews. 

Results 

» The JI Screening Portal is used by correctional facilities to manage member JI 90-
day, pre-release services timeframes. The JI Screening Portal validates Medi-Cal 
eligibility as well as applies JI 90-day, pre-release services eligibility timeframes. 
The system stores this information and uses it for reporting screening data to 
CMS. The JI Screening Portal is not designed for billing, obtaining prior 
authorization, or inquiring into other Medi-Cal eligibility. Instead, it is for 
activating, terminating, pausing, resetting, or restarting JI 90-day, pre-release 
services eligibility. 

» The transition from conceptualizing a project to implementation has challenges as 
illustrated by the JI Screening Portal. The JI Screening Portal was seen as deeply 
problematic by all of the counties interviewed, requiring manual data entry and 
not geared toward rapidly shifting jail populations. DHCS recognizes the 
challenges identified below and recently addressed these issues, for both CDCR 
and jails. 

o Technology issues also included the need for a new security system in one 
county. 

o Also cited were interoperability issues with multiple existing reporting 
systems that do not “talk” to one another. 

 
Discussion of Results 

» The JI Screening Portal has six main features: (1) Activate JI 90-day, pre-release 
services for a member; (2) Deny JI 90-day, pre-release services for a member; (3) 
Pause JI 90-day, pre-release services for a member (e.g., temporary stoppage of 
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90-day, pre-release services because of a qualifying event such as hospitalization 
within the same episode of incarceration); (4) Reset JI 90-day, pre-release services 
for a member (i.e., a new set of 90-day, pre-release services after a pause or 
termination within the same episode of incarceration); (5) Restart JI 90-day, pre-
release services for a member (a restart of the remaining days within the same 
episode of incarceration); and (6) Terminate JI 90-day, pre-release services for a 
member. 

» The JI Screening Portal was cited as a challenge by all the counties interviewed. Its 
set up and ongoing use required putting into place the staff and technology to 
support a laborious, manual process of data entry that required a large amount of 
staff time and a significant investment to update their electronic health record 
interfaces. 

» All counties interviewed felt the JI Screening Portal was geared more toward 
prisons where release dates are known. However, the 90-days pre-release rule 
does not match the reality for the jail population or youth correctional population 
where one might not know the release date until the day of release. To address 
this, one county indicated that if someone is going to stay, for example, 5 days or 
longer in jail, they activate the JI code a.s.a.p. to make sure that individual has a JI 
code and not wait for the 90-day release date. “If we know someone is going to 
stay 5 days or longer, we focus on those individuals to make sure they have a JI 
code and implement it. We can only go back to reactivate the JI code at the 
beginning of the month. If we don’t catch it in time, we don’t get reimbursement. 
There is no way to retroactively activate a JI code – which is a big deal because 
then there is no possibility for any kind of billing.” 

» Further, the process for inputting a case into the JI Screening Portal to bill for 
services can be cumbersome as explained below. 

o “The [JI Screening] Portal is used to turn on the JI aid code that allows you 
to bill for the services that are in the benefit package of the pre-release 
services. You can't bill for that if the JI aid code is not active during the date 
and time of service. You can only activate the JI aid code manually, one by 
one, through the portal, and when you activate it, you can only activate it for 
up to the 1st of that month that you're actively in the system.” 

 
» Several counties felt that they learned about the JI Screening Portal only after they 

had already made plans to implement CalAIM. In one case, the county had already 
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hired additional staff but did not learn from DHCS until later that there are 
enrollment requirements for staff providing services. 

» Another county was an early implementor and built their implementation plans 
before the JI Screening Portal existed, assuming it would be an automatic process, 
but instead learned later on that it required manual data entry. 

» Other technology issues cited included the need for a new security system for one 
jail system, which CalAIM would help build but with delays. “We’re being required 
to provide in-reach through BH. We have a small jail with no capacity and 
outdated capacity. We got approved through the implementation grant a whole 
new security system for the jail. When we told DHCS, they said, spend $700,000 on 
a security system to get people safely in and out of jail for rendering services. 
Building capacity in our region is time-consuming.” 

» In addition, not surprisingly counties are facing interoperability issues with 
multiple reporting systems that do not “talk” to one another: “The Sheriff’s 
Department is mandated to report into one system. BH is required to enter into 
another system that’s HIPAA compliant. To work together, we need yet another 
system. Either the current systems need to be modified for what’s mandated or a 
universal system to take on that communication for all is needed. Interoperability 
is huge, and data exchange framework is happening but that also takes money 
and resources.” 

Evaluation Question 6a. Did the Waiver provide intervention for certain 
BH conditions and use stabilizing medications like long-acting 
injectable anti-psychotics and medications for addiction treatment for 
SUDs for eligible Medi-Cal members? 

» The UCLA-RAND Reentry evaluation team continue to work with DHCS, CDCR, and 
county facilities to collect the needed data to evaluate whether the Waiver 
increased the provision of interventions for certain BH conditions and used 
stabilizing medications like long-acting injectable anti-psychotics and medications 
for addiction treatment for SUDs for eligible Medi-Cal members. The Waiver went 
live at CDCR in February 2025 and is still rolling out across county facilities; at the 
time of writing, it is too early to evaluate the effectiveness of the policy as data 
agreements are set up, data access is agreed upon, and enough eligible members 
have been released to provide early estimates. 

» The UCLA-RAND Reentry evaluation team hypothesize that the Waiver will 
increase the provision of interventions for certain BH conditions and stabilizing 
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medications like long-acting injectable anti-psychotics and medications for 
addiction treatment for SUDs for eligible Medi-Cal members. Readiness 
assessments require facilities to indicate whether they have processes in place to 
provide training to incarcerated individuals and staff and education related to 
both interventions for BH conditions and stabilizing medications such as 
Medication Assisted Treatment (MAT). We expect that such training and education 
provision should increase utilization by providers and releasees, and warm hand 
offs will result in the continued provision of such interventions. 

Evaluation Question 6b. Did the Waiver reduce decompensation, 
suicide-related deaths, overdoses, and overdose-related deaths in the 
near-term post-release for eligible Medi-Cal members? 

» The UCLA-RAND Reentry evaluation team continue to work with DHCS, CDCR, and 
county facilities to collect the needed data to evaluate whether the Waiver 
reduced decompensation, suicide-related deaths, overdoses, and overdose-related 
deaths in the near-term post-release for eligible Medi-Cal members. The Waiver 
went live at CDCR in February 2025 and is still rolling out across county facilities; at 
the time of writing, it is too early to evaluate the effectiveness of the policy as data 
agreements continue to be set up, data access is agreed upon, and enough 
eligible members have been released to provide early estimates. 

» The UCLA-RAND Reentry evaluation team hypothesize that the Waiver will reduce 
decompensation, suicide-related deaths, overdoses, and overdose-related deaths 
in the near-term post-release for eligible Medi-Cal members. The Waiver is 
expected to increase health care access and utilization, including substance use-
related and BH care treatment. In turn, numerous studies indicate that the 
utilization of such services is associated with reductions in decompensation, 
suicide-related deaths, overdoses, and overdose-related deaths76-80. 

Evaluation Question 7. Did the Waiver reduce post-release ED visits, 
inpatient hospitalizations, and all-cause deaths for eligible Medi-Cal 
members? 

» The UCLA-RAND Reentry evaluation team continue to work with DHCS, CDCR, and 
county facilities to collect the needed data to evaluate whether the Waiver 
reduced post-release ED visits, inpatient hospitalizations, and all-cause deaths for 
eligible Medi-Cal members. The Waiver went live at CDCR in February 2025 and is 
still rolling out across county facilities; at the time of writing, it is too early to 
evaluate the effectiveness of the policy as data agreements continue to be set up, 
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data access is agreed upon, and enough eligible members have been released to 
provide early estimates. 

» The UCLA-RAND Reentry evaluation team hypothesize that the Waiver will reduce 
post-release ED visits, inpatient hospitalizations, and all-cause deaths for eligible 
Medi-Cal members. The Waiver is expected to increase healthcare access and 
utilization, including substance use-related and BH care treatment. Numerous 
studies indicate that healthcare access and utilization are associated with 
reductions in ED visits, inpatient hospitalizations, and all-cause deaths. 

G. Conclusion 
At the time this Interim Evaluation Report is being prepared, the evaluation team has not 
yet received quantitative data, nor have they begun conducting qualitative interviews. The 
qualitative information provided in this Interim Evaluation Report is based on interviews 
with county stakeholders conducted in collaboration with the PATH team. The data 
collection process is still in its early stages, and as such, UCLA-RAND's ability to present 
comprehensive findings is currently very limited. The UCLA-RAND Reentry evaluation 
team remains actively engaged in ongoing collaboration with DHCS, the CDCR, as well as 
various county facilities to ensure that all necessary data are gathered in a timely and 
systematic manner. The Reentry evaluation team expects to secure both quantitative and 
qualitative data in 2026, which will provide ample time to provide preliminary findings to 
evaluation research questions in the Mid-Point Assessment report. 

The UCLA-RAND Reentry evaluation team is presently in the process of finalizing data 
requests for both DHCS and CDCR. Once these sites have been confirmed, the UCLA-
RAND Reentry evaluation team will move forward with initiating data collection activities 
in partnership with the selected counties. Recruitment of study participants for qualitative 
interviews began in September 2025. 

In the interim, while awaiting the start of primary data collection, the evaluation team has 
been involved in PATH interviews. The preliminary insights and information presented in 
the sections above are drawn from these PATH interviews, providing an initial 
understanding based on available qualitative data. These findings are intended to inform 
future phases of the evaluation as more comprehensive data become available. Further, 
the UCLA-RAND team has worked to develop and refine the cost analysis, worked with 
subject matter experts to refine the proposed evaluation approach and select the counties 
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for inclusion in the analysis, and developed and drafted data requests for both DHCS and 
CDCR. 

While the results in this report are limited, the UCLA-RAND team is on track to provide 
more extensive findings in the Mid-Point Assessment report. 

At this point, findings are too preliminary to discuss the outcomes and impacts of the 
demonstration or determine the effectiveness of the demonstration. Future reports will 
discuss the outcomes and effectiveness and provide recommendations to better enable 
such an effort to more fully achieve stated purposes, aims, objectives, and goals. 

H. Interpretations, and Policy Implications and 
Interactions with Other State Initiatives 
The Reentry component of the Waiver aligns with the core agenda of Medi-Cal by 
providing a continuity of eligibility from carceral setting to community. The eligibility 
determination starts in the pre-release period, then we assign them to a managed care 
and set up post-release appointments via ECM.. In doing so, the demonstration 
operationalizes key sections of the State Plan – continuous coverage (§3-C), network 
access (§4.26), and care coordination (§4.44) – for JI Californians. 

The Reentry demonstration is tightly woven into a web of complementary Medicaid 
initiatives that together advance CalAIM’s vision. First, it acts as an early “on-ramp” to the 
existing ECM and Community Supports benefits, enrolling JI individuals in care-
coordination and other services before they leave prisons/ jails/ juvenile facilities. Second, 
it is powered by PATH Capacity & Infrastructure grants, which finance electronic data 
interfaces, care manager staffing, and TA inside prisons, jails, and CBOs. These resources 
make real-time handoffs technically feasible. These interlocking demonstrations and 
federal awards create a coherent policy in which the Reentry component can achieve 
greater coverage, smoother care transitions, and better health outcomes than it could in 
isolation, while simultaneously generating evidence to inform nationwide Medicaid 
strategy for carceral transitions. 

Several federal grant streams reinforce and will help contextualize the evaluation of the 
Reentry demonstration. Most directly, SAMHSA’s State Opioid Response (SOR) grants are 
financing additional community slots for Medication for Opioid Use Disorder (MOUD); 
managed care plans can draw on this capacity once beneficiaries’ Medi-Cal coverage is 
unsuspended. At the same time, recent HRSA Health Center Program awards have 
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expanded FQHCs in underserved areas, creating natural “bridge-appointment” sites that 
align with ECM pathways. Together, these complementary federal investments amplify the 
demonstration’s reach and supply critical context for interpreting its impact on access, 
utilization, and mortality. 

While the UCLA-RAND team is yet to access the data needed to assess the effects of the 
Waiver, the demonstration’s driver diagrams and hypothesized effects point to several 
likely gains. First, by replacing the old terminate-and-re-enroll approach with an 
automatic suspension–unsuspension workflow, the Waiver is projected to cut coverage 
and eligibility gaps. Second, existing studies across health policy, health economics, and 
health services research consistently demonstrate that Medicaid enrollment leads to 
substantial improvements in health outcomes. In line with this, it is expected that such 
improvements will be evident in this context. Finally, several counties as well as CDCR 
have now “gone live” indicating high levels of readiness and the ability for the UCLA-
RAND Reentry evaluation team to access data in a timely manner to evaluate the effects 
of the Waiver in the near future. 

Looking ahead, the evaluation findings will have major implications for California’s longer-
term Medicaid strategy. First, if the utilization and outcome metrics confirm the 
anticipated gains, then continued implementation of reentry services and supports could 
result in significant improvements in the health and longevity of Californians and 
improved outcomes of JI populations. Second, cost analyses will identify whether the 
Waiver is cost-neutral or produces net savings; such analyses could impact decisions 
regarding “JI” risk-adjustment factors to managed care capitation rates. Third, positive 
outcomes could justify extending PATH infrastructure grants and codifying care 
coordination as a permanent network-adequacy requirement, thereby locking in the 
cross-system data interfaces and workforce investments that have made the 
demonstration feasible. 

Finally, the findings of the evaluation will have significant national impact. In addition to 
California, 19 states have approved and eight have pending JI Waivers (Washington D.C. 
also has a pending waiver). Importantly, California is one of the earliest states to 
implement, and unlike several others, includes juvenile facilities, has varied pre-release 
service periods, and has differing eligibility criteria. The results from the California 
evaluation will provide critical context to other states regarding what works. The proposed 
analysis will test whether shorter reentry service periods are as effective, identify whether 
specific eligible populations benefit more, explore effects for juvenile facilities, and 
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quantify which eligible populations were most impacted. In doing so, the results of the 
Waiver will provide a blueprint for which elements are most effective, providing critical 
context to states with ongoing Waivers, as well as future states that apply for such 
Waivers from CMS. 

I. Lessons Learned and Recommendations 
Data are not yet available to evaluate the Waiver (given the CDCR did not go live until 
February 2025, and numerous counties are yet to go live at the time of writing), making it 
difficult to provide lessons that have been learned from the evaluation of the Waiver. 

Moving forward, the evaluation is set to be able to provide critical lessons learned 
regarding who is most impacted and when, critical for the development of future 
demonstrations in other states. 

To provide such lessons learned it is critical that county and state entities continue to 
monitor and support implementation by closely tracking readiness and county-level 
progress and providing targeted TA to counties experiencing delays or operational 
barriers. DHCS continues to work with counties to ensure readiness and to provide 
support where needed. As implementation matures, it is critical that the state prioritizes 
timely reporting and adaptation based on emerging qualitative and quantitative evidence. 
The mid-point assessment will provide important insights that can be translated into clear 
recommendations for ways to improve implementation. While data access is currently 
limited, the evaluation team was able to utilize early findings from PATH interviews. These 
interviews indicated that dedicated social workers or CalAIM managers were helpful in 
establishing steering committees of correctional and health systems and health providers 
to work together. These collaborative relationships will be critical to the successful 
implementation of the Waiver and thus dedicated implementation facilitators show 
promise in ensuring the smooth implementation of the Waiver. Dedicated staff (who are 
familiar with correctional and health systems) will also assist with the facilitation of hand-
offs, having potential impacts on the ability of correctional facilities to facilitate continuity 
of care at reentry. Finally, early data from PATH interviews provide suggestive evidence 
that there are some technical issues with the JI Screening Portal, which may result in 
delays in data sharing. Enhancing data systems such as the JI Screening Portal will ensure 
smoother transitions for counties as they continue to rollout, and enhanced automation in 
these systems would limit error. 
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A. Executive Summary 
Background 
Community Supports are new services that address eligible Medi-Cal managed care 
members’ HRSNs and include 15 distinct services expected to improve member health 
and well-being and reduce avoidable ED use, hospitalization, or nursing facility care. 
Except for Transitional Rent, which will become a mandatory benefit effective January 1, 
2026, Community Supports are optional for Medicaid managed care plans (MCPs) to offer, 
and voluntary for eligible members to receive. Seven of the 15 Community Supports are 
designed for members experiencing or at risk of homelessness (e.g., Recuperative Care, 
Housing Transition Navigation Services), while the remaining Community Supports 
address other HRSN (e.g., Medically Tailored Meals / Medically Supportive Food, Sobering 
Centers, Asthma Remediation, and ALF Transitions). 

Two Community Supports are authorized under California’s CalAIM Section 1115 
Medicaid Waiver for the period of January 1, 2022, to December 31, 2026, and 12 
Community Supports are covered under In Lieu of Services, under managed care plan 
regulatory authority. An additional Community Support, Transitional Rent, was added in 
July 2025, authorized under the state’s Section 1115 BH Community-Based Organized 
Networks of Equitable Care and Treatment Waiver (BH-CONNECT). 

Evaluation Questions 
The Community Supports evaluation examines eight goals, five of which are assessed in 
this Interim Evaluation Report, related to whether MCP and provider offering of 
Community Supports and member utilization increased over time and whether receipt of 
Community Supports resulted in better care and lower costs for members who received 
them compared to members who did not. 

Methodology and Methodological Limitations 
UCLA-RAND obtained all available administrative data from DHCS and other relevant 
sources and gathered primary data through surveys and interviews with MCPs and 
providers. For the Interim Evaluation Report, quantitative analyses included preparing 
data for analysis, merging data as needed, and conducting descriptive analyses of 
Community Supports Quarterly Implementation and Monitoring Reports (QIMRs) and 
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Medi-Cal eligibility and claims data. Qualitative analyses included coding and developing 
themes from interviews, narrative reports, and other qualitative data sources. 

Key methodological limitations affecting the analyses for the Interim Evaluation Report 
included delayed access to Medi-Cal eligibility and claims data, which were not available 
until the end of May 2025; no information in the QIMRs on provider National Provider 
Identifier(s) for Community Supports users; and lack of a comprehensive database of 
community-based providers eligible to offer Community Supports. 

Results 
The Interim Evaluation Report includes preliminary results for Goals 1, 2, 3, 4, and 6, 
addressed through eight associated evaluation questions and 28 associated measures for 
the 14 Community Supports included in the Community Supports evaluation. 

Goal 1: Increase offering of Community Supports by MCPs 

The number of MCPs offering each Community Support and the number of counties in 
which Community Supports were offered increased between 2022 and 2025. In 2025, six 
Community Supports were offered by at least one MCP in all 58 California counties 
(Housing Transition Navigation Services, Housing Deposits, Housing Tenancy and 
Sustaining Services, Medically Tailored Meals / Medically Supportive Food, Respite 
Services, and Personal Care and Homemaker Services). The least frequently offered 
Community Support was Sobering Centers, which was only available in 29 counties. 

In 2024 interviews, MCPs described four reasons for offering Community Supports: prior 
experience offering similar programs or services; MCP and local providers’ capacity and 
readiness; perceived importance of the Community Support in addressing member needs; 
and perceived cost-effectiveness or financial sustainability of the Community Support. In a 
2024 to 2025 MCP survey, the Community Supports rated most highly in terms of 
perceived value for member health or well-being were Housing Deposits, Recuperative 
Care, Housing Transition Navigation Services, and Housing Tenancy and Sustaining 
Services. The Community Supports rated most highly in terms of perceived cost 
effectiveness were ALF Transitions, Environmental Accessibility Adaptations, Community 
or Home Transition Services, and Short-Term Post-Hospitalization Housing.ED visits (8.3 
visits) followed by Recuperative Care users (5.9 visits), while Medically Tailored Meals / 
Medically Supportive Food users had the lowest (1.7 visits). 
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Analyses of co-occurring Community Supports utilization indicated that users of housing-
related Community Supports most frequently used other housing-related Community 
Supports or Medically Tailored Meals / Medically Supportive Food. 

In interviews with providers, major factors perceived to affect member utilization included 
MCP authorization and communication processes, providers’ approach to member 
engagement and service delivery, and members’ desire for housing. Presumptive 
authorization was identified as important to ensure timely access to certain Community 
Supports (e.g., Sobering Centers, Recuperative Care). 

When asked about processes for identifying and referring eligible members for 
Community Supports, MCPs reported relying primarily on contracted providers. Providers’ 
processes varied by Community Support, with some providers choosing to offer select 
Community Supports only to prior clients, and others relying on a range of different 
referral sources in the community. Recuperative Care providers described receiving the 
majority of referrals from local hospitals or health care systems, while Short-Term Post-
Hospitalization Housing providers reported receiving referrals from a wider range of 
sources (e.g., Recuperative Care providers, local hospitals, MCPs, and other providers). 

Goal 4: Examine whether and how public investments in housing and 
other HRSN services change over time in concert with new Medicaid 
funding for these services 

Public investments in housing generally increased between 2015 and 2024. The number of 
people experiencing homelessness in California grew from 564,708 people in 2015 to 
approximately 771,500 in 2024. During the same period, U.S. Department of Housing and 
Urban Development (HUD) funding to local Continuums of Care in California increased 
from $337 million to $683 million, and the total number of recorded Continuums of Care 
housing program beds for people experiencing homelessness in California increased from 
105,107 to 208,794. In addition, properties representing a cumulative total of 193,515 
Low-Income Housing Tax Credit (LIHTC) units were awarded tax credits between 2015 and 
2024. The proportion of new or preserved LIHTC units allocated for households with 
incomes less than 30% of the area median income increased from 7% of units in 2015 to 
29% in 2024. 

In 2024-2025 interviews, MCPs and providers described new Medicaid funding for 
housing-related Community Supports and from programs like HHIP as helping to improve 
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integration of care within local communities and supporting rapid development of new, 
needed services infrastructure in many communities. HHIP funding in particular was used 
to address upstream housing needs within communities. However, both MCPs and 
providers indicated that lack of affordable housing remained a problem in many 
communities. Although providers of housing-related Community Supports described new 
Medicaid funding as important for supplementing and addressing gaps in existing 
systems of care, they also described new Medicaid funding as resulting in increased 
competition between providers and increased administrative burden, and of the need for 
sufficient volume of members to offset costs of participating in Community Supports. 

Goal 6: Improve quality of care and outcomes of care 

Limited data were available to address this goal as of the Interim Evaluation Report. 
Analyses of January 2022 to December 2024 MCP appeals and grievances data as an 
indicator of member satisfaction indicated that the two Community Supports with the 
highest number of users, Medically Tailored Meals / Medically Supportive Food and 
Housing Transition Navigation Services, also had the largest number of appeals and 
grievances. The three most common reasons for any Community Supports-related 
grievances were provider or staff attitude, MCP customer service, and timely access to 
Community Supports. 

When asked to rate perceived positive impact of each Community Support on member 
health and well-being, MCPs rated Housing Deposits the highest (average rating 9.0 out 
of 10.0) and Day Habilitation the lowest (average rating of 6.6 out of 10.0). Providers rated 
Community Supports as most effective at improving member access to social services 
(average rating 4.9 out of 6.0) and as least effective at earlier identification of member 
needs (average rating 4.4 out of 6.0). 

Finally, in assessing the extent to which members receiving housing-related Community 
Supports were transitioned to other supports, analyses of QIMR data revealed that from 
January 2022 to September 2024, 35% of Recuperative Care users also received Housing 
Transition Navigation Services, and that 9% subsequently transitioned to Short-Term 
Post-Hospitalization Housing. Data also showed that 63% of Short-Term Post-
Hospitalization Housing users also received Housing Transition Navigation Services. 



354  

Conclusions 
Evaluation findings indicated that significant progress was made towards Community 
Supports Goals 1, 2, and 3, moderate progress towards Goal 4, and some progress 
towards Goal 6. In addition, results provided evidence that all except one of the 
Community Supports hypotheses examined were true or likely true based on data 
available for inclusion in the Interim Evaluation Report (Exhibit 0.1). For H8b, UCLA-RAND 
was able to present data on the total number of appeals, grievances, and state fair 
hearings between 2022 to 2024, but could not assess whether the number of appeals and 
grievances relative to total Community Supports use decreased over time. 

Evidence to examine other evaluation questions and measures was not available for the 
Interim Evaluation Report due to lack of or delays in access to data. UCLA-RAND 
anticipates addressing these limitations in the Summative Evaluation Report. 

Lessons Learned 
» Community Supports were generally perceived by MCPs and providers as addressing 

important gaps in care within communities and as supplementing existing systems of 
care and should be sustained if proven cost-effective. 

» MCPs without prior experience offering services to address members’ HRSN required 
support in how to identify and contract with high-quality service providers and 
appropriately monitor service quality. 

» MCPs varied in the extent to which they voluntarily contract with community-based 
providers for HRSN services. If MCPs contracting with community-based providers is 
a priority, MCPs should be provided with additional incentives or support to do so. 

» Non-local providers were less likely than local providers to report combining 
Community Supports with other resources or to offer Community Supports as part of 
a broader continuum of care. Further data collection is needed to understand how 
this may impact quality and outcomes of care for members. If integration of 
Community Supports within a broader continuum of care is a priority, this should be 
clearly communicated to providers and monitored. 

» Low reimbursement rates and high administrative burden within Medicaid were 
challenging for MCPs and providers and served as a barrier to provider participation 
and perceived financial sustainability of Community Supports. Adequate funding 
levels and efforts to reduce administrative burden should be considered. 
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» Funding support for provider capacity was critical as it enabled community-based 
providers to develop the infrastructure and workflows needed to adapt to rapidly 
changing policy guidance on Community Supports and to meet Medi-Cal billing, 
compliance, and reporting requirements. Continuing to provide funding through 
PATH Capacity and Infrastructure, Transition, Expansion, and Development, IPP, or 
HHIP will be important to providers’ ability to implement any major policy changes in 
the future. 

» Efforts to improve awareness of Community Supports in certain communities and 
with certain referral partners will be important for increasing utilization of certain 
Community Supports. 

» Housing Deposits would be more feasible for providers to offer if implemented as 
part of a flexible housing subsidy pool or if the service included an administrative fee 
for providers rather than operating on a strict cost reimbursement basis. 

» New Medicaid funding has resulted in rapid growth in Recuperative Care but was 
also perceived as increasing competition as well as increased referrals of members 
with more acute or complex care needs. Recuperative Care providers therefore 
reported less capacity to serve members with less acute needs. Recuperative Care 
providers also continued to report difficulty serving members who required support 
with Activities of Daily Living or Instrumental Activities of Daily Living. 

» Clear policy guidance is needed to help MCPs and providers differentiate Medically 
Tailored Meals / Medically Supportive Food from interventions to address food 
insecurity. Monitoring the type and quality of intervention being provided to 
members is also important to assess impact on member health and outcomes. 

Recommendations for Other States 
Interim Evaluation Report findings have implications for other states implementing or 
considering implementation of Community Supports as Medicaid benefits to address 
members’ HRSN. Specific recommendations include: 

» Assess whether MCPs have prior experience offering similar benefits. MCPs without 
prior experience may require preliminary support with pricing guidance, developing 
provider networks, and with how to assess quality of services to address members’ 
HRSN. 

» Allocate funding to develop provider capacity and infrastructure, particularly if 
engagement of community-based providers without prior experience billing 
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Medicaid is important to member engagement or to ensure Community Supports are 
integrated within existing systems of care. 

» Dedicate time to engage relevant stakeholders and develop clear policy guidance on 
eligibility criteria, allowable duration or frequency of service use (when applicable), 
referral processes, authorization, claims submission, and reporting requirements prior 
to program implementation. 

» Reduce administrative burden on providers where possible. 

» Dedicate resources to increase awareness of these new benefits and their eligibility 
criteria among providers expected to refer eligible members for services. Certain 
referral providers, such as skilled nursing facilities and assisted living facilities, may 
require support in completing referral paperwork once eligible members are 
identified. 

» Encourage MCPs to allow presumptive authorization for time-sensitive benefits, while 
ensuring providers are aware of associated financial risks. 

» Implementation of Community Supports to address housing as an HRSN should be 
accompanied with upstream investment in increasing the supply of affordable 
housing available. 

» Offering Housing Deposits and other housing-related benefits involving large sums 
of money should be implemented as part of a flexible housing subsidy pool or 
include administrative fee for providers rather than operate on a strict cost 
reimbursement basis. 
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B. General Background Information 
Intervention Context 
Medicaid members with complex social and behavioral needs utilize significantly more 
health care and incur significantly higher health care costs than members without these 
needs.9-11,81 To reduce costs and improve member well-being, DHCS used Section 2703 of 
the 2010 Patient Protection and Affordable Care Act and the Section 1115 Medicaid 
Waiver mechanism to conduct two demonstrations completed in 2021 called the Medi-
Cal HHP and Medi-Cal Whole Person Care, respectively. These demonstrations illustrated 
that providing members who have complex medical, behavioral, and/or social needs with 
care management and other services to address their HRSNs (such as housing navigation 
or recuperative care) had better health outcomes and lower costs of care than members 
who did not receive these services.2,12 

Following these demonstrations, DHCS chose to sustain and expand services that address 
members’ HRSN using the ILOS option available to Medicaid managed care plans (MCPs) 
as well as two new Section 1115 Medicaid Waivers. Under ILOS, MCPs can voluntarily 
choose to offer certain services as medically appropriate and cost-effective substitutes for 
other covered State Plan services and settings. On December 29, 2021, DHCS received 
approval from the Centers for Medicare and Medicaid Services to include 12 HRSN 
services under ILOS as part of the state’s CalAIM 1915(b) Medicaid Waiver, for the period 
of January 1, 2022, to December 31, 2026, and two additional HRSN services under the 
state’s CalAIM Section 1115 Waiver. A 15th service called Transitional Rent was approved 
as part of the state’s BH Community-Based Organized Networks of Equitable Care and 
Treatment (BH-CONNECT) demonstration under the Section 1115 Medicaid Waiver for the 
period of January 1, 2025, to December 31, 2029. These 15 services, collectively known as 
Community Supports under CalAIM, are intended to be broadly available to members, 
given that approximately 95% of Medi-Cal members are enrolled in managed care. 

Community Supports services are expected to improve the health and well-being of MCP 
members by helping them live healthier lives and avoid higher, costlier levels of care such 
as ED use, hospitalization, or nursing facility care. Community Supports are being 
implemented in conjunction with other broad-based delivery system, program, and 
payment reforms under the CalAIM and BH-CONNECT Section 1115 and 1915(b) 
Medicaid Waivers and through other initiatives that are collectively focused on making 
Medi-Cal services more person-centered and coordinated and help members maximize 
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their health and life trajectory. Other new DHCS programs or Medi-Cal benefits expected 
to influence Community Supports implementation are summarized in Exhibit 5.. 

Exhibit 5.1. Summary of DHCS Programs or Benefits Expected to Influence 
Community Supports Implementation 

Program / Initiative Brief Description 

Providing Access and 
Transforming Health 

$1.85 billion CalAIM Section 1115 Waiver program (2022-2026) 
to build the capacity and infrastructure of providers to 
participate in Community Supports and other CalAIM initiatives. 
Additional information can be found in the PATH Section of the 
Evaluation Design (see Section 3). 

IPP $1.5 billion DHCS program (2022-2024) to support 
implementation of Community Supports and other CalAIM 
initiatives by providing incentives to MCPs to support member 
engagement and service delivery, infrastructure and capacity 
development, program quality, and equitable service access for 
members. 

HHIP $1.2 billion Medicaid Home and Community-Based Services 
initiative (2022-2024) that allowed MCPs to earn incentive funds 
for partnering with local Continuums of Care, county BH, public 
hospitals, and other local stakeholders to invest in addressing 
homelessness. 

Enhanced Care 
Management 

New Medi-Cal benefit implemented within the Managed Care 
delivery system in January 1, 2022, for eligible members with 
complex needs to receive comprehensive care management and 
coordination of health and health-related care services. 

Asthma Preventive 
Services 

New Medi-Cal benefit implemented July 1, 2022, for eligible 
members to receive clinic-based asthma self-management 
education, home-based asthma self-management education, 
and in-home environmental trigger assessments. 

Community Health Worker 
benefit 

New Medi-Cal benefit implemented July 1, 2022, for eligible 
members to receive preventive health services, such as 
prevention and control of chronic conditions and BH, from non-
licensed public health workers. 

JI Reentry initiative New Medi-Cal pre-release and suspension processes, 90-day 
pre-release services, and BH linkages provided to eligible 
members who are incarcerated in state prisons, county jails, and 
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Program / Initiative Brief Description 
 youth correctional facilities to improve continuity of care and 

access to needed physical, behavioral, and HRSN services upon 
release. 

MCP Transition 2024 changes to MCP models implemented as part of 
California’s CalAIM Section 1115 and 1915(b) Waivers resulted in 
changes to MCPs contracted to serve members in many 
California counties. This transition affected which MCPs were 
eligible to offer Community Supports, which could in turn have 
impacted Community Supports implementation. 

 
A brief overview of the pre-approved Community Supports and the Medicaid waiver 
mechanism they are covered under is provided in Exhibit 5.2. Seven of the 15 Community 
Supports focus specifically on supporting members experiencing or at-risk of 
homelessness, while the remaining Community Supports address other HRSNs. All of the 
Community Supports except one are optional for MCPs to offer. Per waiver requirements, 
Community Supports must supplement and not supplant services received by members 
through other federal, state, or locally funded programs. Community Supports are also 
optional for members, meaning MCPs cannot require members to use a Community 
Support instead of a State Plan service or setting. Detailed eligibility criteria for each 
Community Support and when applicable, allowable duration or frequency of use, are 
outlined in Appendix D. 

Exhibit 5.2. Approved Community Supports by Waiver Mechanism 
Community Support Brief Description 

1115 Waiver 

Recuperative Care* 
(Medical Respite) 

Short-term residential setting for individuals experiencing or 
at-risk of homelessness with medical needs that would 
otherwise require institutional care to recover from injury or 
illness while also obtaining access to primary care, BH, and 
other supportive social services. 

Short-Term Post-
Hospitalization Housing* 
(also known as short-term 
post-transition housing) 

Room and board service for members exiting an institution, 
experiencing or at-risk of homelessness, and whose ongoing 
physical or BH needs would otherwise require continued 
institutional care. 
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Community Support Brief Description 

Transitional Rent1* Up to six months of rental assistance in interim or permanent 
settings for members experiencing or at risk of homelessness 
that meet specific clinical and social risk eligibility criteria to 
provide support needed to connect to long-term housing 
supports and needed health care. 

1915(b) Waiver 

Housing Transition 
Navigation Services* 

Services to assist members with finding, applying for, and 
obtaining housing. 

Housing Deposits* Assistance with identifying, coordinating, securing, or funding 
one-time services, goods, or modifications necessary to 
establish a basic household. 

Housing Tenancy and 
Sustaining Services* 

Services to help a member maintain safe and stable tenancy 
once housing is secured. 

Day Habilitation* Services to assist members with acquiring, retaining, and 
improving self-help, socialization, and adaptive skills 
necessary to reside successfully in a natural environment. 

Medically Tailored Meals / 
Medically Supportive Food 

Services intended to help address members’ nutrition-
sensitive conditions, such as medically tailored or medically 
supportive meals or groceries or nutrition education. 

Respite Services In-person, short-term services provided for caregivers of 
members who live in the community and require intermittent, 
temporary supervision to avoid institutional placement for 
which the MCP would be responsible. 

Assisted Living Facility 
(ALF) Transitions (formerly 
known as nursing facility 
transition / diversion to 
assisted living facilities) 

Services intended to facilitate member transition from 
nursing facility back into a home-like, community setting 
and/or prevent nursing facility admission for members living 
in the community. 

Community or Home 
Transition Services 
(formerly known as 
community transition 
services / nursing facility 
transition to home) 

Services intended to facilitate member transition from 
nursing facility or Recuperative Care into a private residence 
or public subsidized housing. 
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Community Support Brief Description 

Personal Care and 
Homemaker Services 

Services for individuals who need assistance with Activities of 
Daily Living or Instrumental Activities of Daily Living to 
remain in their homes. 

Environmental Accessibility 
Adaptations (Home 
Modifications) 

Physical adaptations to a home necessary to ensure member 
health, welfare, and safety or avoid institutionalization. 

Sobering Centers Provide members publicly intoxicated (with alcohol and/or 
drugs) a safe, supportive environment to become sober as an 
alternative to the emergency room or jail. 

Asthma Remediation2 Supplies and/or physical modifications to a home 
environment to prevent acute asthma episodes that could 
result in the need for emergency services and hospitalization. 

Source: CalAIM Community Supports Policy Guide Volume 1 and Volume 2, April 2025.16,17 

Note: * Indicates Community Support focused on supporting members experiencing or at risk of 
homelessness. 
1 Transitional Rent was authorized under the BH-CONNECT 1115 Waiver but will be evaluated in 
the Community Supports Summative Evaluation Report. Because Transitional Rent was not 
implemented until July 1, 2025, data on this Community Support is not included in this Interim 
Evaluation Report. 
2 Effective January 1, 2026, in-home environmental trigger assessments and asthma self-
management education can only be provided under Asthma Preventive Services (which became a 
Medi-Cal state plan benefit on July 1, 2022) rather than as part of Asthma Remediation. 

 

C. Evaluation Questions and Hypotheses 
The Community Supports Evaluation examines whether Community Supports achieved its 
overarching goals as noted in the driver diagram in Exhibit 5.3. The diagram indicates that 
provision and use of Community Supports will lead to receipt of better care, which will in 
turn improve member health outcomes and lower costs. 
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Exhibit 5.3. Driver Diagram for the Community Supports Evaluation 
 

 
 

Exhibit 5.4 shows the specific Community Supports program goals and the related 
evaluation questions, hypotheses, and measures included in the Community Supports 
Evaluation Design (Section 3). Goals, evaluation questions, and measures addressed in the 
Interim Evaluation Report are indicated in bold text. Results for the remaining goals, 
evaluation questions, and measures will be included in the Summative Evaluation Report. 

Exhibit 5.4. Community Supports Goals and Related Evaluation Questions, 
Hypotheses, and Measures 

Evaluation Questions (EQ) and 
Hypotheses (H) Measures 

Goal 1: Increase offering of Community Supports by MCPs 

EQ 1. Did the number of MCPs 
offering Community Supports 
increase over time? 

 
H1: The number of Community 
Supports offered by MCPs will 
increase over time. 

1. Number of MCPs offering each 
Community Support 

2. Proportion of counties in which each 
Community Support is offered 

3. Proportion of MCPs in each county 
offering each Community Support 

4. MCPs’ self-reported reasons for 
offering or not offering Community 
Supports 
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Evaluation Questions (EQ) and 
Hypotheses (H) Measures 

Goal 2: Increase contracts between providers and MCPs for Community 
Supports services 
EQ2: Did the number and diversity 
of providers contracted to provide 
Community Supports increase over 
time? 

 
H2: The number and diversity of 
providers contracted to provide 
Community Supports will increase 
over time 

1. Number of providers contracted to 
provide each Community Support 

2. Number of providers providing 
multiple Community Supports 

3. Ownership and types of providers 
contracted to provide each Community 
Support 

EQ3: What factors influence 
provider participation in 
Community Supports? 

 
H3: Provider capacity and 
infrastructure and local service 
availability and need will influence 
provider participation in Community 
Supports 

1. Providers’ self-reported reasons for 
contracting or not contracting with 
MCPs to provide Community Supports 

2. MCPs and providers’ perceptions of 
whether the number of eligible and 
contracted providers are sufficient to 
meet service need 

Goal 3: Increase utilization of Community Supports by eligible members 

EQ4: Did the number of members 
receiving Community Supports 
increase over time? 

 
H4a: The number of members 
receiving Community Supports will 
increase over time. 

 
H4b: Members with housing-related 
needs will receive more than one 
Community Support to address these 
needs. 

1. Proportion of eligible members that 
are authorized for and subsequently 
utilize Community Supports 

2. Number and types of Community 
Supports used 

3. Frequency* and duration of 
Community Supports use 

4. Number and proportion of eligible 
members that used each Community 
Support 

5. Demographic and health characteristics 
of Community Supports users 
compared to the population of non-users 
eligible for services 

6. Proportion of members with housing 
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Evaluation Questions (EQ) and 
Hypotheses (H) Measures 

 needs that receive more than one 
Community Support simultaneously 

7. Most frequently co-occurring 
Community Supports 

8. Demographic and health characteristics of 
members receiving more than one 
Community Support, relative to members 
receiving only one Community Support 

9. MCPs and providers’ perceptions of 
factors affecting member utilization of 
Community Supports 

EQ5: What strategies are being used 
to identify and refer eligible 
members to Community Supports? 

 
H5: Members will primarily be 
connected to Community Supports via 
community-based provider referrals 

1. MCPs and providers’ self-reported 
processes for identifying members 
eligible for Community Supports and 
connecting them to services 

2. Member self-reports of mechanisms for 
learning about how their Community 
Supports needs can be recognized and 
addressed: family, community 
organizations, primary care provider, 
specialty care** 

3. Member self-report of who, how, and 
when MCP or provider offered 
information about options for managing 
their needs and/or how Community 
Supports might address their needs** 

4. Member self-reports of number, types, 
and timing of exposure to and use of 
different types of Community Supports** 

Goal 4: Examine whether and how public investments in housing and other 
HRSN services change over time in concert with new Medicaid funding for 
those services 
EQ6: How is new Medicaid funding 
for Community Supports impacting 
existing systems of care? 

 
H6: Medicaid funding for Community 

1. Number of people experiencing 
homelessness in California, 2015-2024 

2. U.S. Department of Housing and Urban 
Development funding to Continuums 
of Care in California, 2015-2024 
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Evaluation Questions (EQ) and 
Hypotheses (H) Measures 

Supports will be perceived as 
complementing state and local 
investments in housing and other 
HRSN services 

3. Continuum of Care Homeless 
Assistance Program Housing Inventory, 
California, 2015-2024 

4. Low-Income Housing Tax Credit 
housing units, California, 2015-2024 

5. MCP and provider perceptions of how 
new Medicaid funding for Community 
Supports has impacted existing 
systems of care, including non-
Medicaid funding for similar supports 
or services 

6. MCP and provider descriptions of how 
they are using new Medicaid funding in 
concert with state and local 
investments in housing or other social 
services to address member needs 

Goal 5: Increase members’ access to outpatient care including BH services and 
reduce acute care utilization and long-term care admission and stays 
EQ7a. Will Community Supports affect 
member access to outpatient care? 

 
H7a: Members receiving Community 
Supports will use more outpatient 
services than members who do not 

1. Primary care visits 
2. Specialty care visits 
3. Mental health services 
4. Substance use disorder services 
5. Member self-report of downstream 

impact of receiving Community Supports 
(e.g., on finances and access to needed 
health care)** 

EQ7b. Will Community Supports 
reduce avoidable acute care utilization 
or long-term care stays? 

 
H7b: Members receiving Community 
Supports will experience greater 
reductions in avoidable acute care 
utilization and long-term care stays 
than members who do not 

1. Emergency department visits (total; 
needed, preventable, primary care 
treatable, non-emergent; mental health-
related, alcohol-related or substance-use 
related) 

2. Hospitalizations (total, from emergency 
department, potentially avoidable) 

3. Long-term care stays 
4. Housing stability (as feasible) 
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Evaluation Questions (EQ) and 
Hypotheses (H) Measures 

Goal 6: Improve quality and outcomes of care 

EQ8: Are members satisfied with 
Community Supports referral 
processes and services? 

 
H8a: Members who receive 
Community Supports will be satisfied 
with services 

 
H8b: Member dissatisfaction with 
services, as indicated by number of 
appeals and grievances for each 
Community Supports relative to total 
service use, will decrease over time 

1. Volume of appeals and grievances for 
each Community Support 

2. Reasons and resolution status for 
appeals and grievances 

3. MCPs’ self-reported perception of 
Community Supports’ effectiveness at 
addressing members’ identified HRSN 

4. Providers’ self-reported perception of 
Community Supports’ effectiveness at 
addressing members’ identified HRSN 

5. Members’ self-reported knowledge and 
satisfaction with anticipated and actual 
Community Supports received** 

EQ9: Following receipt of housing-
related Community Supports, are 
members being transitioned to 
other appropriate supports, when 
needed? 

 
H9: The proportion of members 
transitioned to appropriate HRSN 
supports will increase over time 

1. Proportion of members receiving 
Recuperative Care that transition to 
Short-Term Post-Hospitalization 
Housing 

2. Proportion of members receiving 
Recuperative Care or Short-Term Post-
Hospitalization Housing that receive 
housing transition navigation supports 

3. Proportion of members receiving housing 
navigation, Housing Deposits, 
Recuperative Care, or Short-Term Post-
Hospitalization Housing that 
subsequently receive other public housing 
assistance 

EQ10: Will Community Supports 
improve quality and outcomes of 
health care? 

 
H10a: Community Supports will 
improve member receipt of 
appropriate care 

1. Initiation and engagement of alcohol and 
other drug dependence treatment 

2. Follow-up after emergency department 
visit for alcohol and other drug abuse or 
dependence 

3. Health Equity and Quality Measure Set 
and Healthcare Effectiveness Data and 
Information Set measures not already in 



367  

Evaluation Questions (EQ) and 
Hypotheses (H) Measures 

H10b: Community Supports will 
reduce member receipt of avoidable 
care 

 
H10c: Community Supports will 
promote maintenance of member 
function 

 
H10d: Community Supports will 
reduce cause-specific complications 

the Health Equity and Quality Measure 
data set, e.g., A1C control for patients 
with diabetes and blood pressure control 
for those with a history of high blood 
pressure or high risk of coronary artery 
disease 

4. Receipt of medications / adherence to 
recommended medications (based on 
medication fill rates for chronic 
conditions) 

5. Overall summary quality metric(s) based 
upon the full set of measured quality 
metrics 

6. Maintenance of function 
7. Mortality 
8. Cause-specific complications 
9. Provider and member self-report of 

appropriate care processes (as needed 
and feasible) 

Goal 7: Reduce disparities in service utilization, quality of care, and outcomes 
of care 
EQ11: Are there disparities in 
Community Supports utilization based 
on member demographic 
characteristics, health conditions, or 
community characteristics? 

 
H11: Community Supports utilization 
will be higher in urban communities, 
communities with street medicine 
programs, and among members with 
English as preferred language 

1. Number and type of Community Supports 
used, stratified by member housing 
status, demographic and health 
characteristics, and geographic indicators 

2. Proportion of eligible members that used 
Community Supports, stratified by 
member housing status, demographic 
and health characteristics, and geographic 
indicators 

EQ12: Will Community Supports 
impact disparities in downstream 
physical or behavioral health service 
utilization, quality of care, or 
outcomes of care? 

1. Select measures from Goals 5-6, stratified 
by member demographic and health 
characteristics and geographic indicators 

2. MCPs and providers’ self-reported 
participation in health equity initiatives or 



368  

Evaluation Questions (EQ) and 
Hypotheses (H) Measures 

 
H12a: Community Supports will 
reduce age, sex, racial/ethnic, 
linguistic, and functional (disability) 
disparities in downstream physical or 
behavioral health service utilization, 
quality of care, and outcomes of care 

 
H12b: Community Supports will 
reduce disparities in physical or 
behavioral health services utilization 
and outcomes of care for individuals 
experiencing homelessness 

other efforts to improve health equity (as 
feasible) 

3. Member self-report of discrimination or 
disparities** 

Goal 8: Ensure Community Supports are cost-effective alternatives to State 
Plan services or settings 
EQ13: Will Community Supports 
impact cost of care? 

 
H13: Community Supports are cost-
effective alternatives to State Plan 
services or settings 

1. Estimated change in Medi-Cal payments 
for services such as emergency 
department visits, hospitalizations, and 
long-term care stays for members 
utilizing Community Supports 

Note: * Frequency will only be assessed for services that can be offered more than once per 
demonstration or lifetime. **Member surveys will only assess Section 1115 Medicaid Waiver-
authorized Community Supports. Goals, evaluation questions, and measures addressed in the 
Interim Evaluation Report are indicated in bold text. 

 
Evaluation questions and hypotheses promote the objectives of Title XIX and Title XXI by 
assessing whether addressing members’ HRSNs improved their health outcomes and was 
cost-effective. In evaluating the impact of Community Supports, UCLA-RAND will consider 
Community Supports to have successfully met its goals under the following 
circumstances: 

» Increased member utilization of Community Supports 

» Increased Community Supports users’ access to outpatient care including BH 
services and reduced member utilization of avoidable acute care or long-term care 
admissions and stays relative to the comparison group 
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» Improvement in at least some indicators of quality or outcomes of care for 
Community Supports users relative to the comparison group 

» Reduced utilization of health care and associated payments for Community 
Supports users relative to eligible non-users 

D. Methodology 
For the Interim Evaluation Report, UCLA-RAND conducted cross-sectional studies of 
Community Supports implementation approaches used by Medicaid managed care plans 
(MCPs) and providers and trend analyses of MCP and provider participation in Community 
Supports, of Community Supports users, and of whether and how public investments in 
housing change over time in concert with new Medicaid funding for these services. For 
the Summative Evaluation Report, UCLA-RAND will also conduct a cross-sectional study of 
member satisfaction and experiences with the two 1115 Community Supports and will 
utilize quasi-experimental approaches to assess Community Supports’ impact on users’ 
utilization of care, quality and outcomes of care, and cost. 

Data Sources and Methods 
UCLA-RAND used multiple qualitative and quantitative data sources to address the 
Community Supports evaluation questions in this Interim Evaluation Report. Exhibit 5.5 
provides an overview of data sources, time period, and analytic methods. 

UCLA-RAND searched for and obtained all available administrative data from DHCS and 
other relevant secondary data sources to respond to the evaluation questions. As needed, 
UCLA-RAND also gathered primary data to understand the implementation process and 
perspectives of MCPs and Community Supports providers regarding factors affecting 
participation in Community Supports and to identify challenges, solutions, and lessons 
learned. UCLA-RAND analyzed all data using appropriate qualitative and quantitative 
methods. For the Interim Evaluation Report, qualitative analytic methods included coding 
and thematic analysis of salient documents and MCP and provider interview transcripts in 
the qualitative software NVivo. Quantitative analysis included preparing data for analysis, 
merging data as needed, and conducting descriptive analyses. 
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Exhibit 5.5. Data Sources and Related Methods for the Community Supports Interim 
Evaluation Report 

Data Source Time Period and Related Details Analytic Methods 

Primary Data Collected by UCLA-RAND 

Semi-structured Interviews 
with MCPs 

Conducted from July to 
September 2024. Interviewed 101 
individuals in 23 of 24 MCPs 
eligible to offer Community 
Supports in 2024. AIDS 
Healthcare Foundation was not 
interviewed. One MCP that 
stopped operating as a Medi-Cal 
MCP in January 2024 was jointly 
interviewed with the MCP that 
took over its service area. 

Thematic analysis to 
describe MCP perspectives 
and lessons learned. 

MCP Survey Cross-sectional survey conducted 
from November 2024 to January 
2025. Survey was distributed to 
23 of 24 MCPs eligible to offer 
Community Supports in 2024. 
AIDS Healthcare Foundation was 
not surveyed. One MCP that fully 
delegated responsibility for 
member care to another MCP did 
not respond to the survey. 

Descriptive analysis to 
describe MCP 
implementation processes 
and perspectives. 

Semi-structured Interviews 
with ECM and Community 
Support Providers 

Interviewed 128 people in 60 
Community Supports provider 
organizations from October 2024 
to July 2025. Provider 
organizations were purposively 
sampled for diversity in type(s) of 
Community Supports provided, 
MCP(s) contracted with, provider 
type, and region(s) in which 
services were offered. 

Thematic analysis to 
describe provider 
perspectives and lessons 
learned in implementing 
Community Supports. 

Semi-structured Interviews 
with PATH Collaborative 
Planning and 

Conducted 10 interviews with 34 
people in CPI facilitators and/or 
TA Marketplace Vendor 

Thematic analysis of 
perspectives and lessons 
learned regarding PATH 
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Data Source Time Period and Related Details Analytic Methods 

Implementation (CPI) 
initiative Facilitators and 
PATH TA Marketplace 
Vendors 

organizations from January to 
April 2025. Interviewed all CPI 
facilitators, six of whom were also 
TA Marketplace vendors; also 
interviewed an additional TA 
Marketplace vendor not involved 
with PATH CPI. 

and Community Supports 
implementation. 

ECM and Community 
Supports Provider Survey 

Cross-sectional survey conducted 
from June to July 2025. Survey 
was distributed to ECM and 
Community Supports providers 
contracted to provide services as 
of May 2025 (206 respondents 
who provide Community 
Supports as of 07/31/25). Survey 
was distributed by DHCS, MCPs, 
CPI facilitators, and other partners 
in contact with contracted 
providers. 

Descriptive analysis to 
describe provider 
implementation processes 
and perspectives. 

Secondary Data 

National Plan and Provider 
Enumeration System 
National Provider Identifier 
(NPI) Registry 

Publicly available directory of all 
active NPI records. NPIs are 
unique identification numbers for 
providers that must be used in 
administrative and financial 
transactions under the Health 
Insurance Portability and 
Accountability Act. 

Data were merged with 
Quarterly Implementation 
and Monitoring Reports 
(QIMR) data and with 
Medi-Cal claims to identify 
provider names. 

GuideStar 2024 database identifying Internal 
Revenue Service-recognized tax-
exempt organizations to identify 
providers that are private non-
profit organizations, 
supplemented by manual search 
of provider websites for 
ownership status data. 

Data were merged with 
QIMR data for descriptive 
analysis of provider 
ownership status. 
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Data Source Time Period and Related Details Analytic Methods 

U.S. Department of HUD 
data 

Continuum of Care Homelessness 
Point in Time counts; Homeless 
Assistance Program Housing 
Inventory; and awards (2015 to 
2024). 

Descriptive analysis of 
homelessness in California 
and use of U.S. Department 
of HUD funds. 

California Tax Credit 
Allocation Committee 
(CTAC) data 

LIHTC data (2015 to 2024) used to 
identify the number of new or 
preserved units allocated for 
affordable housing, overall and 
for households with incomes less 
than 30% of Area Median Income 
(AMI)24. The latter units principally 
serve people at risk of or 
experiencing homelessness or 
seniors on fixed incomes. ￼82￼ 

Descriptive analysis of 
LIHTC units in California. 

 
 
 

24 LIHTC data provides two levels of federal tax credits (9% and 4%) to investors, reducing their federal tax 
bill, in exchange for equity that can be used to build or preserve affordable housing. This equity reduces the 
amount of money a developer has to borrow to construct or acquire and rehab the property, which in turn 
reduces rent levels. LIHTC regulations require that rents are set at levels affordable to households earning 
between 50% to 60% of Area Median Income (AMI), but developers commonly layer in other subsidy 
sources that allow them to lower the rents even further.82. Kneebone E, Reid C. The Complexity of 
Financing Low-Income Housing Tax Credit Housing in the United States. 2021. 
https://ternercenter.berkeley.edu/wp-content/uploads/2021/04/LIHTC-Complexity-Final.pdf 

Tax credits are awarded through a competitive process, with the state setting its housing policy priorities 
through a Qualified Allocation Plan that determines which tax credit applications will be prioritized for 
funding. In recent years, California has prioritized the development of PSH within its LIHTC program. State 
investments in programs such as No Place Like Home and the Veterans Housing and Homelessness 
Prevention Program, as well as local bond measures such as Los Angeles’s Measure HHH, have also 
provided deeper subsidies, allowing developers to include PSH units in their developments.83. Reid C. 
Permanent Supportive Housing as a Solution to Homelessness: The Critical Role of Long-Term Operating 
Subsidies. 2023. https://ternercenter.berkeley.edu/wp-content/uploads/2023/06/PSH-Paper-June-2023-
Final.pdf 
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Data Source Time Period and Related Details Analytic Methods 

Administrative Data Provided by DHCS 

Quarterly Implementation 
and Monitoring Reports 

Quarterly data submitted by 
MCPs to DHCS from January 2022 
to September 2024. Data include 
lists of contracted providers, 
Community Support users, and 
dates of service. 

Data were used for 
descriptive analysis of 
provider participation in 
Community Supports and 
were further merged with 
Medi-Cal eligibility and 
claims data for descriptive 
analysis of Community 
Support users. 

Medi-Cal Eligibility and 
Claims Data 

Data on member enrollment, 
demographics, and health care 
utilization from January 2020 to 
December 2024. 

Data were used for 
descriptive analysis of 
demographics, health 
conditions, and health care 
utilization of Community 
Support users. 

MCP Community Supports 
Elections 

Data on MCPs electing to offer 
each Community Support in each 
county in 2022 and 2025. 

Data were used for 
descriptive analysis of MCP 
participation in Community 
Supports. 

Community Supports 
Policy Guides 

Available in 2023, 2024, and 2025. Used to identify changes in 
Community Supports 
eligibility criteria and 
policies. 

PATH CITED (Capacity and 
Infrastructure Transition, 
Expansion, and 
Development) funding 
applications and list of 
awardees 

Available for PATH CITED Rounds 
1-3 (2022 to 2024). 

Data were merged with 
QIMR data for descriptive 
analysis of provider 
ownership. 

HHIP Investment Plans Data on HHIP investment plans 
submitted in 2022. 

Document analysis of how 
MCPs planned to work with 
local Continuums of Care 
and other stakeholders in 
the community to make 
investments and progress 
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Data Source Time Period and Related Details Analytic Methods 
  in addressing homelessness 

and in keeping people 
housed. 

E. Methodological Limitations 
There were several limitations related to program implementation process, content and 
availability of data, and methodological barriers to analysis, summarized in Exhibit 5.6. 

Exhibit 5.6. Summary of Methodological Limitations 
Limitation Type Description 

Program 
Implementation 
Process 

» Findings presented in the Interim Evaluation Report only 
reflect the first three years of Community Supports 
implementation and only contain analyses feasible given 
availability and content of data during this time and cannot be 
considered conclusive. 

» Medical managed care plans (MCPs) could elect to offer new 
Community Supports every six months and to discontinue 
Community Supports annually. MCPs contracted to serve 
members in each county could also change annually. As a 
result, Community Supports were offered by different MCPs in 
different counties over time, resulting in potential imprecision 
in analyses of Community Supports providers and users. 

» DHCS policy guidance around Community Supports changed 
each year. Changes in policies such as eligibility criteria and 
allowable duration of services can contribute to potential 
imprecision in analyses of trends in ECM and Community 
Supports use and users. 

» ECM implementation was phased in by POF and by county and 
MCP prior participation in Whole Person Care or Medi-Cal 
Health Homes Program. Additional information about this 
timeline is available in the PATH Interim Evaluation Report. 
Timing of ECM implementation could have influenced timing 



375  

Limitation Type Description 
 of Community Supports implementation and thus number of 

users over time. 

Content and 
Availability of 
Administrative 
Data Provided by 
DHCS 

» Medi-Cal eligibility and claims data were not available until the 
end of May 2025. The data were quite large and required 
extensive quality checks and processing. Delays in receipt of 
these data meant that certain evaluation questions could not 
be addressed in the Interim Evaluation Report (e.g., health care 
utilization changes, quality of care, and costs associated with 
health care utilization). 

» Quarterly Implementation and Monitoring Reports (QIMR) 
data did not include information on provider National Provider 
Identifiers (NPIs) per Community Supports user. Thus, UCLA-
RAND was not able to use these data to determine which 
providers were serving which members. For the Summative 
Evaluation Report, UCLA-RAND will link QIMR data on 
Community Supports users with Medi-Cal claims data to 
determine provider NPIs per user. 

» QIMR data did not include provider names, only provider NPIs. 
Providers can have multiple NPIs as they may use a unique NPI 
per facility or location. Therefore, UCLA-RAND was not able to 
determine the number of unique provider organizations being 
contracted. UCLA-RAND attempted to use DHCS-provided NPI 
directory data to link NPI to organizational names, but this 
process was prone to significant error. NPIs that could not be 
identified in the NPI Registry were shared with DHCS and are 
expected to be reconciled for the Summative Evaluation 
Report. 

» Reliance of some providers on community care hubs, 
management support organizations, or other centralized 
administrative entities to contract with MCPs and process 
Medi-Cal billing and claims could result in under-reporting of 
the number of providers participating in CalAIM and 
imprecision in assessment of provider types, as the provider 
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Limitation Type Description 
 contracted with the MCP might not be the provider actually 

delivering services to Community Supports users. 

» Administrative or secondary data were not available to UCLA-
RAND team to construct a quantitative measure that precisely 
matched DHCS’ definition of a “community-based provider.” 
Data were not available to identify Community Supports 
providers that had prior experience serving Medi-Cal 
populations or were already embedded in local health and 
social services ecosystems prior to CalAIM. Instead, UCLA-
RAND used available quantitative data on provider ownership 
status and type as a proxy, and perceived impact of prior 
experience with Medi-Cal population(s) and embeddedness in 
local service ecosystems were assessed qualitatively. 

» There were discrepancies in provider types and categories 
reported by MCPs in the QIMRs and provider type self-
reported in PATH Capacity and Infrastructure, Transition, 
Expansion, and Development applications and identified using 
other DHCS-provided administrative data that could not be 
reconciled in time to include in the Interim Evaluation Report. 

Content and 
Availability of 
Primary Data 

» QIMR data did not include provider names or contact 
information. Thus, UCLA-RAND could not directly contact 
Community Supports providers for participation in interviews 
or the survey and instead needed to rely on MCPs, DHCS, and 
other sources (e.g., contacts in statewide professional 
associations or at the California Health Care Foundation) to 
assist with initial outreach. Particularly for the survey, this could 
have resulted in some eligible providers not receiving the 
survey and negatively affected survey response rate and 
accuracy of calculated survey response rates. 

» When conducting qualitative interviews, UCLA-RAND 
purposively sampled Community Supports providers to ensure 
variation in type(s) of Community Supports provided, MCP(s) 
contracted with, county(ies) served, and provider types. 
Although UCLA-RAND prioritized Section 1115 Waiver- 
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Limitation Type Description 
 authorized services, achieving saturation in themes, these 

dimensions resulted in a longer data collection time frame 
than previously anticipated, with some interviews still being 
conducted in July 2025. Therefore, information reported from 
interviews in the Interim Evaluation Report is limited due to 
lack of time for in-depth analysis and reporting. More 
information will be included in the Summative Evaluation 
Report. 

» The provider survey was purposefully designed to follow up on 
themes identified in qualitative interviews and was therefore 
not developed until after most provider interviews were 
completed, in late April 2025. Additional time needed for 
review and approval from DHCS meant the survey was not 
fielded until mid-June 2025. To allow adequate response time, 
the survey remained open until end of July 2025. This timeline, 
coupled with lag in release of 2025 Quarter 2 QIMR data, 
negatively impacted UCLA-RAND’s ability to comprehensively 
analyze all survey data for the Interim Evaluation Report and to 
link data on provider names to provider NPIs to calculate an 
accurate response rate. More in-depth analysis and adjusted 
response rates will be included in the Summative Evaluation 
Report. 

Content and 
Availability of 
Secondary Data 

» Homeless Point-in-Time Count data used to track trends in 
people experiencing homelessness in California were not 
available in 2021 due to pandemic-related disruptions and 
were omitted from relevant Exhibits. These data are also 
subject to certain limitations,7 such as variability across local 
Continuums of Care in how counts are conducted and only 
counting individuals at a specific point in time and may not 
accurately reflect all people experiencing homelessness. UCLA-
RAND will utilize other approaches for identifying members 
experiencing homelessness in the Summative Evaluation 
Report. 

» Continuums of Care Homeless Assistance Program Housing 
Inventory are the best available source of data on housing 
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Limitation Type Description 
 available to people experiencing homelessness in a specified 

geographic area but may not comprehensively reflect all 
homeless support services and housing resources available. 

» California Tax Allocation Credit Committee data on Low 
Income Housing Tax Credit units do not reflect all affordable 
housing within California. 

» There is no database that comprehensively identifies all social 
services providers or nonprofit CBO, making it difficult to 
identify the “universe” of providers that could be eligible to 
contract with MCPs for Community Supports. For the 
Summative Evaluation Report, we will rely on multiple data 
sources (e.g., UDS on federally qualified health centers, 
National Center for Charitable Statistics (NCCS) data on 
nonprofit organizations, California Department of Health Care 
Access and Information facility data, and California Homeless 
Data Integration System data on homeless support providers) 
to identify a potential universe of providers eligible to contract 
for Community Supports. This process will be highly manual 
and subject to error, and it will only be conducted after 
December 2026 when complete data are available for the 
inclusion in the Summative Evaluation Report. 

» Provider ownership status was constructed in 2024 through a 
lengthy and highly manual process that is subject to error and 
is not easily replicable. This process will be repeated after 
December 2026 when complete data are available for inclusion 
in the Summative Evaluation Report. 

Methodological 
Barriers 

» All interview and survey data used in the Interim Evaluation 
Report are subject to recall and acquiescence bias. 

» Provider interview data have high internal validity, but results 
may not be generalizable. 

» UCLA-RAND used QIMR data to identify ECM and Community 
Supports users in Medi-Cal eligibility and claims data rather 
than Healthcare Common Procedure Coding System codes and 
associated modifiers. QIMR data allow for identification of 
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Limitation Type Description 
 Community Supports services approved and provided, while 

claims data only include adjudicated claims for provided, 
resulting in potential discrepancies in numbers Community 
Supports users between the two data sources. 

» UCLA-RAND’s preliminary assessment of concordance 
between provider NPIs in the QIMRs and Medi-Cal eligibility 
and claims data in June and July 2025 revealed significant 
discordance that needed to be reconciled through further, 
iterative discussions with DHCS and MCPs for the Summative 
Evaluation Report. This discordance could result in imprecision 
in findings on users in the Interim Evaluation Report. 

» Some measures needed to be modified for the Interim 
Evaluation Report because originally planned data or methods 
were not feasible. Modifications are noted in the appropriate 
results sections, along with justification. 

F. Results 
Goal 1: Increase offering of Community Supports by MCPs 
Goal 1 is addressed with one Evaluation Question and four measures articulated in the 
Evaluation Questions and Hypotheses sections of this report. Data sources used in 
analyses are articulated for each measure. 

Evaluation Question 1: Did the number of MCPs offering Community 
Supports increase over time? 

Measure 1. Number of MCPs offering each Community Support 

Data sources: July 2022 and January 2025 Community Supports elections by Medicaid 
managed care plans (MCPs). 

As noted in the Background section of this report, MCPs can choose whether to offer 
Community Supports. Goal 1 assesses the extent to which MCPs have elected to offer 
Community Supports, and in which counties, over time. California has a county-based 
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managed care system, which means the MCPs contracted by DHCS to serve Medi-Cal 
members can vary by county (see Appendix E for additional information). 

Exhibit 5.7 shows the number of MCPs in July 2022 and January 2025 that offered each 
Community Support in at least one county they operated in. In 2022, most of California’s 
26 MCPs offered Recuperative Care (21), Housing Transition Navigation Services (25), 
Housing Tenancy and Sustaining Services (24), and Medically Tailored Meals / Medically 
Supportive Food (22). However, very few MCPs offered Day Habilitation (5), ALF 
Transitions (8), and Community or Home Transition Services (9). By 2025, most of 
California’s 24 MCPs were offering Community Supports in at least one county they 
operated in; the least frequently offered Community Supports were Day Habilitation (18) 
and Sobering Centers (19). 

Additional analysis (data not shown) indicated that the average number of Community 
Supports offered by each MCP increased from 7.6 Community Supports in 2022 to 12.0 
Community Supports in 2025. 

 
Exhibit 5.7. Number of Managed Care Plans Offering Community Supports, July 
2022 and July 2025 

 

Source: Community Supports Elections by Managed Care Plans, July 2022 and January 2025. 

Recuperative care 
Short-term post-hospitalization housing 

Housing transition navigation services 
Housing deposits 

Housing tenancy and sustaining services 
Day habilitation 

Medically tailored meals 
Respite services 

Assisted living facility transitions 
Community or home transition 

Personal care and homemaker services 
Environmental accessibility adaptations 

Sobering centers 
Asthma remediation 
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Note: MCPs can offer new Community Supports every 6 months in January and July and can stop 
offering any Community Support annually. MCPs contracted to provide services in each county 
can change annually. In 2022 there were 26 MCPs and in 2025 there were 24 MCPs. Additional 
information about California’s county-based managed care system is available in Appendix E. 
Recuperative Care and Short-Term Post-Hospitalization Housing were offered under a 1115 
Waiver and the remaining Community Supports in this Exhibit were offered under a 1915(b) 
Waiver. Medically tailored meals = Medically Tailored Meals / Medically Supportive Food. 

 
Measure 2. Proportion of counties with MCPs offering each Community Support 

Data sources: July 2022 and January 2025 Community Supports elections by MCPs. 

Exhibit 5.8 shows the proportion of all 58 California counties where specific Community 
Supports were offered by at least one MCP in the county. In 2022, the Community 
Supports offered by the highest proportion of counties were Housing Transition 
Navigation Services, Housing Deposits, Housing Tenancy and Sustaining Services, and 
Medically Tailored Meals / Medically Supportive Food (95% to 100%). Approximately 53% 
of counties offered Recuperative Care and 34% offered Short-Term Post-Hospitalization 
Housing. The least frequently offered Community Support was Day Habilitation, which 
was only available in 7% of counties. 

The proportion of counties in which at least one MCP offered each Community Support 
increased in 2025. In 2025, 97% of counties had at least one MCP offering Recuperative 
Care and Short-Term Post-Hospitalization Housing. The least frequently offered 
Community Support in 2025 was Sobering Centers (offered by at least one MCP in 50% of 
counties). 
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Exhibit 5.8. Proportion of Counties with Managed Care Plans Offering Each 
Community Support, July 2022 and July 2025 

 

Source: Community Supports Elections by Managed Care Plans, July 2022 and July 2025. 
Note: MCPs can offer new Community Supports every six months in January and July and can stop 
offering any Community Support annually. MCPs contracted to provide services in each county 
can change annually. In 2022 there were 26 MCPs and in 2025 there were 24 MCPs. Additional 
information about California’s county-based managed care system is available in Appendix E. In 
2024, ten of 24 MCPs in California operated in two or more counties. Recuperative Care and 
Short-Term Post-Hospitalization Housing are offered under a 1115 Waiver and the remaining 
Community Supports in this Exhibit are offered under a 1915(b) Waiver. Medically tailored meals = 
Medically Tailored Meals / Medically Supportive Food. 

Measure 3. Proportion of MCPs in each county offering each Community 
Support 

Data sources: July 2022 and January 2025 Community Supports elections by MCPs. 
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Exhibit 5.9 illustrates the number of counties in which all, some, or no MCPs offered 
specific Community Supports in 2022 and 2025. Data showed that the proportion of 
counties where all operating MCPs offered specific Community Supports increased from 
2022 to 2025. For example, the number of counties where Recuperative Care was offered 
by all MCPs increased from 20 counties in 2022 to 51 counties in 2025, while the number 
of counties in which all MCPs offered Short-Term Post-Hospitalization Housing increased 
from 12 counties in 2022 to 48 counties in 2025. 
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Exhibit 5.9. Number of Counties Where All, Some, or No Community Supports Were 
Offered by Managed Care Plans, July 2022 and July 2025 
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Source: Community Supports Elections by Managed Care Plans, July 2022 and July 2025. 
Note: MCPs can offer new Community Supports every six months in January and July and can stop 
offering any Community Support annually. MCPs contracted to provide services in each county 
can change annually. In 2022 there were 26 MCPs and in 2025 there were 24 MCPs. Additional 
information about California’s county-based managed care system is available in Appendix E. In 
2024, ten of 24 MCPs in California operated in two or more counties. Recuperative Care and 
Short-Term Post-Hospitalization Housing are offered under a 1115 Waiver and the remaining 
Community Supports in this Exhibit are offered under a 1915(b) Waiver. Medically tailored meals = 
Medically Tailored Meals / Medically Supportive Food. 
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Measure 4. MCPs’ self-reported reasons for offering or not offering Community 
Supports 

Data sources: July to September 2024 MCP interviews; November 2024 to January 2025 
MCP survey. 

MCPs were asked to report on factors influencing their decisions about whether to offer 
Community Supports and rate perceived implementation difficulty, impact on member 
health and well-being, and perceived cost-effectiveness of each Community Support. 

Factors influencing MCP decisions about whether to offer Community Supports 

In interviews, MCPs identified four reasons for offering Community Supports. Exhibit 5.10 
identifies these reasons, the proportion of MCPs that mentioned them, and illustrative 
quotes. 

Exhibit 5.10. Managed Care Plan Reasons for Offering or Not Offering Community 
Supports 

Reason for Offering 
Community Supports 

% of MCPs 
Reporting Illustrative Quotes 

MCPs’ prior experience 
offering similar 
programs or services 

45% “We really prioritized standing up Community 
Supports services in counties that were Whole Person 
Care or Health Homes … and then for other counties, 
it really depended on availability of capacity and 
infrastructure. Like, for some services or in some 
counties we needed to take time to invest in 
infrastructure using Incentive Payment Program or 
PATH funding to support our local providers [first].” - 
MCP #13 

 
“We had a pilot through Whole Person Care to cover 
Recuperative Care … but it was not successful. We 
didn’t bring it to scale over the 2-year pilot … We 
could not fill beds on a routine, regular basis … 
because members being referred didn’t have the 
ability to be stable and ambulatory … and there 
wasn’t behavioral health support for members… and 
so we chose … not to proceed with Recuperative Care 
… [as a Community Support].” 
- MCP #8 
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Reason for Offering 
Community Supports 

% of MCPs 
Reporting Illustrative Quotes 

MCP and local provider 
capacity and readiness 

32% “When we look at the sequencing of which 
Community Supports to launch, we look at what our 
members need, and then we balance that with what 
our community collectively is prioritizing … We also 
look at provider network capacity, the readiness of 
our providers. And we look at our internal staff 
capacity as well.” - MCP #5 

 
“We needed to phase our rollout because it is a heavy 
operational lift to build new networks and build the 
internal operations. That’s the reason why we didn’t 
turn on all [the Community Supports] at the same 
time ... [despite] how important these programs are 
to our broader membership.” - MCP #10 

 
“Those facility-based services have been the last for 
us to implement … For example, it has taken us 
almost a year and a half to finally get a property to 
stand up a Recuperative Care site [in one county] 
…each county could have their own challenge [in 
standing up facility-based services]. It could be that 
the land is expensive. It could be … in our rural areas 
that there’s just no providers and such small 
membership. Like, how do you keep a business open 
and viable when in [one small county] you may only 
have 200 Medi-Cal members? Those are just some of 
the challenges.” - MCP #7 

Perceived importance 
of Community 
Supports in addressing 
member needs 

32% “We looked at our membership and pain points in 
terms of clinical need. For example, we have a 
number of difficult discharges for members in the 
hospital that need to transition home but need 
additional support, so that really pushed us to offer 
Personal Care and Homemaker Services. Similarly, 
medical respite was really high on our list for support 
with those difficult clinical discharges. So that was an 
aspect of how we chose our Community Support 
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Reason for Offering 
Community Supports 

% of MCPs 
Reporting Illustrative Quotes 

  services. Is there an impact in one area of our clinical 
world that could be assisted by offering them?” 
- MCP #17 

 
“The external community really influenced what our 
local provider network looks like … Providers would 
start speaking about Community Supports that would 
be really beneficial for members in terms of the gaps 
or what is preventing them to be successful … And 
that really helped us to develop our strategy for 
what’s already in the community that we could bring 
into the CalAIM model.” 
- MCP #5 

Perceived cost-
effectiveness or 
financial sustainability 

41% “From a financial perspective, we’re measuring the 
cost. As these Community Supports grow, our costs 
are significantly growing as well … One of the things 
we’re trying to measure is, "are we actually seeing 
any savings?" … As costs grow, if we don’t see the 
savings we expect, at some point there’s going to 
have to be a decision made about whether or not to 
continue some of these services.” - MCP #21 

 
“You might be able to come out of pocket a little bit 
initially … [then] when the member becomes healthy, 
we avoid all these episodic issues where they end up 
utilizing other services that are most costly. So, we 
are … gathering data to determine cost-effectiveness 
… cost of benefit when we look at what we get from 
the state and what we’re paying for members. Is 
there an actual benefit in the back end?” - MCP #9 

Source: Managed Care Plan Interviews, July to September 2024. 
Note: Data were based on 23 unique organizational respondents out of 24 MCPs eligible to offer 
Community Supports in 2024. One MCP that stopped operating as a Medi-Cal MCP beginning 
January 1, 2024, was jointly interviewed with another MCP that took over its service area. One 
MCP specializing in care for members with HIV/AIDS in a single county was not interviewed. 
Illustrative quotes were selected to represent key themes and highlight heterogeneity in factors 
affecting MCP decisions. The same MCPs may have reported more than one reason. 
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Further examination of MCP interview responses showed that 80% of MCPs serving Medi-
Cal members in 2024 had prior experience addressing members’ HRSNs through 
participation in Medi-Cal Whole Person Care, Health Homes Program, or other programs 
funded either by the MCP or through external grants. For these MCPs, the presence of 
pre-existing provider relationships and services made it much easier to offer certain 
Community Supports quickly. 

In some cases, MCPs also cited prior experience with other programs as affecting their 
decision to not offer certain Community Supports. For example, one MCP described a 
previous negative experience with a sobering center as affecting the decision to not offer 
as a Community Support. 

In addition, while the decision to offer Community Supports depended on MCP and local 
provider capacity and readiness, it did not differ based on whether the MCP operated in 
one or multiple counties. However, MCPs noted they were more likely to offer certain 
Community Supports earlier if the Community Support was aligned with state-mandated 
implementation of ECM to specific POF. Conversely, MCPs were less likely to offer 
Community Supports early if it required developing new services in a community. Facility-
based services such as Recuperative Care, Short-Term Post-Hospitalization Housing, and 
Sobering Centers were viewed as particularly challenging to offer and as resulting in 
delayed implementation if infrastructure to deliver these services was not already present 
within a given community. 

MCPs also described carefully reviewing data on member needs in deciding which 
Community Supports to offer. Some MCPs focused on clinical needs and the potential of 
certain Community Supports to reduce high acute care utilization, while others 
emphasized potential for services to improve members’ quality of life and other 
outcomes. 

Finally, multiple MCPs emphasized the cost-effectiveness and financial sustainability as 
important to decisions about whether to offer Community Supports. For example, one 
MCP described needing to close a Sobering Center in one county due to the center not 
being able to serve enough members needed to support the program. Another MCP cited 
rising costs and the need to carefully determine whether the MCP was realizing any 
savings to decide whether to continue offering Community Supports in the future. 
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Implementation difficulty, perceived impact on member health, and perceived cost-
effectiveness 

In a survey, MCPs were asked to rate the difficulty of implementing each Community 
Support, perceived positive impact on member health or well-being, and perceived cost-
effectiveness on a scale of 0 (extremely low) to 10 (extremely high). Exhibit 5.11 shows 
that average MCP ratings of implementation difficulty ranged from 3.7 for Medically 
Tailored Meals / Medically Supportive Food to 6.5 for Sobering Centers. Average MCP 
ratings of perceived positive impact on member health or well-being ranged from 6.6 for 
Day Habilitation to 9.0 for Housing Deposits. The perceived cost-effectiveness of each 
Community Support ranged from 4.2 for Day Habilitation to 7.2 for Environmental 
Accessibility Adaptations. 

In open-ended responses, MCPs indicated that ratings of implementation difficulty were 
driven by factors such as insufficient provider networks (e.g., low reimbursement rates 
making it difficult to identify providers willing to contract for certain services), unclear or 
rapidly changing eligibility criteria and procedural requirements provided by DHCS, 
limited facility bed space, and difficulty maintaining contact with members experiencing 
homelessness. Multiple MCPs also indicated they felt it was either too early in 
implementation or service utilization was too low to determine cost-effectiveness yet. One 
MCP also noted that whether cost savings could be achieved varied by Community 
Supports provider, with “not all providers created equal.” 
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Recuperative care 5.0 
7.0 8.6 

Short-term post-hospitalization housing 6.1 
7.1 8.1 
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Difficulty implementing 
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Exhibit 5.11. Managed Care Plan Ratings of Community Supports: Difficulty of 
Implementation, Perceived Value for Member Health and Well-being, and Perceived 
Cost-Effectiveness 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Source: Managed Care Plan Survey, November 2024 to January 2025. 
Note: Data were based on 22 unique respondents out of 24 MCPs eligible to offer Community 
Supports in 2024. One MCP that fully delegated responsibility for member care to another MCP 
did not respond to the survey. One MCP specializing in care for members with HIV/AIDS in a 
single county was not interviewed. Recuperative Care and Short-Term Post-Hospitalization 

6.2 
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Housing are offered under a 1115 Waiver and the remaining Community Supports in this Exhibit 
are offered under a 1915(b) Waiver. Medically tailored meals = Medically Tailored Meals / 
Medically Supportive Food. 

 

Goal 2: Increase contracts between providers and MCPs for 
Community Supports services 
Goal 2 is addressed with two Evaluation Questions and five measures articulated in the 
Evaluation Questions and Hypotheses section of this report. Data sources used in analyses 
are noted for each measure. 

Evaluation Question 2: Did the number and diversity of contracted 
providers increase over time? 

Measure 1. Number of providers contracted to provide each Community Support 

Data source: Quarterly Implementation and Monitoring Reports (QIMRs). 

The number of unique National Provider Identifiers (NPIs) in the QIMR data were used to 
represent the number of providers; use of NPIs will over-represent the number of 
providers because larger providers often have multiple NPIs for different locations or 
facilities where services are provided. The number of contracts per NPI were also included 
because Medicaid managed care plans (MCPs) contract with providers in each county. 

Exhibit 5.12 shows large increases in the number of contracted Community Supports 
providers from 2022 Quarter (Q)3 to 2023 Q3. The number of contracted providers 
increased between 2023 Q3 and 2024 Q3 for six Community Supports but declined for 
eight. The largest increase in contracted Community Supports providers from 2023 Q3 to 
2024 Q4 were for Respite Services (83 to 128) and Personal Care and Homemaker Services 
(64 to 120). The largest decreases were for ALF Transitions (70 to 29) and Community or 
Home Transition Services (81 to 37). During this time period, the number of contracted 
providers also decreased for three of the six housing-related Community Supports 
included in the Interim Evaluation Report: Recuperative Care (118 to 98), Housing Tenancy 
and Sustaining Services (356 to 317), and Day Habilitation (82 to 59). 
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Exhibit 5.12. Number of Unique Community Supports Providers Contracted, July to 
September 2022, 2023, and 2024 

 
Source: Quarterly Implementation and Monitoring Reports, 2022 Q3 to 2024 Q3. 
Note: Data were based on 855 providers identified by unique NPIs reported in selected quarters. 
The number of providers may be overestimated because some providers may have multiple NPIs. 
Recuperative Care and Short-Term Post-Hospitalization Housing are offered under a 1115 Waiver 
and the remaining Community Supports are offered under a 1915(b) Waiver. Medically tailored 
meals = Medically Tailored Meals / Medically Supportive Food. 
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Exhibit 5.13 shows that between 2023 Q3 and 2024 Q3, the total number of contracts for 
each Community Support increased for seven Community Supports and decreased for the 
other seven Community Supports. With the exception of contracts for Housing Tenancy 
and Sustaining Services, trends in the total number of contracts mirrored trends in the 
number of providers contracted for each Community Support. 

Exhibit 5.13. Number of Contracts for Each Community Support, July to September 
2022, 2023, and 2024 

 

Source: Quarterly Implementation and Monitoring Reports, 2022 Q3 to 2024 Q4. 
Note: Data were based on 3,281 contracts reported during the three selected quarters. Contracts 
are between a provider identified by unique NPI and a specific MCP in each county. The number 
of providers may be overestimated because some providers have multiple NPIs. Recuperative Care 
and Short-Term Post-Hospitalization Housing are offered under a 1115 Waiver and the remaining 
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Community Supports are offered under a 1915(b) Waiver. Medically tailored meals = Medically 
Tailored Meals / Medically Supportive Food. 

 
Measure 2. Number of providers providing multiple Community Supports 

Data source: QIMRs. 

Data are only shown for 2024 Q3 because the types of Community Supports offered by 
providers can change over time. As shown in Exhibit 5.14, between July to September 
2024, 35% of providers contracted to provide a single type of Community Support, 20% of 
providers provided two types, 25% of providers provided three types, and 30% provided 
four or more. 

Exhibit 5.14. Average Number of Different Community Supports Offered per 
Provider, July to September 2024 Only 

 

Source: Quarterly Implementation and Monitoring Reports, Q3 2024. 
Note: Data were based on 709 unique provider NPIs. The number of providers may be 
overestimated because some providers have multiple NPIs. 

 
Exhibit 5.15 displays the proportion of each type of Community Supports for providers 
offering more than one service. For example, 82% of Recuperative Care providers 
contracted to provide additional Community Supports, but only 47% of Sobering Center 
providers and only 58% of Medically Tailored Meals / Medically Supportive Food 
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providers contracted to provide additional Community Supports. Data on the most 
frequently co-occurring Community Supports is provided in Evaluation Question 4 
Measure 7. 

Exhibit 5.15. Proportion of Each Type of Community Supports Provider Offering 
More Than One Type of Service, July to September 2024 

 
Source: Quarterly Implementation and Monitoring Report, Q3 2024. 
Note: Data were based on 709 providers identified by unique NPIs reported during the selected 
quarter. The number of providers may be overestimated because some providers have multiple 
NPIs. Change over time will be assessed in the final evaluation report. Recuperative Care and 
Short-Term Post-Hospitalization Housing are offered under a 1115 Waiver and the remaining 
Community Supports are offered under a 1915(b) Waiver. Medically tailored meals = Medically 
Tailored Meals / Medically Supportive Food. 

 
Measure 3. Ownership and type of providers contracted to provide each 
Community Support 

Data sources: QIMRs; October 2024 to July 2025 provider interviews; June to July 2025 
provider survey; NPI Registry; 2022 and 2023 Providing Access and Transforming Health 
(PATH) Capacity and Infrastructure Transition, Expansion, and Development (CITED) 
applications; provider ownership data from GuideStar and organizational websites. 
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DHCS recommended but did not require MCPs to contract with community-based 
providers, defined as a “nonprofit organization, governmental agency, or health care 
provider that has direct experience with the Medi-Cal population(s) being served within the 
county in which they are seeking a contract with a Medi-Cal MCP… and is generally 
embedded in the health care and social services ecosystem in the provider’s county.” 
Administrative data on whether providers had direct experience with Medi-Cal 
populations or were embedded in local health and social services ecosystems were not 
available. Instead, in this measure, the proportion of Community Supports providers with 
public or private non-profit ownership status were reported as a proxy for being a 
community-based organization. To determine ownership status, UCLA-RAND matched 
provider names from the NPI Registry as of March 2024 to provider-reported ownership 
status from PATH CITED applications, GuideStar, and organizational websites. 

Data on provider type were not available but will be included in the Summative Evaluation 
Report. Data on providers’ prior experience with Medi-Cal population(s) and if they were 
embedded in local health and social service ecosystems were assessed in provider 
interviews and surveys. 

Provider Ownership 

Exhibit 5.16 shows that the majority of Community Supports providers were community-
based, as measured by public or private non-profit ownership. The exceptions were 
Respite Services and Personal Care and Homemaker Services, which were predominantly 
offered by private for-profit providers (69% and 77%, respectively). 
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Exhibit 5.16. Ownership Status of Community Supports Providers, January to March 
2024 

 
9% 66% 25% 

7% 67% 26% 

7% 78% 15% 

6% 80% 14% 

6% 79% 15% 

76% 24% 
 58% 39% 

30%  69%  

66%  32%  
 70% 28% 
 19% 77% 
 51% 47% 

11% 69% 20% 
 72% 25% 

 

 
Source: Quarterly Implementation and Monitoring Reports, January to March 2024; Data on 
provider ownership obtained from 2022-2023 PATH CITED applications, GuideStar, and 
organizational websites using provider names from the NPI Registry. 

Note: Data were based on 583 unique provider NPIs. The number of providers may be 
overestimated because some providers have multiple NPIs. Between 1% to 9% of providers per 
Community Support were excluded due to unknown ownership status. Recuperative Care and 
Short-Term Post-Hospitalization Housing are offered under a 1115 Waiver and the remaining 
Community Supports are offered under a 1915(b) Waiver. Medically tailored meals = Medically 
Tailored Meals / Medically Supportive Food. 

 
Exhibit 5.17 shows that MCPs varied in the proportion of Community Supports contracts 
with private non-profit or public providers, ranging from a high of 83% (67% private non-
profit and 17% public) by MCP #3 to a low of 7% (7% private non-profit and 0% public) by 
MCP #24. 
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Exhibit 5.17. Ownership Status of Community Supports Providers by Managed Care 
Plan, January to March 2024 

 

Source: Quarterly Implementation and Monitoring Report, 2024 Q1; Data on provider ownership 
from PATH CITED applications, GuideStar and organizational websites using provider names from 
the NPI Registry. 
Note: Data were based on 583 unique provider NPIs. The number of providers may be 
overestimated because some providers have multiple NPIs. Between 0% to 8% of providers per 
MCP were excluded due to unknown ownership status. 
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Prior Experience with Medi-Cal 

Surveyed providers were asked about their prior experience providing services similar to 
Community Supports, contracting with MCPs, or with submitting claims. As shown in 
Exhibit 5.18, most providers had prior experience delivering similar services (64%) as well 
as screening or assessing clients’ social (66%) or medical or behavioral needs (55%). Fewer 
providers had prior experience contracting with MCPs (38%) and submitting claims (27%). 

 
Exhibit 5.18. Community Supports Providers’ Experience Prior to CalAIM 

Source: Enhanced Care Management and Community Supports Provider Survey, June to July 
2025. 
Note: Data were based on 205 unique respondents who offered Community Supports and 
excluded one respondent who did not answer the question. 

 
In surveys and interviews, providers expanded on the benefits of prior contracting and 
claims experience, as shown in Exhibit 5.19. Providers indicated that lack of prior 
experience contracting with MCPs led to greater difficulty successfully negotiating 
contracts and rates. Similarly, lack of prior experience with claims submission meant 
providers had to make tremendous infrastructure investments. In particular, housing and 
homeless services providers frequently discussed the challenge of needing to develop 
new administrative infrastructure and operational workflows specifically for billing Medi-
Cal. Many of these providers reported associated costs of developing this infrastructure as 
resulting in considerably longer periods of time before financial sustainability of 
Community Supports could be determined. 

Providing similar services 64% 

Screening or assessing client medical or 
behavioral needs 55% 

Screening or assessing clients' social needs 66% 

Contracting with MCP to provide services 38% 

Billing Medicaid via claims submission 27% 
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Exhibit 5.19. Community Supports Providers’ Perceptions of the Benefits of Prior 
Experience with Managed Care Plan Contracts and Claims 

Key Themes Illustrative Quotes 

Prior contracts with MCPs 
made it easier to contract 
for Community Supports 
and negotiate rates 

“The contracts [with MCPs] weren’t too different from what we 
were already doing in prior projects … The biggest difference is 
just the negotiation because we had to negotiate under [the 
guidelines] DHCS provided … We created our own … fee 
schedule and presented it the MCPs … and they took our 
options sound … They knew we’re the experts in this type of 
work. We knew exactly the cost of it.” - Provider #26 [Prior 
experience contracting with MCP(s)] 

 
“We’re a robust company. We [already] had contracts with the 
MCPs, so really contacting them and wanting to [contract for 
Community Supports] was a very smooth transition for our 
organization.” - Provider #5 [Prior experience contracting] 

 
“I didn’t – because I didn’t know how all of this works, I didn’t 
know you could negotiate the price [of the service]. I thought it 
was pretty much, ‘Hey this is what we’re willing to pay … and 
you either accept it or you don’t.’” - Provider #30 [No prior 
experience contracting] 

Prior experience with 
claims reduces costs 
associated with Medi-Cal 
billing and reduces 
percentage of denied 
claims 

“We’ve, for the last 15 years, billed the private insurance side 
marketplace. This [Community Supports] is the same. This is 
just commercial payers … It was just [like] adding another 
commercial payer to the setup.” - Provider #55 [Prior 
experience with claims] 

 
“Health Homes [HHP] was a huge learning curve for us as an 
FQHC… [but as part of HHP] we worked out how to provide 
services to patients and non-patients … We had our EHR 
[electronic health record], the clinical part, and [now] we have 
the social determinants of health path that allows us to put in 
both our patients and our non-patients [for ECM and 
Community Supports].” - Provider #23 [Prior experience with 
claims] 

 
“Billing is different from cost-reimbursement … I spent hours 
figuring out our billing. I have entered more medical claims 
and corrected billing pages than I ever dreamed I would. I 
wanted to be therapist, not a medical biller! But that’s what it 
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Key Themes Illustrative Quotes 
 took for us to be successful … [even though] it’s been 

challenging in every aspect you could ever imagine.” - Provider 
#28 [No prior experience with claims] 

Source: Enhanced Care Management and Community Supports Provider Interviews, October 2024 
to July 2025. 
Note: Data were based on 60 unique organizational respondents who offered Community 
Supports. Providers were purposively sampled for variation in MCPs contracted with, Community 
Supports provided, geographic region, and provider type. Illustrative quotes were selected to 
represent key themes and maximize heterogeneity in provider perspectives represented. 

 
Embeddedness in Local Systems of Care 

In surveys and interviews, providers described how their organizations “fit” in the broader 
system of services in the communities they served. Of the 60 Community Supports 
providers interviewed, 55 (92%) were community-based, or already embedded in local 
systems of care or serving Medi-Cal populations prior to CalAIM implementation in 2022. 
Exhibit 5.20 shows key themes related to providers’ perceptions of the benefits of being 
embedded in local systems of care. 

Providers embedded in local systems of care described pre-established relationships with 
members as helpful for facilitating member identification and engagement in services, 
referrals to appropriate care, and care coordination. Large providers offering diverse 
medical, BH, and/or social services indicated that providing members with direct access to 
a broader continuum of care was also helpful for member engagement and continuity of 
care. Finally, providers embedded in local systems of care described non-local providers 
positively when perceived as filling needed gaps in care within a community, but they 
described them as unwelcome competition when non-local providers did not provide 
“brick and mortar” services, when lack of knowledge of the community led to more work 
for local providers, or when MCPs were perceived as not providing sufficient monitoring 
and oversight to ensure service quality. 

Embedded providers viewed non-local, out-of-state providers of Medically Tailored Meals 
/ Medically Supportive Food as particularly detrimental to community-based providers 
due to certain MCPs’ contracting and referral practices resulting in large numbers of 
eligible members being served by these providers, undercutting community-based 
providers’ ability to achieve economies of scale needed to make service provision 
financially sustainable for their organizations and removing funds from local economies. 
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One non-local provider contracted to offer Community Supports in multiple counties 
throughout California acknowledged being perceived as competition by community-
based providers in some communities, and they noted that the strong hostility 
encountered from Continuum of Care providers in one community resulted in a focus on 
building relationships with local landlords rather than trying to work with the Homeless 
Management Information System when providing Housing Transition Navigation Services 
to members. 

Exhibit 5.20. Community Supports Providers’ Perceptions of the Benefits of Being 
Embedded in Local Health or Social Service Ecosystems 

Key Themes Illustrative Quotes 

Established trust and 
relationships with 
members and other 
providers in the 
community 

“We have been here so long. We have done so much. Having 
that history and that background helped … make us a 
trusted partner in the community … When we go to the 
clients like, ‘Hey you know you were referred over’ they’ve 
most likely already worked with us in some capacity, so it 
was easy to have the trust and the relationship with clients.” 
- Provider #3 

 
“[Compared to non-local providers] We have developed 
stronger relationships, we’re more aware of resources … if 
you’re new to this, if you don’t have that background coming 
in, and you’re just like ‘Oh, I can do housing transition 
navigation, and … boom! You’re housed’ … we’re like, no, we 
have a 2% vacancy rate in our community… [non-local] 
people are not taking that environmental perspective into 
consideration when they’re implementing.” 
- Provider #38 

 
“[In my role in the local Continuum of Care] I’ve had a view 
and perspective of all the agencies involved [in our 
community]. We’ve had large companies come in and try to 
flex their muscles. One in particular came in and got a large 
contract … and it didn’t go well … Part of the problem was 
they didn’t have those relationships … there wasn’t the level 
of trust [with other agencies and the county].” - Provider #51 

Community Supports “We do everything in the [substance use treatment] 
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Key Themes Illustrative Quotes 
can be offered as part 
of a broader continuum 
of care 

continuum of care … we have withdrawal management, 
detox, outpatient, intensive outpatient, residential, we have 
two narcotic treatment clinics, three recovery residences, two 
to three sober living environments, a DUI [Driving Under the 
Influence] program … [in addition to] our Sobering Center.” - 
Provider #55 

 
“We layer so much value for the community … 78% of our 
adult volunteers improve their eating habits after getting 
involved … We reached almost 1,000 kids last year with 
nutrition education, and information out of an internship 
program that was about training teens and building skills … 
We buy locally … we’re part of the ecosystem in the 
community … we’re leading community-based food network 
projects, we’re the emergency meal provider for the county.” 
- Provider #43 

 
“Our Coordinated Entry system is now engaged … and is 
able to make those connections, so they can look into our 
HMIS [Homeless Management Information System] because 
we can show if somebody is authorized [for Community 
Supports] or not … When they’re looking at people for an 
emergency housing voucher or other voucher programs that 
don’t have that layer of support, then they can make those 
referrals … it’s really benefited…” - Provider #33 

Concern about non-
local providers’ service 
quality, motive for 
providing care, and 
burden on local 
providers 

“There used to be only real medically tailored meal providers 
in the community. Whomever you chose, there were maybe 
about five of us, you would know the quality is at least in the 
right direction. Now that venture capital-funded, out of state, 
newer companies come along, they take the services and … 
edit them … without any oversight or money … [but] clients 
don’t get better, and it’s a waste of millions of dollars.” - 
Provider survey open-ended response 

 
“A pain point with having providers that are not part of [our 
county] is … [not] understanding the landscape and nuances 
with landlords … It creates challenges if the people or the 
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Key Themes Illustrative Quotes 
 agencies providing Community Supports don’t have an 

understanding of the community they’re serving.” - Provider 
#33 

 
“There are a lot of Community Supports providers from out 
of county that are taking clients away from local providers. It 
would not be an issue if local providers were not considered 
a resource for those out of county providers. Half the time 
they tell their clients to contact local providers while they are 
getting paid to hold the authorization. Then, the clients have 
to fight to get their authorization transferred to a local 
provider with boots on the ground to help them. Sometimes 
this process takes months while the member is not being 
helped by insurance and is paying for services not being 
rendered.” - Provider survey open-ended response 

Source: Enhanced Care Management and Community Supports Provider Interviews, October 2024 
to July 2025; Enhanced Care Management and Community Supports Provider Survey, June to July 
2025. 
Note: Interview data were based on 60 unique organizational respondents who offered 
Community Supports and survey data were based on 206 unique organizational respondents who 
offered Community Supports. Interviewed providers were purposively sampled for variation in 
MCPs contracted with, Community Supports provided, geographic region, and provider type. 
Illustrative quotes were selected to represent key themes and maximize heterogeneity in provider 
perspectives represented. 

 
Evaluation Question 3: What factors influence provider participation in 
Community Supports? 

Measure 1: Providers’ reasons for contracting or not contracting with MCPs to 
provide Community Supports 

Data sources: October 2024 to July 2025 provider interviews; January to April 2025 PATH 
Collaborative and Implementation (CPI) facilitator and PATH Technical Assistance (TA) 
Marketplace vendor interviews; June to July 2025 provider survey. 

Providers and CPI facilitators noted providers’ reasons for contracting or not contracting 
with MCPs to offer Community Supports, which are summarized in Exhibit 5.21, along with 
illustrative quotes. 
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When discussing reasons for contracting, Community Supports providers highlighted 
mission alignment, community needs, and interest in new revenue sources as major 
reasons. Multiple BH and homeless services providers perceived Community Supports as 
an opportunity to diversify their revenue streams and build relationships with MCPs, given 
changes to state funding for these services. Affordable housing developers operating 
permanent supportive housing (PSH) units were interested in the potential of ECM or 
Community Supports to help offset costs of supportive services to eligible members living 
in their PSH units. 

Inadequate payment rates and administrative burden of Medi-Cal billing, compliance, and 
reporting were described as contributing to financial risk to their organizations. Providers 
further noted disparate policies, payment rates, and payment models across MCPs as an 
additional administrative challenge, which could influence their decision to contract with 
certain MCPs over others. Perceived financial risks were further exacerbated by 
ambiguous and/or rapidly changing policy guidance around Community Supports service 
definitions and eligibility criteria, which were described as challenging to navigate for 
providers trying to develop and implement new service programs. Providers, particularly 
those asked to develop facility-based services such as Recuperative Care, Short-Term 
Post-Hospitalization Housing, or Sobering Centers, also cited costs of renovating or 
developing new facilities as cost-prohibitive if IPP, HHIP, or PATH funding were not 
available to assist. 

Finally, providers noted increases in MCP refusal to contract with new providers over time 
or increased termination of contracts. While some providers did not know the reasons for 
this behavior, others cited reasons such as (1) preferences of MCPs operating in multiple 
counties to contract with large, non-local private for-profits over local non-profit 
providers; (2) MCPs affiliated with integrated health systems bringing services “in-house”; 
and (3) MCP concerns with financial sustainability of certain Community Supports. 

Exhibit 5.21. Provider Reasons for Contracting or Not Contracting for Community 
Supports 

Key Themes Illustrative Quotes 

Reasons for Contracting for Community Supports 

Alignment with the 
organization’s 
mission 

“What we do as an agency is see if it fits in our scope … Does 
this fall in line with our mission? Is it something we know how 
to do and that we can lift up and be successful with?” - Provider 
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Key Themes Illustrative Quotes 
 #3 

 
“We wanted to do the most good for the most amount of people 
while being financially responsible.” - Provider #4 

 
“Health and homelessness intersect in a very large X, and it’s 
knowing if somebody can maintain their health, they’re more 
likely to maintain their housing, their job, their well-being … 
And we really wanted to support that.” - Provider #25 

Address service gap 
or need in the 
community 

“We took this on because of the need in the community”- 
Provider #6 

 
“There was a deficit of Recuperative Care beds in [the 
community], which is why we elected to start that particular 
service.” -Provider #21 

 
“We were on the ground level … we saw the benefit in tailoring 
food to the needs of chronically sick clients, initially just with 
congestive heart failure but then all these other conditions that 
could be impacted by proper nutrition … The impact we could 
have was very visible and very meaningful, and there was no 
hesitation that we would want to contract with our MCPs 
through CalAIM [to do this].” 
- Provider #31 

New revenue source 
or opportunity for 
revenue 
diversification 

“We realized a lot of our funding was dependent upon [the 
county], and we set an intention to diversify some of that 
funding… for Housing Transition Navigation Services and 
Housing Tenancy and Sustaining Services, because it essentially 
was what we were already doing.” - Provider #9 

 
“The mental health world is changing … we wanted to diversify 
the kinds of contract our organization has so as not to solely 
rely on our contracts with mental health.” - Provider #12 

 
“All these organizations are solely reliant on DMC-ODS [the 
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Key Themes Illustrative Quotes 
 Drug Medi-Cal Organized Delivery System] dollars, and we’re 

about 64% reliant, which felt like a lot to me. So, I’m already 
working on diversification again.” - Provider #55 

Alignment with 
services already 
being provided 
and/or with clients 
being served 

“We were already good at [providing the service], we knew 
CalAIM was coming. It seemed like a slam dunk for us to 
contract with the MCP, to increase the amount of services we 
could provide, and expand our services.” - Provider #7 

 
“From the client standpoint, these are already our clients … so 
[Community Supports] could help us improve the services we 
are providing, expand the services we were doing.” - Provider 
#17 

 
“We were a lead entity for Whole Person Care and many of our 
programs exploded during the pilot … That pipelined into the 
decision to pursue Community Supports, so those programs 
could continue be funded, and supported and expand.” - 
Provider #19 

 
“We integrated CalAIM into our shelter systems that were 
funded, but not to the levels where you need … so, having 
[Community Supports] as gap funding, filler funding, has 
enabled us to have more robust services, and direct pathways 
from our hospitals and health systems, and difference dialogues. 
Now we’re fully integrated.” - Provider #33 

Reasons for Not Contracting for Community Supports 

Inadequate rates “In the beginning, we were up to the level of contracting with 
two MCPs in our county and we declined to sign a contract 
because the rate was significantly less [and wouldn’t allow us to 
maintain the quality of our service model].” - Provider #34 

 
“The rates, are they viable? Are they going to cover our costs? … 
Disparate payment models for some of these programs … [also] 
create a number of administrative challenges. Are you PMPM 
[per member per month]? Are you trying to force fee-for- 
service? … These are all things we have to consider.” - Provider 
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Key Themes Illustrative Quotes 
 #24 

 
“All of this had this idea that CalAIM was the answer for our 
funding to make this [program] systemic and integrated … [But] 
as we got into negotiations and contracting, we realized it didn’t 
solve everything … One the rates were too low, and two, there 
continued to be a cutting of eligibility [criteria] and services.” - 
Provider #49 

Administrative 
burden or 
administrative 
complexity resulting 
in excessive financial 
risk 

“The housing fund that we used to provide was a very 
complicated administrative service to provide to staff and to 
provide to clients. We had to have an extra administrator … We 
had to have someone monitor the checks … We had to collect 
W9s … [but] the deposit service itself doesn’t provide for 
administrative support, no easy way for us to recoup the 
administrative fees for the service.” - Provider #32 

 
“We were [concerned about] delay in authorization approvals … 
loss of contact, even when authorizations were approved… 
denials that we were seeing [in the community] … I can’t risk 
that financial burden.” 
- Provider #62 

 
“Providers are concerned whether rates … will be sufficient to 
cover the cost of delivering services, given the administrative 
workload for [billing] and for required compliance and 
reporting.” 
- CPI facilitator #4 

Lack of clarity in 
policy guidance 
around what certain 
services would “look 
like” 

“We considered Day Habilitation … it sounds like something 
we’re already doing … but truthfully there still isn’t much clarity 
on exactly what it looks like … We haven’t received clarification 
from the MCP on how or what a model for Day Habilitation 
should look like … so we’ve talked about it, but we haven’t 
committed to anything.” - Provider #6 

 
“There’s a lot of new policies coming out. And Community 
Supports definition updates that are being phased out, and even 
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Key Themes Illustrative Quotes 
 though they’re being phased out, there’s a ramp up period for 

providers to catch up and understand what’s going on… And 
that’s not how CBOs function … They need more time to adjust.” 
- CPI facilitator #7 

 
“One concern is about the Community Supports in and of itself 
… The state is going to change [the policies]. It’s hard when 
you’re trying to build programs in one direction to have to pivot 
again to meet the state’s new requirements … That’s why we’re 
waiting to see what the state announces [before contracting for 
this service].” - Provider #12 

Cost of developing 
new services, 
particularly facility-
based services 

“Some of this requires brick and mortar investment not 
available to most [CalAIM providers]. If you don’t have a facility, 
you aren’t going to have a Sobering Center.” - CPI facilitator #3 

 
“[These two Community Supports] would have required us to 
have a residential facility … and we are not 24/7.” - Provider 
#22 

MCP refusal to 
contract, termination 
of contract, or 
refusal to authorize 
any services 

“We asked to get paid for hundreds of … services that were pre-
approved by the plan but later rejected after the fact. Many of 
these rejected were referred to us from the MCP… When we 
brought this up to the MCP, instead of addressing the issue, they 
retaliated and… cancelled our contract… Now the same services 
are being provided by out of state providers using out of state 
farmers rather than our local farming program.” - Provider 
survey open-ended response 

 
“At first, MCPs were just contracting with everybody… and I 
think beginning in 2024, they hit their max of what they can pay 
for and what they’re willing to pay for. So, I think new 
contracting [for some MCPs] has stopped … And for some folks, 
the MCPs just weren’t authorizing their referrals. There have 
been providers that have canceled contracts with MCPs that 
contract but then refuse to authorize [any] referrals … And some 
MCPs are just pulling out of their contracts completely with 
certain programs.” - Provider #1 
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Key Themes Illustrative Quotes 
  

“Currently, if you want to take a contract with [the MCP], they’re 
closed … Even if you know you can do more for the community, 
you cannot because they’re closed. They’re not contracting with 
anyone else.” - Provider #58 

Source: Enhanced Care Management and Community Supports Provider Interviews, October 2024 
to July 2025; PATH CPI Facilitator and TA Marketplace Vendor Interviews, January to April 2025; 
Enhanced Care Management and Community Supports Provider Survey, June to July 2025. 
Note: Interview data were based on 70 unique organizational respondents (either Community 
Supports providers, PATH CPI facilitators, or PATH TA Marketplace vendors) and survey data were 
based on 206 unique respondents who offered Community Supports. Providers were purposively 
sampled for variation in MCPs contracted with, Community Supports provided, geographic region, 
and provider type. Illustrative quotes were selected to represent key themes and maximize 
heterogeneity in provider perspectives represented. 

 
Measure 2: Perceptions of whether number of eligible and contracted providers 
are sufficient to meet need 

Data sources: MCP interviews. 

Data on Measure 5 were not available for the Interim Evaluation Report. Data on 
perceptions of whether eligible and contracted providers are sufficient to meet need will 
be collected in additional surveys and interviews and included in the Summative 
Evaluation Report. 

Goal 3: Increase utilization of Community Supports by eligible 
members 
Goal 3 is addressed with two Evaluation Questions and 13 measures articulated in the 
Evaluation Questions and Hypotheses section of this report. Data sources used in analyses 
are noted for each measure. 
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Evaluation Question 4: Did the number of members receiving 
Community Supports increase over time? 

Measure 1. Proportion of members authorized for and subsequently utilize 
Community Supports 

Data source: Quarterly Implementation and Monitoring Reports (QIMRs). 

Exhibit 5.Exhibit 5.22 shows that the proportion of members authorized for and 
subsequently used Community Supports was highest for Medically Tailored Meals / 
Medically Supportive Foods (92%), Sobering Centers (92%), and Recuperative Care (82%) 
and lowest for Housing Deposits (41%) and Environmental Accessibility Adaptations 
(49%). 

Exhibit 5.22. Proportion of Members Authorized and Subsequently Used Community 
Supports, January 2022 to September 2024 

 

Source: Quarterly Implementation and Monitoring Reports, 2022 Q1 to 2024 Q3. 
Note: In the QIMR data, between 1% and 14% of members used a Community Support without 
prior authorization; these members are not shown in this Exhibit. Recuperative Care and Short-
Term Post-Hospitalization Housing are offered under a 1115 Waiver, and the remaining 
Community Supports are offered under a 1915(b) Waiver. Medically tailored meals = Medically 
Tailored Meals / Medically Supportive Food. 

Recuperative care (n=14,452) 

Short-term post-hospitalization housing (n=5,506) 

Housing transition navigation services (n=119,948) 

Housing deposits (n=21,790) 

Housing tenancy and sustaining services (n=46,889) 

Day habilitation (n=4,659) 

Medically tailored meals (n=183,988) 

Assisted living facility transitions (n=1,842) 

Community or home transition services (n=732) 

Personal care and homemaker services (n=9,749) 

Respite services (n=3,777) 

Environmental accessibility adaptations (n=3,034) 

Sobering centers (n=4,842) 

Asthma remediation (n=5,426) 
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57% 

72% 

41% 

72% 

65% 

92% 
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Measure 2. Number and types of Community Supports used by members (over 
time) 

Data source: QIMRs. 

Exhibit 5.23 shows that between 2022 Q1 and 2024 Q3 the number of users increased for 
all Community Supports. The number of users increased the most for Medically Tailored 
Meals / Medically Supportive Food (443 to 176,001 users) and Housing Transition 
Navigation Services (4,026 to 89,094 users). The number of users increased the least for 
Community or Home Transition Services (14 to 442 users) and ALF Transitions (146 to 
1,159 users). 

Exhibit 5.23. Number of Community Supports Users in January to March 2022 and 
July to September 2024 

Community Support 
January to March 

2022 
July to September 

2024 

Recuperative Care 762 12,119 

Short-Term Post-Hospitalization Housing Less than 11 3,170 

Housing Transition Navigation Services 4,026 89,094 

Housing Deposits 112 9,379 

Housing Tenancy and Sustaining Services 9,489 35,176 

Day Habilitation Less than 11 3,510 

Medically Tailored Meals / Medically Supportive Food 443 176,001 

Respite Services Less than 11 2,367 

ALF Transitions 146 1,159 

Community or Home Transition Services 14 442 

Personal Care and Homemaker Services Less than 11 6,569 

Environmental Accessibility Adaptations Less than 11 1,677 

Sobering Centers 39 4,601 

Asthma Remediation 27 4,115 
Source: Quarterly Implementation and Monitoring Reports, 2022 Q1 to 2024 Q3. 
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Note: Data showed number of users in 2022 Q1 and 2024 Q3. Recuperative Care and Short-Term 
Post-Hospitalization Housing are offered under a 1115 Waiver, and the remaining Community 
Supports are offered under a 1915(b) Waiver. 

 
Measure 3. Frequency and duration of Community Supports use 

Data source: QIMRs. 

QIMR data only indicated whether a member used Community Supports in each quarter 
rather than actual dates of service. Therefore, analyses for this measure underestimate 
frequency of use if members used a Community Support more than once per quarter and 
overestimate duration if members used a Community Support for less than three months. 
More precise estimates of the frequency and duration of Community Supports use will be 
reported using Medi-Cal eligibility and claims data in the Summative Evaluation Report. 

Exhibit 5.24 shows the proportion of members that received each Community Support in 
multiple quarters. The proportion of members using Community Supports in multiple 
quarters ranged from a high of 10% for Short-Term Post-Hospitalization Housing to less 
than 1% for Medically Tailored Meals / Medically Supportive Food, Environmental 
Accessibility Adaptations, and Asthma Remediation. 
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Exhibit 5.24. Proportion of Members Receiving Each Community Support More Than 
Once, in Quarters, January 2022 to September 2024 

 
Source: Quarterly Implementation and Monitoring Reports, 2022 Q1 to 2024 Q3. 
Note: QIMR data will underestimate frequency of use for Community Supports such as Medically 
Tailored Meals / Medically Supportive Food and Sobering Centers. An overview of Community 
Supports eligibility criteria and restrictions or limitations on allowable use is provided in Appendix 
D. Recuperative Care and Short-Term Post-Hospitalization Housing are offered under a 1115 
Waiver and the remaining Community Supports are offered under a 1915(b) Waiver. Medically 
tailored meals = Medically Tailored Meals / Medically Supportive Food. 

 
Exhibit 5.25 shows the average number of quarters Community Supports were used was 
highest for Housing Tenancy and Sustaining Services at 3.7 quarters and lowest for 
Asthma Remediation at 1.1 quarters. 
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Exhibit 5.25. Average Duration of Community Supports Use, in Quarters, January 
2022 to September 2024 

 

Source: Quarterly Implementation and Monitoring Reports, 2022 Q1 to 2024 Q3. 
Note: Community Supports addressing one-time services or costs (e.g., Housing Deposits, 
Environmental Accessibility Adaptations) or covered for less than 24 hours duration (e.g., Sobering 
Centers) were omitted from this Exhibit. QIMRs only include data on whether members are 
receiving Community Supports in three-month intervals. Service duration will be overestimated for 
members receiving services for less than three months and may be underestimated for members 
that started receiving services in Q2 or Q3 2024 due to the Quarter 3 2024 cut-off. More precise 
data on service utilization using Medi-Cal claims will be provided in the Summative Evaluation 
Report. Recuperative Care and Short-Term Post-Hospitalization Housing are offered under a 1115 
Waiver, and the remaining Community Supports are offered under a 1915(b) Waiver. Medically 
tailored meals = Medically Tailored Meals / Medically Supportive Food. 

 
Measure 4. Number and proportion of eligible Medi-Cal members that used each 
Community Support 

Data sources: QIMRs; Medi-Cal eligibility and claims data. 

Data on members eligible for each Community Support were not available for the Interim 
Evaluation Report. This measure will be analyzed in the Summative Evaluation Report. 

Recuperative care 

Short-term post-hospitalization housing 

Housing transition navigation services 

Housing tenancy and sustaining services 

Day habilitation 

Medically tailored meals 

Respite services 

Assisted living facility transitions 

Community or home transition services 

Personal care and homemaker services 

1.6 

1.6 

2.2 

3.7 

1.7 

2.0 

1.6 

2.8 

3.3 

1.8 
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Measure 5. Demographic and health characteristics of Community Supports 
users compared to the population of non-users eligible for these services 

Data sources: QIMRs; Medi-Cal eligibility and claims data. 

Data on the non-users eligible for these services were not available for the Interim 
Evaluation Report and will be analyzed in the Summative Evaluation Report. Only data on 
demographic and health characteristics of Community Supports users are reported below. 
Community Supports users reported in the QIMRs were identified in Medi-Cal eligibility 
and claims data. Demographic characteristics were reported using Medi-Cal eligibility 
data based on the first month of service receipt. Health conditions and health care 
utilization were based on Medi-Cal claims data. The Chronic Conditions Warehouse were 
used to categorize members’ chronic conditions. 

Demographic Characteristics of Community Supports Users 

Exhibit 5.26 shows that the median age of housing-related Community Supports users 
ranged from 43 years for Housing Deposits to 52 years for Recuperative Care. The 
percentage of female Community Supports users was much lower for Recuperative Care 
and Short-Term Post-Hospitalization Housing than for the other housing-related 
Community Supports (27% and 31% respectively compared to 40% for Day Habilitation 
and 63% for Housing Deposits). Conversely, the percentage of Community Supports users 
experiencing homelessness was much higher for Recuperative Care and Short-Term Post-
Hospitalization Housing than for the other housing-related Community Supports (71% 
and 73% respectively compared to 47% for Housing Tenancy and Sustaining Services and 
66% for Day Habilitation). 

In addition, the percentage of Community Supports users who were White was much 
higher for Short-Term Post-Hospitalization Housing (48%) than for the other housing-
related Community Supports (25% to 36%), while the percentage of Community Supports 
users who were Black or African-American was much lower for Day Habilitation and Short-
Term Post-Hospitalization Housing than for other housing-related Community Supports 
(8% and 12% respectively compared to 23% to 34% for the other Community Supports). 
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Exhibit 5.26. Demographics of Housing-Related Community Supports Users, January 2022 to September 2024 

 
Demographics 

 
Recuperative 

Care 

Short-Term 
Post-

Hospitalization 
Housing 

Housing 
Transition 
Navigation 

Services 

 
Housing 
Deposits 

Housing 
Tenancy and 
Sustaining 

Services 

 
Day 

Habilitation 

Number of users 10,900 2,868 76,314 9,922 33,269 2,816 
Age at enrollment 
(Average / median) 50 / 52 49 / 51 45 / 46 44 / 43 48 / 50 47 / 48 

Female 27% 31% 53% 63% 49% 40% 
Race and ethnicity 

White 32% 48% 28% 26% 25% 36% 
Hispanic 28% 21% 30% 29% 26% 33% 
Black 23% 12% 24% 26% 34% 8% 
Asian 2% 1% 1% 1% 1% 2% 
American 
Indian/Alaska 
Native 

 
1% 

 
1% 

 
1% 

 
1% 

 
1% 

 
1% 

Native Hawaiian 
and other Pacific 
Islander 

 
1% 

 
1% 

 
1% 

 
1% 

 
1% 

 
1% 

Other or unknown 14% 15% 15% 17% 12% 20% 
English as 
preferred 
language 

 
92% 

 
95% 

 
90% 

 
89% 

 
91% 

 
93% 

Experiencing 
homelessness 71% 73% 56% 50% 47% 66% 

Source: Quarterly Implementation and Monitoring Reports, 2022 Q1 to 2024 Q3. Medi-Cal eligibility and claims data. 
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Note: Data included 297,544 unique Community Supports users between 2022 Q1 to 2024 Q3. Data excluded 21 users that were 
included in the QIMRs but could not be identified in the Medi-Cal eligibility data. Members experiencing homelessness were 
identified using a previously validated model that uses predictors such as address- and claims-based indicators and county-level 
homelessness rate.24 Recuperative Care and Short-Term Post-Hospitalization Housing are offered under a 1115 Waiver and the 
remaining Community Supports are offered under a 1915(b) Waiver. Asian includes Filipino, Amerasian, Chinese, Cambodian, 
Japanese, Korean, Asian Indian, Laotian, and Vietnamese. 
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Exhibit 5.27 shows that demographic characteristics of users of the remaining Community 
Supports varied by age, sex, and race/ethnicity. For example, the median age of users 
ranged from 16 years for Asthma Remediation to 70 years for ALF Transitions. Also, 96% 
of Sobering Center users had English as a preferred language compared to 53% of 
Medically Tailored Meals / Medically Supportive Food users. 
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Exhibit 5.27. Demographics of Other Community Supports Users, January 2022 to September 2024 

Demographics MTM / 
MSF 

Respite 
Services 

ALF 
Transitions CHTS PCHS EAA Sobering 

Center 
Asthma 

Remediation 
Number of 
users 144,513 1,912 1,023 377 5,224 1,152 3,830 3,772 

Age at 
enrollment 
(Average / 
median) 

 
51 / 54 

 
62 / 69 

 
70 / 70 

 
68 / 68 

 
63 / 65 

 
67 / 68 

 
41 / 39 

 
26 / 16 

Female 65% 60% 48% 50% 59% 60% 29% 57% 
Race and 
ethnicity 

White 17% 24% 41% 31% 28% 36% 34% 11% 
Hispanic 50% 35% 14% 18% 34% 29% 28% 65% 
Black 5% 9% 11% 8% 10% 10% 10% 10% 
Asian 12% 17% 4% 8% 13% 9% 1% 2% 
American 
Indian and 
Alaska Native 

 
0% 

 
0% 

 
0% 

 
0% 

 
0% 

 
0% 

 
1% 

 
0% 

Native 
Hawaiian and 
other Pacific 
Islander 

 
1% 

 
2% 

 
2% 

 
5% 

 
2% 

 
2% 

 
1% 

 
0% 

Other or 
unknown 15% 13% 27% 31% 13% 14% 25% 12% 

English as 
preferred 53% 62% 90% 82% 65% 57% 96% 64% 
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Demographics MTM / 
MSF 

Respite 
Services 

ALF 
Transitions CHTS PCHS EAA Sobering 

Center 
Asthma 

Remediation 
language         

Experiencing 
homelessness 14% 10% 23% 23% 13% 16% 68% 9% 

Source: Quarterly Implementation and Monitoring Reports, 2022 Q1 to 2024 Q3. Medi-Cal eligibility and claims data. 
Note: Data included 297,544 unique users between 2022 Q1 and 2024 Q3. Data excluded 21 users included in QIMRs but not 
identified in the Medi-Cal eligibility data. Members experiencing homelessness were identified using a previously validated model 
that uses predictors such as address- and claims-based indicators and county-level homelessness rate.24 Asian includes Filipino, 
Amerasian, Chinese, Cambodian, Japanese, Korean, Asian Indian, Laotian, and Vietnamese. MTM/MSF = Medically Tailored Meals / 
Medically Supportive Food; ALF = ALF; CHTS = Community or Home Transition Services; PCHS = Personal Care and Homemaker 
Services; EAA = Environmental Accessibility Adaptations. 
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Health Conditions and Health Care Utilization of Community Supports Users 

Exhibit 5.28 shows the health conditions and health care utilization of housing-related 
Community Supports users at baseline, defined as the 2-year period prior to first use of 
that Community Support. Data shows that the prevalence of chronic conditions varied by 
housing-related Community Support. For example, users of Short-Term Post-
Hospitalization Housing and Housing Tenancy and Sustaining Services had the highest 
prevalence of serious mental illness (28%) while users of Housing Deposits had the lowest 
(17%). Health care utilization also varied by housing-related Community Support. For 
example, Recuperative Care users had the highest average number of ED visits (5.9 visits) 
while users of Housing Tenancy and Sustaining Services had the lowest (2.5 visits). 

Exhibit 5.29 shows that prevalence of chronic conditions at baseline, i.e., the 2-year period 
prior to first Community Supports use, also varied across users of the remaining 
Community Supports. For example, prevalence of serious mental illness was highest 
among users of ALF Transitions (25%) and lowest among users of Medically Tailored 
Meals / Medically Supportive Food (6%). Sobering Center users had the highest average 
number of ED visits at baseline (8.3 visits) while users of Medically Tailored Meals / 
Medically Supportive Food had the lowest (1.7 visits). 
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Exhibit 5.28. Health Conditions and Health Care Utilization of Housing-Related Community Supports Users, 
January 2022 to September 2024 

 
Health 

Characteristics 

 
Recuperative 

Care 

 
Short-Term Post-
Hospitalization 

Housing 

Housing 
Transition 
Navigation 

Services 

 
Housing 
Deposits 

Housing 
Tenancy and 
Sustaining 

Services 

 
Day 

Habilitation 

Number of users 10,900 2,868 76,314 9,922 33,269 2,816 
Health conditions 

Asthma 5% 6% 7% 6% 7% 5% 
Chronic kidney 
disease 16% 17% 11% 8% 10% 9% 

COPD 9% 10% 6% 5% 7% 5% 
Diabetes 14% 15% 11% 9% 11% 9% 
Hypertension 26% 27% 20% 16% 21% 18% 
Depression or 
anxiety 23% 31% 24% 20% 27% 22% 

Serious mental 
illness 23% 28% 22% 17% 28% 20% 

SUD 27% 37% 20% 16% 18% 23% 
Health care 
utilization: 
(Any / Average 
number) 

ED visits 74% / 5.9 76% / 4.7 67% / 3.5 65% / 3.1 54% / 2.5 66% / 3.4 
Hospitalizations 55% / 2.4 47% / 1.8 29% / 0.8 24% / 0.6 23% / 0.6 30% / 1.1 
Primary care 77% / 8.0 80% / 7.9 79% / 8.2 80% / 8.3 71% / 7.1 71% / 6.2 
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Health 

Characteristics 

 
Recuperative 

Care 

Short-Term Post-
Hospitalization 

Housing 

Housing 
Transition 
Navigation 

Services 

 
Housing 
Deposits 

Housing 
Tenancy and 
Sustaining 

Services 

 
Day 

Habilitation 

Outpatient specialty 
care 51% / 3.7 51% / 3.7 54% / 4.9 56% / 5.0 47% / 3.9 43% / 3.0 

Source: Quarterly Implementation and Monitoring Reports, 2022 Q1 to 2024 Q3. Medi-Cal eligibility and claims data. 
Note: Data included 297,544 unique users between 2022 Q1 to 2024 Q3. Data excluded 727 members in the QIMRs that could not be 
identified in the Medi-Cal claims data in the two years prior to first Community Supports use. Health condition indicators were constructed 
using the Chronic Condition Warehouse. Percents may not add to 100% due to rounding. Recuperative Care and Short-Term Post-
Hospitalization Housing are offered under a 1115 Waiver and the remaining Community Supports are offered under a 1915(b) Waiver. 
COPD = Chronic Obstructive Pulmonary Disease. SUD is Substance Use Disorder. ED is Emergency Department. 
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Exhibit 5.29. Health Conditions and Health Care Utilization of Other Community Supports Users, January 2022 to 
September 2024 

Health Characteristics MTM / 
MSF 

Respite 
Services 

ALF 
Transitions CHTS PCHS EAA Sobering 

Center 
Asthma 

Remediation 
Number of users 144,513 1,912 1,023 377 5,224 1,152 3,830 3,772 
Health conditions 

Asthma 3% 4% 5% 4% 4% 5% 3% 14% 
Chronic kidney 
disease 6% 10% 21% 24% 11% 17% 5% 5% 

COPD 2% 5% 9% 10% 5% 8% 3% 5% 
Diabetes 7% 11% 19% 24% 11% 20% 4% 6% 
Hypertension 8% 15% 35% 36% 16% 33% 11% 9% 
Depression or anxiety 7% 11% 23% 23% 13% 21% 17% 11% 
Serious mental illness 6% 9% 25% 23% 11% 16% 17% 9% 
SUD 4% 6% 16% 18% 8% 9% 21% 5% 

Health care 
utilization: 
(Any / Average 
number) 
ED visits 51% / 1.7 53% / 1.9 47% / 2.3 49% / 2.3 58% / 2.4 53% / 2.1 83% / 8.3 67% / 2.5 
Hospitalizations 22% / 0.5 36% / 1.1 41% / 1.5 56% / 3.2 44% / 1.5 39% / 1.2 41% / 1.2 17% / 0.3 

Primary care 81% / 9.5 79% / 
11.0 65% / 9.7 76% / 14.1 79% / 11.1 75% / 11.2 75% / 6.5 97% / 14.9 

Outpatient specialty 
care 66% / 7.9 70% / 9.8 54% / 5.4 68% / 7.8 72% / 10.7 75% / 12.4 44% / 2.4 64% / 7.2 

Source: Quarterly Implementation and Monitoring Reports, 2022 Q1 to 2024 Q3. Medi-Cal eligibility and claims data. 
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Note: Data included 297,544 unique users between 2022 Q1 to 2024 Q3. Data excluded 727 members included in QIMRs but not identified 
in the Medi-Cal claims in the two-year period prior to first Community Supports use. Health condition indicators were constructed using the 
Chronic Condition Warehouse. Percents may not add to 100% due to rounding error. MTM/MSF = Medically Tailored Meals / Medically 
Supportive Food; ALF = ALF; CHTS = Community or Home Transition Services; PCHS = Personal Care and Homemaker Services; EAA = 
Environmental Accessibility Adaptations; COPD = Chronic Obstructive Pulmonary Disease. SUD is Substance Use Disorder. ED is Emergency 
Department. 
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Measure 6. Proportion of members with housing needs that received more than 
one Community Support simultaneously 

Data source: QIMRs. 

Exhibit 5.26 and Exhibit 5.27 (Evaluation Question 4 Measure 5) showed that between 9% 
to 73% of Community Supports users experienced homelessness in the 2-year period 
prior to first service use. In addition, UCLA-RAND assessed the proportion of housing-
related Community Supports users that received another housing-related Community 
Support in the same quarter as a proxy for simultaneous use (Exhibit 5.30). Data showed 
that 91% of housing deposit users and 67% of Short-Term Post-Hospitalization Housing 
users also used another Community Support in the same quarter. However, only 15% of 
Housing Transition Navigation Services users and 30% of Housing Tenancy and Sustaining 
Services users received another Community Support in the same quarter. 

 
Exhibit 5.30. Proportion of Housing-related Community Supports Users that 
Received Another Community Support in the Same Quarter, July 2024 to September 
2024 
 

Community Support Number of Members 
Receiving 

Proportion of Members that 
Received Another Housing-
related Community Support 

Recuperative Care 3,746 35% 

Short-Term Post-
Hospitalization Housing 1,570 67% 

Housing Transition 
Navigation Services 36,968 15% 

Housing Deposits 3,027 91% 

Housing Tenancy and 
Sustaining Services 9,093 30% 

Day Habilitation 1,836 60% 
Source: Quarterly Implementation and Monitoring Reports, 2024 Q3. 
Note: Data were reported for use of Community Supports in the same quarter. More precise data 
on service utilization using Medi-Cal claims data will be included in the Summative Evaluation 
Report. Recuperative Care and Short-Term Post-Hospitalization Housing are offered under a 1115 
Waiver and the remaining Community Supports are offered under a 1915(b) Waiver. 
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Measure 7. Most frequently co-occurring Community Supports 

Data source: QIMRs. 

Exhibit 5.31 shows the three most frequent Community Supports received in the same 
quarter by users of specific Community Supports in 2024 Q3. Data shows that users of 
housing-related Community Supports most frequently used other housing-related 
Community Supports or Medically Tailored Meals / Medically Supportive Food in the 
same quarter. For example, Housing Transition Navigation Services users most frequently 
received Housing Deposits (6%), Housing Tenancy and Sustaining Services (5%), or 
Medically Tailored Meals / Medically Supportive Food (5%) in the same quarter. 
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Exhibit 5.31. Community Supports Most Frequently Used in the Same Quarter, July to September 2024 
Community Support Top Three Community Supports Most Frequently Used in the Same Quarter 

Recuperative Care HTNS (31%) STPHH (7%) Day Habilitation (6%) 

Short-Term Post-Hospitalization 
Housing HTNS (60%) Recuperative Care 

(17%) Day Habilitation (7%) 

Housing Transition Navigation 
Services Housing Deposits (6%) HTSS (5%) MTM / MSF (5%) 

Housing Deposits HTNS (76%) HTSS (42%) MTM / MSF (6%) 

Housing Tenancy and Sustaining 
Services HTNS (21%) Housing Deposits 

(14%) MTM / MSF (9%) 

Day Habilitation HTNS (34%) HTSS (20%) Recuperative Care (11%) 

Medically Tailored Meals / Medically 
Supportive Food HTNS (2%) HTSS (1%) PCHS (1%) 

Respite Services PCHS (34%) MTM / MSF (8%) EAA (3%) 

ALF Transitions Community or Home 
Transition Services (19%) HTNS (3%) PCHS (2%) 

Community or Home Transition 
Services ALF Transitions (44%) HTNS (4%) PCHS (3%) 

Personal Care and Homemaker 
Services Respite Services (14%) MTM / MSF (13%) EAA (3%) 

Environmental Accessibility 
Adaptations MTM / MSF (17%) PCHS (12%) HTSS (3%) 

Sobering Centers HTNS (11%) Day Habilitation (5%) Recuperative Care (5%) 
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Community Support Top Three Community Supports Most Frequently Used in the Same Quarter 

Asthma Remediation MTM / MSF (4%) Respite Services (2%) PCHS (2%) 
Source: Quarterly Implementation and Monitoring Report, 2024 Q3. 
Note: Data were reported for use of Community Supports in a given quarter. More precise data using Medi-Cal claims data will be 
provided in the Summative Evaluation Report. Recuperative Care and Short-Term Post-Hospitalization Housing are offered under a 
1115 Waiver and the remaining Community Supports are offered under a 1915(b) Waiver. HTNS = Housing Transition Navigation 
Services; HTSS = Housing Tenancy and Sustaining Services; STPHH = Short-Term Post-Hospitalization Housing; MTM / MSF = 
Medically Tailored Meals / Medically Supportive Food; PCHS = Personal Care and Homemaker Services; EAA = Environmental 
Accessibility Adaptations; ALF = ALF. 
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Measure 8. Demographic and health characteristics of members receiving more 
than one Community Support, relative to members receiving only one 
Community Support 

Data sources: QIMRs; Medi-Cal eligibility and claims data. 

Data on this measure were not available for the Interim Evaluation Report and will be 
included in the Summative Evaluation Report. 

Measure 9. MCP and provider perceptions of factors affecting member use of 
Community Supports 

Data sources: October 2024 to July 2025 provider interviews; July to September 2024 
Medicaid managed care plan (MCP) interviews. 

In interviews, multiple MCPs described efforts to contract with at least some providers 
that were “experts in serving the community” and that could meet members’ different 
cultural and linguistic needs. MCPs considered this approach important for engaging 
members in Community Supports. 

In interviews, providers identified four factors affecting member use of Community 
Supports (Exhibit 5.32). 

 
Exhibit 5.32. Community Supports Providers’ Perceptions of Factors Affecting 
Member Utilization 

Factors Affecting 
Member Use of 

Community Supports 

 
Illustrative Quotes 

Providers’ ability to 
build rapport with new 
members 

“Clients come in defensive from different [prior] 
experiences … and we have to build rapport to get them 
to open up … create an environment for people to feel 
like we’re here for them.” 
- Provider #7 

 
“You will have a lot of clients that will judge you based 
on your first [contact] and after that likely will never 
engage again or will continue services for a long time … 
You want to … lead with what they need.” - Provider #8 

 
“Uptake for some of our providers is from people who 
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Factors Affecting 
Member Use of 

Community Supports 

 
Illustrative Quotes 

 already receive other services from there … ‘Oh I was 
able to add on this service we already provide, because 
they already knew us’.” 
- Provider #41 

Providers’ approach to 
member engagement 
and service delivery 

“A lot of our members are high touch, high need, and at 
times, in-person visits are more personable … especially 
when it is a homeless individual.” - Provider #5 

 
“It’s rare you will find a client in our office because we’re 
going to go to the shelter. We’re going to meet you at 
the park. We’re going to go to where you are … because 
we get more results that way … And at our housing sites, 
we’re on site.” 
- Provider #9 

MCPs’ authorization 
and communication 
processes 

“We have MCPs that do give us pre-authorized members, 
which I love.” - Provider #20 

 
“Presumptive eligibility is huge, because authorizations … 
every time they’re delayed, makes it harder on the 
member engagement.” - Provider #12 

 
“The other issue is once [the Community Support 
services] were approved by the MCP, the approvals 
weren’t being communicated to the provider.” - Provider 
#47 

Clients’ desire for 
housing (for housing-
related Community 
Supports only) 

“Even when we enroll somebody … they’ll say ‘Well, 
really, I just need housing. I don’t want anything else.’ 
And that becomes our biggest thing.” - Provider #4 

 
“Clients’ willingness to engage is also dependent on their 
understanding … because a lot of times they just hear 
‘housing’ and they’re like yes, I want it, and they think 
they’re going to get housed tonight, get a voucher, think 
we’re Section 8 … so it’s important for us when we 
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Factors Affecting 
Member Use of 

Community Supports 

 
Illustrative Quotes 

 outreach to let them know these are case management 
services.” - Provider #6 

Source: Enhanced Care Management and Community Supports Provider Interviews, October 
2024 to July 2025. 
Note: Data were based on 60 unique organizational respondents who offered Community 
Supports. Providers were purposively sampled for variation in MCPs contracted with, Community 
Supports provided, geographic region, and provider type. Illustrative quotes were selected to 
represent key themes and maximize heterogeneity in provider perspectives represented. 

 
Providers shared that members are often suspicious or resistant to services if the 
provider was not previously known to them. Factors perceived as helpful to building 
rapport include already having previously served the member in another capacity, and 
having the Community Supports provider contact the member already knowing a little 
bit about the member’s history and service need so they do not have to “retell their story 
again.” Providers of Housing Transition Navigation Services also noted benefits of 
providing other services to allow the member to get other tangible needs met (e.g., 
shower, meal, clinical care, detox) before trying to discuss care plan goals. 

Providers identified outreach and service modality as critical to member engagement, 
with most providers describing the importance of being person-centered and trying to 
go to the member and “meet them where they’re at” rather than relying exclusively on 
telephonic or text-based outreach or expecting the member to show up at a clinic or 
other facility. This was described as particularly important when serving members 
experiencing homelessness. A few providers in more rural or geographically distributed 
locations highlighted transportation-related barriers as motivating the decision to rely 
principally on telehealth or telephonic service delivery. Medically Tailored Meals / 
Medically Supportive Food providers reported the most heterogeneity in approaches to 
member identification and outreach, but not in service delivery. Some concern was 
expressed about the potential for inappropriate referrals for Medically Tailored Meals / 
Medically Supportive Food when certain community-based approaches for outreaching 
to members were taken (e.g., advertisement on social media platforms or recruiting 
members in community-based settings like grocery stores) and when MCPs had not yet 
set up appropriate monitoring requirements to differentiate members being referred for 
food insecurity as opposed to nutrition-sensitive health conditions. 
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Providers also described how MCP authorization processes could facilitate or impede 
members’ use of Community Supports. Specifically, delays in authorization could 
negatively impact members’ ability to receive Community Supports, particularly services 
affecting transitions from acute or long-term care settings to lower levels of care (e.g., 
Recuperative Care, Short-Term Post-Hospitalization Housing, ALF Transitions, 
Community or Home Transition Services). Providers also noted that poor 
communication related to MCP authorizations could also be problematic, e.g., if 
providers were not aware that another provider was already authorized to provide a 
service or were not notified that an authorization had been approved. 

Finally, multiple providers noted that although housing needs were a strong motivator 
for members to engage with housing-related Community Supports, providers needed to 
carefully manage members’ understanding and expectations of what the housing-
related Community Supports addressed and did not include, and over what duration. 

Evaluation Question 5: What strategies are being used to identify and 
refer eligible members to Community Supports? 

Measure 1. MCPs and providers’ self-reported processes for identifying 
members eligible for Community Supports and connecting them to services 

Data sources: October 2024 to July 2025 provider interviews; July to September 2024 MCP 
interviews; and June to July 2025 provider survey. 

MCPs reported two main processes for identifying members eligible for Community 
Supports (Exhibit 5.33). All MCPs reported relying on contracted providers to identify 
members eligible for Community Supports and connect them to services. Approximately 
39% of MCPs also described more proactive efforts to identify and refer members, e.g., 
by cultivating “referral partners” in the community or less commonly, through direct 
member outreach. For example, one MCP described setting up a meeting between local 
hospital discharge planners and Medically Tailored Meals / Medically Supportive Food 
providers to help make hospital discharge planners aware of the service. 
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Exhibit 5.33. MCP Processes for Identifying Members Eligible for Community 
Supports and Connecting Them to Services 
 

MCP Process 
% of 
MCPs 

Reporting 

 
Illustrative Quotes 

Rely on 
contracted 
providers to 
generate 
referrals 

100% “We are a referral-based service. We don’t pre-identify 
members eligible for Community Supports.” - MCP #22 

 
“Most if not all of our Community Supports referrals are 
bottom up … It is contracted providers who are 
identifying and referring.” - MCP #3 

 
“We didn’t anticipate the amount of outreach that our 
contracted vendors would conduct in the community … 
in the first year, our numbers were staggeringly high.” - 
MCP #5 

Proactively 
identify and 
refer 

35% “DHCS didn’t want us to rely on … data mining to 
identify members that may be eligible … so we engaged 
providers in the community … sources that don’t want 
to be Community Supports providers but can identify 
and refer.” - MCP #4 

 
“We launched a countywide program for street 
medicine and tried to ensure providers were incented to 
refer to housing transition navigation.” - MCP #18 

 
“We are proactive in asking questions about housing 
insecurity in our member health risk assessment so we 
can be proactive and identify these members. We also 
contract with the local housing authority for data 
sharing… and educate our primary care providers and 
medical groups.” - MCP #23 

 
“We sent out newsletters to our members and 
coordinated with our local 211 to help with referrals.” - 
MCP #9 

Source: Managed Care Plan Interviews, July to September 2024. 
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Note: Data were based on 23 unique organizational respondents out of 24 MCPs eligible to offer 
Community Supports in 2024. One MCP that stopped operating as a Medi-Cal MCP beginning 
January 1, 2024, was jointly interviewed with another MCP that took over its service area. One 
MCP specializing in care for members with HIV/AIDS in a single county was not interviewed. 
Illustrative quotes were selected to represent key themes and highlight heterogeneity in 
processes for identifying eligible members. The same MCPs may have reported more than one 
process. 

 
Providers varied in processes used to identify and refer members to Community 
Supports (Exhibit 5.34). Two Community Supports, Housing Deposits and Day 
Habilitation, were described as very rarely provided to members not already receiving 
other services from the same organization. Certain providers, typically affordable 
housing developers, also elected to provide Housing Tenancy and Sustaining Services 
only to clients already being served by their organization rather than accepting external 
referrals. For the remaining Community Supports, providers reported relying heavily on 
a range of referral sources. 

 
Exhibit 5.34. Providers’ Processes for Identifying Members Eligible for Each 
Community Support and Connecting Them to Services 

Community 
Support Referral Sources Illustrative Quotes 

Recuperative Care » Hospitals 

» MCPs 

» Street medicine 

» MH/SUD providers 

» SNFs or ALFs 

“Hospitals are a big partner.” - Provider 
#1 

 
“Our primary referral source is street 
medicine, the second is hospital 
referrals.” 
- Provider #38 

Short-Term Post-
Hospitalization 
Housing 

» Recuperative Care 

» Hospitals 

» MCPs 

» Street medicine 

» MH/SUD providers 

» SNFs or ALFs 

“We partner with the hospital. We 
receive folks from the ER who may be 
frequent fliers, and we do Short-Term 
Post-Hospitalization Housing and 
Housing Transition Navigation … 
braided together.” - Provider #60 
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Community 
Support Referral Sources Illustrative Quotes 

Housing 
Transition 
Navigation 
Services 

» Street outreach 

» Coordinated entry 
system 

» Other providers in 
the same 
organization 

» Other providers in 
the community 

» MCPs 

“We also operate the Coordinated Entry 
System … We will ask if clients have 
managed care … and if they’re not 
currently receiving service, we will 
request an authorization … We also have 
people coming into our shelter.” - 
Provider #3 

 
“The majority of our referrals are in-
house.” 
- Provider #6 

Housing Deposits » Housing Transition 
Navigation Services 

» Other providers in 
the same 
organization 

“Housing Deposits [can be] cost-
prohibitive … A lot of providers of 
Housing Deposits don’t take outside 
referrals. They only provide deposits to 
people they’re already providing [other] 
services to.” - Provider #11 

Housing Tenancy 
and Sustaining 
Services 

» Housing Transition 
Navigation Services 

» Coordinated entry 
system 

» Other providers in 
the same 
organization 

» PSH providers 

“We work with the housing authority for 
set-aside vouchers … and on landlord 
navigation … Once somebody has 
secured a unit, they get transferred to 
Housing Tenancy and Sustaining 
Services.” - Provider #17 

 
“As a large nonprofit affordable housing 
developer and manager, we focus on 
Housing Tenancy and Sustaining 
Services for residents in our PSH … We 
don’t accept outside referrals.” 
- Provider #61 

Day Habilitation » Other providers in 
the same 
organization 

» Recuperative Care 

“[Once clients are with us] We’ll tell 
them about our Day Habilitation 
program, and we’ll have staff go into all 
our [Recuperative Care] facilities and 
provide group programming on different 
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Community 
Support Referral Sources Illustrative Quotes 

 » Short-Term Post-
Hospitalization 
Housing 

independent living skills.” - Provider #2 

Medically Tailored 
Meals / Medically 
Supportive Food 

» Direct outreach to 
members 

» Advertisements 

» Primary care clinics 

» Other providers in 
the community 

» Other providers in 
the same 
organization 

» MCPs 

“Our dietician is out in the community 
[at dialysis centers and other locations] 
eliciting trust. You send your referral, 
your client to us, we’re going to help 
them.” - Provider #30 

 
“We… have gotten less than five referrals 
from the MCP itself.” - Provider #29 

Respite Services » MCPs 

» Direct outreach in 
the community 

“We started doing senior wellness fairs in 
different counties … bringing in different 
providers … and had seniors and their 
families come to get resources.” 
- Provider #16 

ALF Transitions » Direct outreach to 
SNFs 

» MCPs 

» Other providers in 
the community 

“The majority of referrals we have gotten 
is because we generated them.” - 
Provider #11 

Community or 
Home Transition 
Services 

» Direct outreach to 
SNFs 

» MCPs 

» Other providers in 
the community 

“The referrals for the two nursing facility 
transitions are so underutilized … We 
have been doing this work for a long 
time with our hospital partners … but the 
amount of referrals we get is miniscule … 
it hasn’t been tapped to get the word out 
to social services directors at SNFs that 
this is available” 
- Provider #34 
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Community 
Support Referral Sources Illustrative Quotes 

Personal Care and 
Homemaker 
Services 

» MCPs 

» Recuperative Care 

» Direct outreach in 
the community 

“The MCP sends me referrals on a 
weekly basis, a thick packet of clients’ 
information and their medical conditions 
… Before the MCP would show the 
member approved for so many hours per 
week. Now, they want me to [conduct an 
assessment and] determine the hours.” - 
Provider #18 

Environmental 
Accessibility 
Adaptations 

» MCPs “There’s been an eagerness with some 
MCPs to implement … while others there 
are very few referrals or zero 
communication about referrals.” - 
Provider #15 

Sobering Centers » Police and law 
enforcement 

» Emergency medical 
services 

» Street outreach 

» Medical providers 

“Referrals vary by [which] Sobering 
Center. Clients may come from police, 
emergency medical services, street 
outreach teams, or ambulatory clinics.” - 
Provider #36 

 
“We have a 10-bed facility in front of the 
jail … the sheriff and law enforcement 
drop people off.” - Provider #55 

Asthma 
Remediation 

» MCPs 

» Other providers in 
the same 
organization 

» Other providers in 
the community 

» Direct outreach in 
the community 

“We have been pushing MCPs to help us 
identify members through utilization, 
using asthma medication ratios … We 
also have done presentations at certain 
clinics.” 
- Provider #26 

 
“Some providers end up contracting with 
allergists or other providers [to meet the 
provider order requirement] … because 
of the roadblock of getting members’ 
providers to answer our call and sign a 
form.” - Provider #48 
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Source: Enhanced Care Management and Community Supports Provider Interviews, October 
2024 to July 2025. 
Note: Data were based on 60 unique organizational respondents who offered Community 
Supports. Providers were purposively sampled for variation in MCPs contracted with, Community 
Supports provided, geographic region, and provider type. Illustrative quotes were selected to 
represent key themes and maximize heterogeneity in provider perspectives represented. MCP = 
Managed Care Plans; MH/SUD = Mental Health or Substance Use Disorder; SNFs = Skilled 
Nursing Facilities; ALFs = Assisted Living Facilities. 

 
Surveyed providers of the two 1115 Community Supports (Recuperative Care and Short-
Term Post-Hospitalization Housing) were asked to estimate the percentage of their 
referrals from different sources. Exhibit 5.35 shows the percentage of providers 
reporting none, some, most, or almost all of their Recuperative Care referrals from 
different sources. Over 70% of Recuperative Care providers reported receiving many or 
almost all of their referrals from local hospitals, though some also reported relying on 
MCPs, shelters or homeless support services, or mental health or substance use 
treatment providers for referrals. 
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Exhibit 5.35. Sources of Recuperative Care Referrals, June to July 2025 

Source: Enhanced Care Management and Community Supports Provider Survey, June to July 
2025. 
Note: Data were based on 43 of the 49 unique respondents who provided Recuperative Care. 
None is no referrals, Some is 1%-24% of referrals, Many is 25%-74% of referrals, Almost All is 
75%-100% of referrals from a given source. MCPs = Managed Care Plans. 

Exhibit 5.36 shows the percentage of providers reporting none, some, most, or almost all 
of their Short-Term Post-Hospitalization Housing referrals from different sources. Just 
over half (54%) of providers reported receiving many or almost all of their referrals from 
Recuperative Care providers. However, providers also received referrals from hospitals, 
MCPs, shelters or homeless support services, and mental health or substance use 
treatment providers as well. 

Local hospitals 5% 14% 37% 44% 

MCPs 16% 62% 5% 16% 

Shelters or homeless support services 11% 65% 14% 11% 

Mental health or substance use treatment 
providers 38% 44% 16% 3% 

Other recuperative care providers 50% 47% 3% 

Skilled nursing facilities or long-term care 23% 62% 15% 

0% 20% 

Some Many 

40% 

Almost All 

60% 80% 100% 

None 



442  

Exhibit 5.36. Sources of Short-Term Post-Hospitalization Housing Referrals, June 
to July 2025 

 
Source: Enhanced Care Management and Community Supports Provider Survey, June to July 
2025. 
Note: Data were based on 43 unique respondents of the 53 who provided Short-Term Post-
Hospitalization Housing. None is no referrals, Some is 1%-24% of referrals, Many is 25%-74% of 
referrals, Almost All is 75%-100% of referrals from a given source. MCPs = Managed Care Plans. 

 
Measure 2. Member self-reports of mechanisms for learning about how their 
Community Supports needs can be recognized and addressed 

Data sources: Member survey. 

Data for this measure were not available for the Interim Evaluation Report and will be 
addressed in the Summative Evaluation Report. 

Local hospitals 31% 41% 15% 13% 

MCPs 13% 58% 21% 8% 

Shelters or homeless support services 21% 45% 29% 5% 

Mental health or substance use treatment 
providers 32% 43% 19% 5% 

Recuperative care providers 23% 23% 31% 23% 

Skilled nursing facilities or long-term care 42% 50% 8% 

0% 20% 
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40% 

Almost All 

60% 80% 100% 
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Measure 3. Member self-reports of who, how, and when MCP or provider 
offered information about options for managing their needs or how 
Community Supports might address their needs 

Data source: Member survey. 

Data for this measure were not available for the Interim Evaluation Report and will be 
addressed in the Summative Evaluation Report. 

Measure 4. Member self-reports of number, types, and timing of exposure to 
and use of different types of Community Supports 

Data source: Member survey. 

Data for this measure were not available for the Interim Evaluation Report and will be 
addressed in the Summative Evaluation Report. 

Goal 4: Examine whether and how public investments in 
housing and other HRSN services change over time in concert 
with new Medicaid funding for those services 
Goal 4 is addressed with one Evaluation Question and six measures articulated in the 
Evaluation Questions and Hypotheses sections of this report. Data sources used in 
analyses are articulated for each measure and focus specifically on impact of new 
Medicaid funding for housing-related Community Supports. 

Evaluation Question 6: How is new Medicaid funding for Community 
Supports impacting existing systems of care? 

Measure 1. Number of people experiencing homelessness in California 

Data source: 2015 to 2024 U.S. Department of Housing and Urban Development (HUD) 
Annual Point-in-Time counts of people experiencing homelessness. 

Exhibit 5.37 shows the number of people experiencing homelessness in California and in 
the United States between 2015 and 2024. The number of people experiencing 
homelessness in the United States remained relatively stable from 2015 to 2022 but 
increased from 582,462 people in 2022 to 771,500 people in 2024. The number of 
people experiencing homelessness in California did not increase as rapidly between 
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2022 and 2024 compared to the rest of the United States but close to a quarter (24%) of 
people experiencing homelessness in the United States live in California. 

 
Exhibit 5.37. Number of People Experiencing Homelessness in California and in the 
United States, 2015 to 2024 

 

Source: U.S. Department of Housing and Urban Development Annual Point in Time Counts, 2015 
to 2024. 
Note: Data were not available in 2021 due to pandemic-related disruptions to counts. 

 
Exhibit 5.38 shows the percentage of people experiencing homelessness that were 
unsheltered or living in streets, vehicles, or other places not meant for human habitation 
in California. Data show an increase from 2015 (64%) to 2019 (72%). By 2024, 66% of 
people experiencing homelessness in California were unsheltered, compared to only 
36% in the rest of the United States. 
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Exhibit 5.38. Percentage of People Experiencing Homelessness who were 
Unsheltered in California, 2015 to 2024 

 

Source: U.S. Department of Housing and Urban Development Annual Point in Time counts, 2015 
to 2024. 
Note: Data were not available in 2021 due to pandemic-related disruptions to counts. 
Unsheltered refers to living in streets, vehicles, or other places not meant for human habitation. 

 
Measure 2. U.S. Department of HUD funding to Continuums of Care in 
California 

Data source: 2015 to 2024 HUD Continuum of Care (CoC) Program Competition and 
Funding Reports. 

CoCs are planning bodies developed for the purpose of coordinating housing and 
homeless services for people experiencing homelessness in the regions or localities they 
serve. In California, there were 44 CoCs in 2025. HUD provides federal funding for 
homeless services and housing programs through grants to local CoCs. These funds are 
awarded through the CoC planning process and allocated as part of an annual funding 
competition that takes into consideration a range of factors, such as a community’s 
need for funding based on factors such as poverty and overcrowding. Increased levels of 
HUD CoC funding indicate a broader array of resources for programs that provide 
supportive services, transitional housing, permanent housing, and homelessness 
prevention. HUD CoC funding also supports the implementation of local HMIS, which is 
used to collect data on provision of housing and services to individuals and families at 
risk of or experiencing homelessness. 
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As shown in Exhibit 5.39, HUD funding to CoCs in California increased from $337 million 
in 2015 to $683 million in 2024. Funding is contingent on the HUD budget and increases 
after 2020 were in part due to temporary funding increases in response to the COVID-19 
pandemic. 

 
Exhibit 5.39. Amount of U.S. Department of HUD funding to Continuums of Care 
in California (in millions), 2015 to 2024 

 
Source: U.S. Department of Housing and Urban Development Continuum of Care Program 
Competition and Funding Reports, 2015 to 2024. 

 
Measure 3. Continuum of Care Homeless Assistance Programs Housing 
Inventory in California 

Data source: 2015 to 2024 HUD CoC Homeless Assistance Programs Housing Inventory. 

The Homeless Assistance Program Housing Inventory is an annual point-in-time 
inventory of housing program beds dedicated to serving people experiencing 
homelessness within each CoC. These data serve as an indicator of the housing 
resources available within the homeless assistance system and can also be used to 
differentiate housing resources by program type. The total number of recorded CoC 
housing program beds in California almost doubled between 2015 and 2024, from 
105,107 to 208,794 (Exhibit 5.40). The proportion of these beds allocated for rapid re-
housing or other permanent housing increased from 8% to 26% in this period, but the 
proportion allocated for PSH declined from 48% to 38%. The former provides short-term 
rental assistance and services, typically lasting less than six months, while the latter 
combines permanent housing with indefinite leasing or rental assistance and on-site 
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support services tailored to address barriers to housing stability, such as physical and 
mental health diagnoses or co-occurring substance use issues. 

 
Exhibit 5.40. Continuum of Care Homeless Assistance Programs Housing 
Inventory, California, 2015 to 2024 

 

 
208,794 

197,225 
188,557 

166,627 

150,455 
136,839 

129,353 
120,771 

105,107 110,415 

8,409 12,146 

 

 
 
 
 
 

2015 2016 2017 2018 2019 2020 2021 2022 2023 2024 

 Rapid Re-housing or Other Permanent Housing 

 Permanent Supportive Housing 

 Emergency Shelter, Safe Haven, and Transitional Housing 

Total Beds 

Source: U.S. Department of Housing and Urban Development Continuum of Care Homeless 
Assistance Programs Housing Inventory, 2015 to 2024. 
Note: Y-axis indicates the total number of beds available per year. 

 
Measure 4. LIHTC Housing Units in California 

Data source: 2015 to 2024 California Tax Credit Allocation Committee data. 

The LIHTC Housing Units program is the most important source of funding for the 
construction, rehabilitation, and preservation of housing affordable to lower-income 
households. 82,83 The California’s Tax Credit Allocation Committee does not publicly 
release the share of PSH units within LIHTC projects, but it does report on the share of 
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LIHTC units that targeted at households earning less than 30% of AMI. These units 
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mostly serve people who are at risk of or experiencing homelessness, or seniors on fixed 
incomes who meet the less than 30% of AMI threshold for household income. 

The total number of new or preserved LIHTC units fluctuates by year due to the 
availability of credits or gaps in funding. However, a cumulative total of 193,515 LIHTC 
units were awarded tax credits in California between 2015 to 2024, ranging from 14,256 
to 24,099 per year. As shown in Exhibit 5.41, the proportion of new or preserved LIHTC 
units allocated for households with incomes less than 30% AMI has increased from 7% 
to 29%. 

Exhibit 5.41. LIHTC Housing Units and Proportion Allocated to Low-Income 
Individuals, California, 2015 to 2024 

 
Source: California Tax Credit Allocation Committee data. 
Note: Y-axis reflects the total number of units in projects awarded LIHTC each year, but these 
properties may not yet be placed in service. AMI=Area Median Income; data include units <30% 
AMI and <20% AMI. 

 
Measure 5: MCP and provider perceptions of how new Medicaid funding for 
Community Supports has impacted existing systems of care 

Data sources: October 2024 to July 2025 provider interviews; July to September 2024 
Medicaid managed care plan (MCP) interviews; November 2024 to January 2025 MCP 
survey. 

MCPs described two types of positive impacts of the new Medicaid funding and a 
continued concern. In terms of positive impacts, Exhibit 5.42 shows that seven MCPs 
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described new Medicaid funding as strengthening relationships between MCPs and 
housing providers in the community and between CBOs and clinical providers. Thirteen 
MCPs also described new Medicaid funding as improving service infrastructure such 
as the development of new Recuperative Care and Short-Term Post-Hospitalization 
Housing facilities, investment in street medicine programs to improve identification and 
engagement of members in Community Supports, and access to primary care. 

Positive perceptions of CalAIM impact were tempered by concern regarding insufficient 
housing, which was cited by nine MCPs as an ongoing challenge in implementation of 
housing-related Community Supports. MCPs highlighted the importance of continued 
investment in affordable housing in California to fully address housing as a health-
related social need. 

Exhibit 5.42. MCP Perceptions of How New Medicaid Funding for Housing-Related 
Community Supports Has Impacted Existing Systems of Care 
 

MCP Perceptions 
Number 

of MCPs 
Reporting 

 
Illustrative Quotes 

Strengthened 
relationships in 
the community 

7 “We are collaborating with agencies that wouldn’t 
typically be in our network … to set up permanent 
housing, shelters, or other types of homeless support 
services that we [MCPs] can’t cover but these are 
services our members might need to access.” - MCP #16 

 
“Increased collaboration between CBOs and primary 
care providers helps enhance care coordination that 
addresses clinical and social determinants of health 
elements.” - MCP survey open-ended response 

Improved service 
infrastructure 
within 
communities 

13 “All of the MCPs in our community are collaboratively 
funding the purchase of an old motel to turn it into a 
facility for people exiting incarceration to be able to go 
to instead of being homeless.” - MCP #19 

 
“We worked with a local FQHC [federally qualified 
health center] to fund a street medicine program [using 
HHIP funds] that would serve three different regions.” - 
MCP #9 
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MCP Perceptions 

Number 
of MCPs 
Reporting 

 
Illustrative Quotes 

Continued 
concern 
regarding 
insufficient 
affordable 
housing 

9 “There is a lot of capacity growth [still] needed … 
CalAIM is a good idea if there’s enough housing stock, 
but we need … to figure out how to improve or increase 
the housing available to members.” - MCP #8 

Source: Managed Care Plan Interviews, July to September 2024; Managed Care Plan Survey, 
November 2024 to January 2025. 
Note: Interview data were based on 23 unique organizational respondents and survey data were 
based on 22 unique organizational respondents. There were 24 MCPs eligible to offer 
Community Supports in 2024. One MCP that stopped operating as a Medi-Cal MCP beginning 
January 1, 2024, was jointly interviewed with another MCP that took over its service area. One 
MCP specializing in care for members with HIV/AIDS in a single county was not interviewed or 
surveyed. One MCP that fully delegated responsibility for member care to another MCP did not 
respond to the survey. Illustrative quotes were selected to represent key themes and highlight 
heterogeneity in perceptions. 

In a survey, MCPs rated perceived impact of participating in Community Supports on 
their reputation, relationships, and member service access and service utilization on a 
scale from 0 (not at all or not effective) to 10 (very or very effective). Exhibit 5.43 shows 
that average MCP ratings were highest for impact of Community Supports on 
relationships with housing providers (8.7) and MCP reputation in the community (8.6) 
and lowest for improved coordination of care between medical and social services 
providers (6.1). 
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Exhibit 5.43. MCP Ratings of How Participating in Community Supports Impacted 
their Reputation, Relationships, and Member Service Access and Utilization 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Source: Managed Care Plan Survey, November 2024 to January 2025. 
Note: Data were based on 22 unique respondents out of 24 MCPs eligible to offer Community 
Supports in 2024. One MCP that fully delegated responsibility for member care to another MCP 
did not respond to the survey. One MCP specializing in care for members with HIV/AIDS in a 
single county was not surveyed. MCP ratings are based on a scale of 0 (not at all or not effective) 
to 10 (very or very effective). Housing providers included the local Continuum of Care, local 
housing authority, and other housing and homeless services providers. ED = Emergency 
Department. 

 
In interviews, providers reflected on the perceived impacts of new Medicaid funding for 
Community Supports on existing systems of care. Exhibit 5.44 shows that providers 
noted three benefits such as improved care integration and greater supply of services 
and four challenges such as increased competition and administrative burden. 
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Exhibit 5.44. Provider Perceptions of How Medicaid Funding for Housing-Related 
Community Supports Has Affected their Organizations and Communities 

Perceived Impact Illustrative Quotes 

Benefits 

Improved integration 
of care through 
strengthened cross-
sector relationships 
and awareness of 
resources in the 
community 

“CalAIM has been beneficial for the community. It is 
bringing resources some families didn’t have access to if 
they weren’t literally homeless ... A lot of the families 
we’re serving now wouldn’t qualify for anything through 
the homeless response system and then would end up 
being homeless, so this is a good tool for prevention.” - 
Provider #3 

 
“Community Supports is transformative to Medi-Cal. 
Medi-Cal has never authorized services like this before … 
[but despite challenges] … it’s really transformed the way 
we work with our members.” - Provider #6 

 
“I could talk about positives all day long … There’s a lot 
more resources now and help in our community. A lot 
more people being housed, people getting off the streets 
… So many more happy, healthy families … if it were 
stripped away … it would decimate a lot of organizations 
and resources out here.” 
- Provider #50 

Growth in services, 
particularly for 
Recuperative Care 
providers in urban 
areas 

“Five years ago, I don’t even think there was a 
Recuperative Care landscape … it was an emerging 
practice … Now there has been such rapid growth, which 
is wonderful.” - Provider #1 

 
“Since CalAIM started, we’ve gotten more referrals … we 
used to only have the one facility in the county, and then 
we opened another 36-bed facility … and we’re able to 
keep that facility full as well.” - Provider #7 

City and county 
interest in encouraging 
providers to draw on 
multiple, separate 

“We have seen RFPs [request for proposals] released on 
the homeless services side that have scoring criteria that 
privilege providers that are also able to leverage CalAIM 
as a supplement.” - Provider #2 
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Perceived Impact Illustrative Quotes 
sources of funding 
(including Medi-Cal) to 
support a program or 
service 

 
“We recently lifted up a new interim shelter program … 
and in the RFQ [request for qualification] that was put 
out as part of the application process, it asked if we were 
currently under an MOU [memorandum of 
understanding with an MCP] and what Community 
Supports we were providing, and if not, if we were open 
to contracting within the next year with an MCP … We 
don’t anticipate CalAIM will fully fund, but we will be 
braiding funds for flow with our short-term post-
hospitalization program … But it is interesting [that the 
funder was asking].” 
- Provider #33 

Challenges 

Increased competition 
between providers for 
contracts and members 

“I’m seeing competition from providers, many from 
outside the area … for contracts and for members.” - 
Provider #17 

 
“We blend funding in our existing shelters and 
operations … in the long term we’ve got to have some 
conversations about yielding service provision to the 
shelter or provider on-site versus keeping services with 
an external … because it complicates our budgets. Like 
we know we have a 60-bed shelter. We assume 75% 
have Medi-Cal, and we assume 60% we can bill for. But 
when that 60% becomes 30 to 40% because many have 
a different provider, now you’re short on budget.” 
- Provider #28 

Increased member 
complexity and acuity 
and members 
experiencing 
difficulties with 
Activities of Daily 
Living (Recuperative 
Care only) 

“[In Recuperative Care] We’re find a lot more complex 
chronic health conditions, an older population, a lot 
more on the fence on their ability to handle their 
Activities of Daily Living.” 
- Provider #2 

 
“Members complexity and level of need has increased 
tremendously. It’s not just one need, it is multiple needs 
… some of it is that we have so many people aging on 
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Perceived Impact Illustrative Quotes 
 the streets … we’re seeing older adults becoming 

homeless more and their ability to weather [that] is 
different.” - Provider #39 

 
“We’re seeing changes in the population of medical 
needs coming into our Recuperative Care program … It 
used to be more wounds and wound care … now maybe 
half the people have congestive heart failure due to 
substance use … we have a lot of cancer patients … we 
get people with significant psychiatric illnesses.” - 
Provider #54 

Pressure to increase 
caseloads from some 
MCPs (Housing 
Transition and 
Navigation Services 
and Housing Tenancy 
and Sustaining 
Services only) 

“Our MCP wants a high caseload and quick turnaround. 
But for us in the housing realm, it is best practice to have 
a lower caseload and keep clients on and meet weekly so 
they can be successful in housing placement and sustain 
housing … We went from a caseload of 30-40 to 75.” - 
Provider #3 

 
“Our MCP set a cap of 50 to 1 but we try to keep it lower 
than that … we feel anything higher is not doable.” - 
Provider #10 

Increased 
administrative burden 
for providers 

“We had to develop an entire billing platform, a billing 
platform, and integrate it into our existing workflow.” 
- Provider #2 

 
“I have had to bring staff on to handle claims, make sure 
we’re reconciling our claims and getting paid.” - Provider 
#3 

 
“We needed to hire a medical biller, because now we 
have a ton of claims that need to go out constantly … 
and initially we weren’t getting a lot of our claims paid 
and it was constant problems.” - Provider #7 

Source: Enhanced Care Management and Community Supports Provider Interviews, October 
2024 to July 2025. 
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Note: Data were based on 60 unique organizational respondents who offered Community 
Supports. Providers were purposively sampled for heterogeneity in MCPs contracted with, 
Community Supports provided, geographic region, and provider type. Illustrative quotes were 
selected to represent key themes and maximize heterogeneity in provider perspectives 
represented. Not all themes apply to all Community Supports providers or to all types of 
Community Supports. 

 
Measure 6: MCP and provider descriptions of how they are using new Medicaid 
funding in concert with state and local investments in housing or other social 
services to address member needs 

Data sources: October 2024 to July 2025 provider interviews; July to September 2024 MCP 
interviews; MCP HHIP Investment Plans. 

In interviews, MCPs described leveraging funding from HHIP to address upstream 
housing needs within the community (Exhibit 5.45). Under HHIP, participating MCPs 
were required to partner with CoC providers and other community stakeholders to 
conduct a housing and services gaps and needs assessment, map out resources 
available within the local housing continuum (e.g., prevention, interim housing, rapid-
rehousing, or PSH) and then indicate how funds would align with existing plans to 
address unmet needs in the community. MCPs were permitted to allocate funds towards 
a range of initiatives and investment activities guided by three priority areas established 
by DHCS. Exhibit 5.Exhibit 5.45 provides examples of HHIP investments made by MCPs, 
organized by priority area. 

 
Exhibit 5.45. MCP HHIP Investments 

HHIP Priority Area Example HHIP Investments and Illustrative Quotes 

#1: Partnerships and 
capacity to support 
referrals for services 

» Coordinated Entry System: 20 MCPs 
strengthened local Coordinated Entry Systems by 
funding staff roles to facilitate member 
connections, increasing access points at hospitals, 
federally qualified health centers, and ECM 
provider sites, and improving HMIS integration to 
allow for member tracking and referrals (e.g., data 
dashboards of housing placements and service 
access). 

» Homeless Point-in-Time Counts: 15 MCPs 
collaborated with CoCs to improve accuracy of 
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HHIP Priority Area Example HHIP Investments and Illustrative Quotes 
 data on homelessness, providing incentives to 

ensure comprehensive geographic coverage within 
certain communities or software enhancements 
and technical support to streamline the count 
process. 

#2: Infrastructure to 
coordinate and meet 
member housing needs 

» Street medicine: 21 MCPs developed or expanded 
on existing street medicine outreach, services, and 
infrastructure. Several MCPs also developed mobile 
clinics. 

» HMIS enhancements: 21 MCPs invested in 
expanding and strengthening existing HMIS 
infrastructure to improve data sharing, reporting, 
and service coordination. For example, some MCPs 
covered costs of licensing, training, and supporting 
their staff and/or ECM or Community Supports 
providers to access HMIS systems or on allowing 
for data exchange between HMIS and other 
systems (e.g., electronic health records). 

 
“We used our HHIP funding to ensure each of our 
ECM and Community Supports providers could get 5 
users [equipment and training needed to] access the 
HMIS system.” - MCP #13 

#3: Delivery of Services 
and Member Engagement 

» Flexible funding investments: 23 MCPs braided 
HHIP with other funds to help reduce barriers to 
addressing members’ housing-related needs. For 
example, several MCPs used funds towards flexible 
housing pools that would relieve financial burden 
on Community Supports providers for covering 
upfront housing deposit costs out of pocket, or 
support members with credit rebuilding or 
housing-related costs not covered under 
Community Supports. Other MCPs braided HHIP 
funds with other funds to increase shelter or 
facility-based services and placements available 
within the community. 
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HHIP Priority Area Example HHIP Investments and Illustrative Quotes 
  

“We partnered with United Way [in our community] 
to provide the Whatever It Takes program. This paired 
with Community Supports, so if someone receiving 
housing transition navigation exhausted their housing 
deposit benefit or found there was something they 
needed but couldn’t get covered under the benefit, this 
program would kick in to cover outstanding costs. For 
example, if someone needed their car repaired so they 
could commute between their job and their home.” - 
MCP #5 

Source: Managed Care Plan Housing and Homelessness Incentive Program Investment Plans, 
2022; Managed Care Plan Interviews, July to September 2024. 
Note: Investment Plan Data were based on 23 MCPs; one MCP did not participate. Interview 
data were based on 23 unique organizational respondents. There were 24 MCPs eligible to offer 
Community Supports in 2024. One MCP that stopped operating as a Medi-Cal MCP beginning 
January 1, 2024, was jointly interviewed with another MCP that took over its service area. One 
MCP specializing in care for members with HIV/AIDS in a single county was not interviewed. 

 
In interviews, many community-based providers of housing-related Community 
Supports described using new Medicaid funding (HHIP, PATH, and reimbursement for 
Community Supports) in concert with other funds to further expand service or bed 
capacity within their communities or to increase the continuum of services available to 
more comprehensively meet member needs. 

Exhibit 5.46 provides illustrative examples of how community-based providers used 
Medicaid funds in concert with other investments in housing or social services to help 
address member needs. These community-based providers viewed braided funding, in 
which Medicaid funds were used in conjunction with other, separate funding sources to 
support programs or more comprehensively address member needs, as essential to 
sustainability and to help address gaps in existing systems of care. 

In addition to Community Supports, providers described PATH Capacity and 
Infrastructure, Transition, Expansion, and Development (CITED) funding and IPP as 
important for helping them develop infrastructure needed to meet member needs. 
PATH CITED funding is described in the PATH Section of the Evaluation Report. IPP 
provided performance-based incentive payments to MCPs that they could use to 
strengthen quality of care and capacity in the delivery system. MCPs often allocated IPP 
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funds to help ECM and Community Supports providers obtain or upgrade IT systems or 
EHRs needed for care management, invoicing and claims submission capabilities, or to 
meet reporting requirements. However, funds could also be used in conjunction with 
non-Medicaid funds to support physical infrastructure investments, such as purchase or 
renovation of buildings needed to provide facility-based services such as Recuperative 
Care, Short-Term Post-Hospitalization Housing, or Sobering Centers. 

 
Exhibit 5.46. Examples of How Providers Used Medicaid Funds in Concert with 
Other Investments to Address Member Needs 

Housing-Related 
Community Support Illustrative Examples 

Recuperative Care “Braided funding, of hospital payments [for people not eligible for 
Community Supports] with Community Supports funding is really 
the way to go … as long as hospitals don’t stop making direct 
payments to programs because of CalAIM.” - Provider #1 

Short-Term Post-
Hospitalization 
Housing 

“We scouted out new properties, these single-family homes, and 
purchased them mostly with support from PATH CITED funding; 
to create new Recuperative Care and Short-Term Post-
Hospitalization Housing beds … and we braid other funding to 
sustain the program and integrate [other services] … For 
example, we have people on a SAMHSA [Substance Abuse and 
Mental Health Services Administration] grant go out and provide 
SUD counseling … and other services we couldn’t do if we were 
didn’t [braid the funds].” - Provider #35 

 
“The struggle for us was always pressure to free up beds before 
people were healed or stable enough to meaningfully move into 
housing … One of the ways we, as an organization, assess how 
we’re doing is how many program exits lead to permanent 
housing, and our Short-Term Post-Hospitalization Housing 
[through CalAIM] helps with that… because the funds allowed us 
to expand and have new extra beds.” - Provider #54 

Housing Transition 
Navigation Services 

“People coming to us via referrals from our health system often 
don’t have access to very limited resources in the Coordinated 
Entry System. What the funding has done is let us take on 
caseloads of people we have never been able to support before 
and feed it into our other direct services. We’ve integrated 



460  

Housing-Related 
Community Support Illustrative Examples 

 Community Supports funding into our shelter systems, which 
were already funded, but not to the levels we needed them. 
Having gap funding, filler funding [like Community Supports] has 
enabled us to have more robust services and allowed us to have 
direct pathways from our hospital and health systems … We were 
working in siloes side by side, and now we’re integrated, which 
has been the beauty of this work.” - Provider #33 

 
“CalAIM provides for [some of] our program services … but we 
also have grants, federal and local, and large donor base and 
partnerships with county entities to provide our campus, food, 
showers [for people experiencing homelessness at our shelter].” - 
Provider #37 

Housing Deposits “Housing Deposits has been new … and a huge upgrade for our 
system to be able to cover security deposits and move in costs for 
people moving into permanent housing.” - Provider #19 

Housing Tenancy and 
Sustaining Services 

“PSH is underfunded and difficult to develop. Our MCP has 
invested in a local pilot to make Housing Tenancy and Sustaining 
Services a permanent benefit for anyone residing in PSH to help 
enhance the supportive services component of PSH … really 
address unmet needs of the system with these newly available 
services.” - Provider #60 

 
“We have a 7-unit PSH and have been using Housing Tenancy 
and Sustaining Services to help with housing retention.” - 
Provider #54 

Day Habilitation “Day Habilitation consistently runs in the red for us … I’m not 
sure there’s a way to run it the way that we want that will be 
cost-effective. But we’ve accepted we may lose a bit of money on 
Day Habilitation, but we look at the intangible benefits we 
believe it brings to our facilities … and it also frees up our case 
manager’s time to work on things beyond life skills and provides 
enrichment activities … that’s made it worth it to operate in the 
red a little bit on it.” -Provider #2 
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Housing-Related 
Community Support Illustrative Examples 

 “We operate a day center with a very captive population, a real 
varied population of people, and Day Habilitation has been 
developed to benefit those that want to participate in it.” - 
Provider #37 

Source: Enhanced Care Management and Community Supports Provider Interviews, October 
2024 to July 2025. 
Note: Data were based on 60 unique organizational respondents who offered Community 
Supports. Providers were purposively sampled for heterogeneity in MCPs contracted with, 
Community Supports provided, geographic region, and provider type. Illustrative quotes were 
selected to represent key themes and maximize heterogeneity in provider perspectives 
represented. Not all themes apply to all Community Supports providers or to all types of 
Community Supports. 

 

Goal 5: Increase members’ access to outpatient care, including 
behavioral health services, and reduce acute care utilization 
and long-term care admission and stays 
Goal 5 will be evaluated by addressing Evaluation Questions 7a and 7b and analysis of 
nine related measures articulated in the Evaluation Questions and Hypotheses sections 
of this report. Data to address Goal 5 were not available for the Interim Evaluation 
Report and will be addressed in the Summative Evaluation Report. 

Evaluation Question 7a: Will Community Supports affect member 
access to non-emergency outpatient care? 

Data sources: Medi-Cal eligibility and claims data. 

Data needed to address this Evaluation Question and related measures were not 
available for the Interim Evaluation Report and will be addressed in the Summative 
Evaluation Report. 

Evaluation Question 7b: Will Community Supports reduce avoidable 
acute care utilization or long-term care stays? 

Data sources: Medi-Cal eligibility and claims data. 



462  

Data needed to address this Evaluation Question and related measures were not 
available for the Interim Evaluation Report and will be addressed in the Summative 
Evaluation Report. 

Goal 6: Improve quality of care and outcomes of care 
Goal 6 is addressed with three Evaluation Questions and 17 associated measures 
articulated in the Evaluation Questions and Hypotheses sections of this report. Data 
sources used in analyses are articulated for each measure. 

Evaluation Question 8: Are members satisfied with Community 
Supports referral processes and services? 

Measure 1. Appeals and grievances for each Community Support 

Data source: January 2022 to December 2024 Medicaid managed care plan (MCP) appeals 
and grievances data. 

Appeals included request to an MCP to review an adverse benefit determination, such as 
denial or limited authorization of a requested service; reduction, suspension, or 
termination of a previously authorized service; denial in whole or in part of payment for 
a service for any reason other than not being a clean claim, i.e., containing necessary 
information, free of errors, and ready for processing and payment; or failure to provide 
services in a timely manner. Appeals also included denials of requests to obtain services 
outside of network for members in rural areas with only one MCP. Grievances include 
any member expression of dissatisfaction about a topic other than an adverse benefit 
determination such as quality of care or services provided, interpersonal behavior of a 
provider or staff, or facility adequacy.84 Appeals or grievances can be filed at any time 
either orally or in writing by members, providers acting on behalf of members, or an 
authorized representative and, in California, must be resolved by the MCP within 30 
calendar days of filing. 

Exhibit 5.47 shows that there was a total of 302 appeals and 2,095 grievances filed 
between January 2022 to December 2024. Medically Tailored Meals / Medically 
Supportive Food constituted the greatest proportion of appeals (33.8%) followed by 
Housing Transition Navigation Services (15.9%). In contrast, the majority of grievances 
were not linked to a specific Community Support (54.2%). 
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Exhibit 5.47. Proportion of Appeals and Grievances by Community Support, 
January 2022 to December 2024 

 

Source: DHCS Managed Care Plan Community Supports Appeals and Grievances Data, January 1, 
2022, to December 10, 2024. 
Note: Data included 302 appeals and 2,095 grievances for Community Supports. 

 
Measure 2. Reasons and resolution status for appeals and grievances 

Data source: January 2022 to December 2024 MCP appeals and grievances data. 

Appeals are related to specific adverse benefit determinations and therefore do not 
require additional categorization. Exhibit 5.48 shows the most common reasons for 
grievances to be filed for Community Supports between January 2022 to December 
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2024 were provider / staff attitude (499), MCP customer service (344), and timely access 
to services (216). 

Exhibit 5.48. Most Common Reasons for Community Supports Grievances, January 
2022 to December 2024 

 
Source: DHCS Managed Care Plan Community Supports Grievances Data, January 1, 2022, to 
December 10, 2024. 
Note: Grievances were categorized based on reason type (37 total available). Grievances for low 
frequency categories such as abuse / neglect / exploitation, assault / harassment, disability 
discrimination, enrollment, language access, and scheduling are not shown. 

Exhibit 5.49 shows that more than half of appeals (56%) were resolved in favor of MCPs, 
but the majority of grievances (64%) were resolved in favor of members. 
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Exhibit 5.49. Resolution Status of Appeals and Grievances, January 2022 to 
December 2024 

 
Source: Community Supports Appeals and Grievances Data, January 1, 2022, to December 10, 
2024. 
Note: MCP = Managed Care Plan. 

 
Measure 3. MCPs’ self-reported perception of Community Supports’ 
effectiveness at addressing members’ HRSN 

This measure is addressed in Goal 1 Evaluation Question 1 Measure 4 Exhibit 5.12, which 
indicated that MCPs perceived a positive impact on member health and well-being with 
average ratings that ranged from 6.6 for Day Habilitation to 9.0 for Housing Deposits 
(on a scale of very low (0) to very high (10). Additional information was provided in Goal 
4 Evaluation Question 6 Measure 5 Exhibit 5.43, which showed that MCPs rated the 
perceived effectiveness of Community Supports at addressing members’ HRSNs as 8.3 
out of 10. 

Measure 4. Providers’ self-reported perception of Community Supports’ 
effectiveness at addressing members’ HRSN 

Data source: June to July 2025 provider survey. 

Surveyed providers were asked to rate how effective Community Supports were at 
addressing member needs, improving coordination of care, and increasing member 
service access and utilization on a scale from not at all effective (0) to extremely effective 

In favor of member 17% 
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In favor of MCP 56% 
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(6). Exhibit 5.50 shows that, on average, providers perceived Community Supports as 
most effective at improving client access to other social services (4.9), at better 
addressing client needs (4.8), improving quality of care provided to clients (4.8), and 
improving client access to housing when needed (4.8) and least effective at earlier 
identification of client needs (4.5) and improving care coordination with other providers 
(4.5). 

 
Exhibit 5.50. Provider Ratings of Community Supports’ Effectiveness at Addressing 
Member Needs, Service Access, and Service Utilization 

 

Source: Enhanced Care Management and Community Supports Provider Survey, June to July 
2025. 
Note: Data were based on 177 unique respondents who offered Community Supports and 
excluded 29 respondents who did not answer the question. 

 
Measure 5. Members’ self-reported knowledge and satisfaction with 
anticipated and actual Community Supports received 

Data sources: Member survey. 

Data for this measure were not available for the Interim Evaluation Report and will be 
addressed in the Summative Evaluation Report. 
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Evaluation Question 9: Following receipt of housing-related 
Community Supports, are members being transitioned to other 
appropriate supports when needed? 

Data source: Quarterly Implementation and Monitoring Reports (QIMRs). 

Data on the proportion of housing-related Community Supports users that were 
subsequently housed were not available and will be addressed in the Summative 
Evaluation Report. Instead, data on use of Housing Transition Navigation Services were 
examined as the most expedient next step following Recuperative Care or Short-Term 
Post-Hospitalization Housing. 

Exhibit 5.51 shows that 35% of Recuperative Care users utilized Housing Transition 
Navigation Services during the same quarter, as a proxy for simultaneous use or in the 
following quarters without an interruption as a proxy sequential use. Also, 63% of Short-
Term Post-Hospitalization Housing users also utilized Housing Transition Navigation 
Services simultaneously or sequentially. Additional analyses found that 9% of 
Recuperative Care users subsequently transitioned to Short-Term Post-Hospitalization 
Housing (data not shown). 

Exhibit 5.51. Proportion of Recuperative Care or Short-Term Post-Hospitalization 
Housing Users that Simultaneously or Sequentially Utilized Housing Transition 
Navigation Services, January 2022 to September 2024 

 

Source: Quarterly Implementation and Monitoring Reports, 2022 Q1 to 2024 Q3. 
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Note: QIMRs assessed service utilization in three-month intervals. Members were counted as 
simultaneously receiving Community Supports if utilization occurred in the same quarter and as 
sequentially receiving if utilization occurred in the following quarter. 

 
Evaluation Question 10: Will Community Supports improve quality and 
outcomes of health care? 
Data needed to address this Evaluation Question and related measures were not 
available for the Interim Evaluation Report and will be addressed in the Summative 
Evaluation Report. 

Goal 7: Reduce disparities in service utilization, quality of 
care, and outcomes of care 
Goal 7 is addressed with two Evaluation Questions and five associated measures 
articulated in the Evaluation Questions and Hypotheses sections of this report. Data 
sources were not available in time for inclusion in the Interim Evaluation Report and will 
be addressed in the Summative Evaluation Report. 

Evaluation Question 11: Are there disparities in Community Supports 
uptake based on member demographic characteristics, health 
conditions or community characteristics? 
Data sources: Quarterly Implementation and Monitoring Reports (QIMRs); Medi-Cal 
eligibility and claims data. 

Data needed to address this Evaluation Question and related measures were not 
available for the Interim Evaluation Report and will be addressed in the Summative 
Evaluation Report. 

Evaluation Question 12: Will Community Supports impact disparities in 
downstream physical or behavioral health services utilization, quality 
of care, or outcomes of care? 
Data sources: QIMRs; Medi-Cal eligibility and claims data. 

Data needed to address this Evaluation Question and related measures were not 
available for the Interim Evaluation Report and will be addressed in the Summative 
Evaluation Report. 
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Goal 8: Ensure Community Supports are cost-effective 
alternatives to state plan services or settings 
Goal 8 is addressed with one Evaluation Question and one associated measure 
articulated in the Evaluation Questions and Hypotheses sections of this report. Data 
sources needed to address Goal 8 were not available in time for inclusion in the Interim 
Evaluation Report and will be addressed in the Summative Evaluation Report. 

Evaluation Question 13: Will Community Supports impact cost of care? 
Data sources: Medi-Cal eligibility and claims data. 

Data to address this Evaluation Question and related measures were not available for 
the Interim Evaluation Report and will be addressed in the Summative Evaluation 
Report. Additional information regarding planned analyses is available in Section 3. 

G. Conclusions 
Goal 1: Increase offering of Community Supports by MCPs 
Evaluation data indicate significant progress towards this goal as of the Interim 
Evaluation Report and suggested that the related hypothesis for this goal was true. This 
conclusion was based on evidence that the number of Medicaid managed care plans 
(MCPs) offering each Community Support and the proportion of California counties in 
which at least one MCP offered each Community Support all increased over time. MCPs 
described local capacity and readiness, perceived importance of the Community 
Supports in addressing member needs, and perceived cost-effectiveness and financial 
sustainability of the Community Supports as important to the decision of whether and 
when to offer the service. In 2024 and 2025, MCPs were only beginning to transition 
from initial implementation to more robust monitoring and quality improvement; the 
Summative Evaluation Report will assess whether MCP perceptions of cost-effectiveness 
and financial sustainability of each Community Support changed over time, and whether 
MCPs discontinued any Community Supports and why. 
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Goal 2: Increase contracts between providers and MCPs for 
Community Supports services 
Evaluation data indicated significant progress towards this goal as of the Interim 
Evaluation Report, with related hypotheses for this goal either true or likely true. This 
conclusion was based on evidence that the number of contracted providers and the 
number of contracts per provider increased between 2022 and 2024. Because MCPs 
were required to develop county-specific contracts, the number of contracted providers 
and the number of contracts per providers were both important indicators of how 
provider networks for Community Supports may be changing over time. 

The number of contracted providers and the number of contracts per provider increased 
for all Community Supports between 2022 and 2024. However, evaluation data indicated 
decreases in the number of contracted providers and the number of contracts per 
provider for seven Community Supports between 2023 and 2024 for Recuperative Care, 
Day Habilitation, ALF Transitions, Community or Home Transition Services, 
Environmental Accessibility Adaptations, Sobering Centers, and Asthma Remediation. 
These decreases could reflect adjustments based on local service need, consolidation of 
contracts with a smaller number of high-quality, high-volume providers, or could be 
indicative of decreased availability of Community Supports in certain communities, for 
example, if MCPs or providers did not find contracting for a Community Support 
financially sustainable. In addition, findings also indicated a decrease between 2023 and 
2024 in the number of contracted providers coupled with an increase in the number of 
contracts for Housing Tenancy and Sustaining Services, likely reflecting a shift in 
contracting practices in which a smaller set of providers were contracting with more 
MCPs and/or providing services in more counties. Trends in the number of contracted 
providers and the number of contracts for each Community Support will continue to be 
monitored in the Summative Evaluation Report, along with additional data collection 
and analyses to explain observed trends and assess their potential impact on member 
utilization of Community Supports. 

Finally, although DHCS did not require MCPs to contract with specific types of providers, 
DHCS recommended that MCPs contract with community-based providers when 
possible. Assessing the types of providers contracted to provide Community Supports 
services was important because community-based providers were hypothesized to be 
more successful in identifying and engaging eligible members in services, and in 
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ensuring that Community Supports were coordinated with and supplement other 
services already being provided in the community. As of the Interim Evaluation Report, 
the majority of Community Supports providers were community-based, as measured by 
public or private non-profit ownership. The exceptions were providers of Respite 
Services and Personal Care and Homemaker Services, who were primarily private for-
profit providers. However, these markets were predominantly comprised of private for-
profit providers prior to implementation of Community Supports. The proportion of 
contracts with private for-profit providers also varied considerably across MCPs. Trends 
in the proportion of MCP contracts with private for-profit providers for each Community 
Support will be further assessed in the Summative Evaluation Report, along with 
alternative measures of whether a provider is community-based aligned with DHCS’s 
definition. 

Goal 3: Increase utilization of Community Supports by eligible 
members 
Evaluation data indicated significant progress towards this goal and confirmed that 
related hypotheses for this goal were true as of the Interim Evaluation Report. These 
conclusions were based primarily on evidence of substantial growth in the number of 
Community Supports users between 2022 and 2024. Community Supports services are 
voluntary for members, and prior evidence suggests that identifying members’ HRSNs 
and engaging them in services can be challenging.81 Member utilization of Community 
Supports over time was therefore a critical indicator of improvement (or lack thereof) in 
members’ access to and engagement in these services. Although the number of users 
increased for all Community Supports, the total number of users of certain Community 
Supports such as Community or Home Transition Services and ALF Transitions remained 
fairly low. Providers that successfully delivered these Community Supports indicated the 
importance of proactive outreach to nursing facilities and of helping nursing facilities 
complete required referral paperwork once eligible members were identified. In the 
Summative Evaluation Report, UCLA-RAND will assess the proportion of eligible Medi-
Cal members that used each Community Support as an additional, important indicator 
of program reach. 

Of additional note were findings that showed the proportion of members who were 
authorized and subsequently used Community Supports was relatively low for certain 
Community Supports including Short-Term Post-Hospitalization Housing, Housing 
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Deposits, ALF Transitions, Community or Home Transition Services, and Environmental 
Accessibility Adaptations. The lower rates may have been due to delays between when 
services were requested and provided, which could have negatively impacted use. Any 
delays in authorization of these Community Supports could have prevented housing 
placement or placement in a home or community-based setting. To avoid delays, MCPs 
were able to permit presumptive authorization that allows qualified providers to deliver 
Community Supports prior to receiving authorization. However, MCPs could still deny 
authorization and payment. Thus, not all providers chose to take advantage of this 
option due to its financial risk. This issue alongside potential impacts on member 
outcomes will be further examined in the Summative Evaluation Report. 

Goal 4: Examine whether and how public investments in 
housing and other HRSN services change over time in concert 
with new Medicaid funding for those services 
Evaluation data indicated moderate progress towards this goal as of the Interim 
Evaluation Report, with the related hypothesis confirmed as true. This conclusion was 
principally based on evidence of increased public investment in homeless support and 
housing programs in concert with new Medicaid funding for those services. The 
conclusion was also based on qualitative data from community-based providers’ 
descriptions of how they used new Medicaid funding, particularly from the HHIP and 
Community Supports, to supplement other public investments and services and address 
gaps in care for members experiencing or at-risk of homelessness. 

In terms of public investments in housing, the number of permanent housing beds was 
used as a meaningful indicator of impact on housing stability, both because it reflects 
housing stability directly85 and because the high potential overlap with eligibility for 
permanent housing and for housing-related Community Supports (e.g., Housing 
Tenancy and Sustaining Services). Similarly, the number of LIHTC units was used as an 
important indicator of efforts to build and preserve affordable housing within a 
community, with the percentage of units serving households at or below 30% the area 
median income serving as a specific indicator of the share of these homes available for 
people at risk of homelessness or for people previously unhoused. Data available for 
both of these measures as of the Interim Evaluation Report indicated substantial growth 
over the last decade in the number of permanent housing beds and the number of 
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LIHTC units in California, including between 2022 and 2024, when new Medicaid funding 
to address members’ housing-related social needs became available. 

Despite growth over time in these indicators, most MCPs and providers indicated that 
insufficient housing remained problematic in most communities. Insufficient housing 
was attributed in part to increased cost of living and increases in the number of people 
experiencing homelessness in California and similar to the United States as a whole. 
MCPs and providers described new Medicaid funding as critical for helping to address 
gaps in existing systems of care, and in improving integration of care for members 
experiencing homelessness or at-risk of homelessness and with significant physical or 
BH needs. At the same time, many community-based providers described availability of 
new Medicaid funding as resulting in increased competition due to emergence of new 
for-profit providers in their communities and as increasing administrative burden, 
raising concerns for some providers about financial sustainability over time. Perceived 
impacts of new Medicaid funding on existing systems of care will be further examined in 
the Summative Evaluation Report, along with analyses of impact on Community 
Supports provider or user outcomes. 

Goal 6: Improve quality of care and outcomes of care 
Evaluation data indicated limited progress towards this goal as of the Interim Evaluation 
Report, largely due to delays in receipt of data. Based on available data, only one 
hypothesis was confirmed as likely true indicating that the proportion of members 
transitioned to appropriate HRSNs supports would increase. Specifically, findings 
indicated that a substantial proportion of Recuperative Care users and Short-Term Post-
Hospitalization users either simultaneously or sequentially used Housing Transition 
Navigation Services. Aggregate data on Community Supports-related appeals, 
grievances, and resolution status were included as an indicator of member satisfaction 
but could not be assessed over time in relation to total Community Supports use for the 
Interim Evaluation Report. Other analyses needed to assess progress towards this goal 
and related hypotheses will be completed and presented in the Summative Evaluation 
Report. 
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Overall Conclusions 
Overall, findings indicate significant progress towards four Community Supports goals, 
and available evidence in the Interim Evaluation Report indicated that all hypotheses 
associated with these four goals were true or likely true (Exhibit 0.1). 

Inability to determine progress for the remaining goals could be attributed to lack of 
available data as of the Interim Evaluation Report, rather than failure to achieve the 
goals. UCLA-RAND anticipates addressing these limitations in the Summative Evaluation 
Report, where additional analyses will be conducted to: 

» Examine alternative or additional methods of identifying community-based 
providers in alignment with DHCS’ definition. 

» Assess MCPs and providers’ perceptions of whether the number of eligible and 
contracted providers were sufficient to meet service needs. 

» Identify members that were eligible for but did not use Community Supports. 

» Compare demographic and health characteristics of Community Supports users 
to eligible non-users. 

» Compare demographic and health characteristics of members using multiple 
Community Supports to those using only one. 

» Examine member self-reported mechanisms for learning about Community 
Supports, satisfaction with Community Supports received, and downstream 
impact of receiving Community Supports on their health and well-being. 

» Impact of Community Supports use on member access to outpatient care, acute 
care utilization, and long-term care admission and stays relative to eligible non-
users. 

» Impact of Community Supports use on member quality and outcomes of care, 
relative to eligible non-users. 

» Impact of housing-related Community Supports use on housing stability, if 
feasible. 

» As appropriate, re-examine measures already analyzed for the Interim Evaluation 
Report using updated data. 
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H. Interpretations, and Policy Implications and 
Interactions with Other State Initiatives 
Community Supports were implemented with the intent of improving the health and 
well-being of eligible Medi-Cal members by helping them live healthier lives and avoid 
higher, costlier levels of care such as ED use, hospitalization, or nursing facility care.2,12 

Community Supports were implemented in conjunction with other broad-based delivery 
system, program, and payment reforms under the CalAIM and BH Community-Based 
Organized Networks of Equitable Care and Treatment Section 1115 and 1915(b) 
Medicaid Waivers and through other initiatives collectively focused on making Medi-Cal 
services more person-centered and coordinated and help members maximize their 
health and life trajectory. Other programs and initiatives expected to influence 
implementation of Community Supports were previously summarized in Exhibit 5.Exhibit 
5.. Hypothesized impacts of these programs or initiatives on Community Supports are 
described below: 

» ECM: This new Medi-Cal benefit to provide eligible members with comprehensive 
care management and coordination of care is expected to improve member 
identification and engagement in Community Supports, as well as outcomes of 
care. 

» JI Reentry initiative: This initiative, which includes pre-release Medi-Cal 
enrollment strategies, 90-day pre-release services, and BH linkages to improve 
continuity of care and access to needed for care for eligible members upon release 
from state prison, county jails, and youth correctional facilities, is expected to 
increase the number of members eligible for and referred to Community Supports. 

» Providing Access and Transforming Health: This 2022 to 2026 CalAIM Section 
1115 Waiver program is expected to improve provider capacity and infrastructure 
to participate in Community Supports and other CalAIM initiatives. 

» IPP: This 2022 to 2024 DHCS program is expected to improve provider 
participation in Community Supports as well as access and quality of care for 
Community Supports users by providing incentives to Medicaid managed care 
plans (MCPs) to support member engagement and service delivery, infrastructure 
and capacity development, program quality, and service access for ECM and 
Community Supports. 
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» HHIP: This 2022 to 2024 Medicaid Home and Community-Based Services initiative 
is expected to influence Community Supports implementation and outcomes by 
improving local infrastructure and capacity to address homelessness, e.g., by 
helping MCPs partner with other stakeholders in the community to develop street 
or field medicine programs, Recuperative Care, Short-Term Post-Hospitalization 
Housing, Sobering Center facilities, or temporary or permanent housing. 

» Asthma Preventive Services benefit: This new Medi-Cal state plan benefit is 
expected to complement the Asthma Remediation Community Support by covering 
asthma self-management education and in-home environmental trigger 
assessments that may also be needed to treat eligible members with poorly 
controlled asthma. 

» Community Health Worker benefit: This new Medi-Cal state plan benefit is 
expected to complement Community Supports through provision of preventive 
health services, such as prevention and control of chronic conditions and BH, by 
non-licensed public health workers, to members not eligible for ECM that could 
benefit from this support. 

» MCP Transition: In 2024, the MCP Transition implemented as part of California’s 
CalAIM 1115 and 1915(b) Waivers and DHCS’ new five-year direct contract with 
Kaiser Permanente resulted in changes to the Medi-Cal MCPs contracted to serve 
members in many California counties. This transition could have affected 
Community Supports implementation through its impact on which MCPs were 
eligible to offer Community Supports, and on these MCPs’ provider networks. 

I. Lessons Learned and Recommendations 
Lessons Learned 
Overall 

» Community Supports are generally perceived by Medicaid managed care plans 
(MCPs) and providers as addressing important gaps in care within communities and 
as supplementing existing systems of care and should be sustained if proven cost-
effective. 

» MCPs without prior experience offering services to address members’ HRSNs 
require support in how to identify and contract with high-quality service providers 
and appropriately monitor service quality. 
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» MCPs vary in the extent to which they voluntarily contract with community-based 
providers for HRSN services. If MCPs contracting with community-based providers 
is a priority, MCPs should be provided with additional incentives or support to do 
so. 

» Non-local providers may be less likely than local providers to combine Community 
Supports with other resources and offer Community Supports as part of a broader 
continuum of care. Further data collection is needed to understand how this may 
impact quality and outcomes of care for members. If integration of Community 
Supports within a broader continuum of care is a priority, this should be clearly 
communicated to providers and monitored. 

» Low reimbursement rates and high administrative burden within Medicaid were 
challenging for MCPs and providers and can be a barrier to provider participation 
and perceived financial sustainability of Community Supports. Adequate funding 
levels and efforts to reduce administrative burden should be considered. 

» Funding the development of capacity among providers are critical as they enable 
community-based providers to develop the infrastructure and workflows needed to 
adapt to rapidly changing policy guidance on Community Supports and to meet 
Medi-Cal billing, compliance, and reporting requirements. Continuing to provide 
PATH funding, IPP, or HHIP will be important to providers’ ability to implement any 
major policy changes in the future. 

» Efforts to improve awareness of Community Supports in certain communities and 
with certain referral partners will be important for increasing utilization of certain 
Community Supports. 

Specific Community Supports 

» Offering Housing Deposits would be more feasible for providers if it is 
implemented as part of a flexible housing subsidy pool or include administrative 
fee for providers rather than operate on a strict cost reimbursement basis. 

» New Medicaid funding has resulted in rapid growth in Recuperative Care but is also 
perceived as increasing competition as well as increased referrals of members with 
more acute or complex care needs. Recuperative Care providers therefore report 
less capacity to serve members with less acute needs. Recuperative Care providers 
also continue to report difficulty serving members who require support with 
Activities of Daily Living or Instrumental Activities of Daily Living. 
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» Clear policy guidance is needed to help MCPs and providers differentiate Medically 
Tailored Meals / Medically Supportive Food from interventions to address food 
insecurity. Monitoring the type and quality of intervention being provided to 
members is also important to assess impact on member health and outcomes. 

Recommendations to Other States 
Interim Evaluation Report findings have implications for other states implementing or 
considering implementation of Community Supports as a Medicaid benefits to address 
members’ health-related social needs. Specific recommendations include: 

» Assess whether MCPs have prior experience offering similar benefits. MCPs without 
prior experience may require preliminary support with pricing guidance, developing 
provider networks, and with how to assess quality of services to address members’ 
HRSN. 

» Allocate funding to develop provider capacity and infrastructure, particularly if 
engagement of community-based providers without prior experience billing 
Medicaid is important to member engagement or to ensure Community Supports 
are integrated within existing systems of care. 

» Dedicate time to engage relevant stakeholders and develop clear policy guidance 
on eligibility criteria, allowable duration or frequency of service use (when 
applicable), referral processes, authorization, claims submission, and reporting 
requirements prior to program implementation. 

» Reduce administrative burden on providers where possible. 

» Dedicate resources to increase awareness of these new benefits and their eligibility 
criteria among providers expected to refer eligible members for services. Certain 
referral providers, such as skilled nursing facilities and assisted living facilities, may 
require support in completing referral paperwork once eligible members are 
identified. 

» Encourage MCPs to allow presumptive authorization for time-sensitive benefits, 
while ensuring providers are aware of associated financial risks. 

» Implementation of Community Supports to address housing as an HRSN should be 
accompanied with upstream investment in increasing the supply of affordable 
housing available. 
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Offering Housing Deposits and other housing-related benefits involving large sums of 
money should be implemented as part of a flexible housing subsidy pool or include 
administrative fee for providers rather than operate on a strict cost reimbursement basis 
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Appendix A. GPP Services, Service Categories, 
and Point Values (2015-2023) 
The table below provides a list of services that were used in analyses conducted to 
answer GPP Evaluation Question 2. The arrows that appear alongside selected point 
values indicate increases or decreases in point values in the PY relative to the prior 
program year. “N/A” indicates that the service was not eligible for earning points in the 
program year. 

 

Code GPP Service 
Description 

Service Category* PY1 
Point 

Values 

PY2 
Point 

Values 

PY3 
Point 

Values 

PY4-5 
Point 

Values 

PY6-7 
Point 

Values 

PY8 
Point 

Values 

PY9-12 
Point 

Values 

1B04 Dental 1. Outpatient, 
traditional 

62 62 62 62 62 62 68↑ 

1B05 Outpatient 
Primary/Specialty 

1. Outpatient, 
traditional 

100 100 100 100 100 100 110↑ 

1B06 Contracted 
Primary/Specialty 

1. Outpatient, 
traditional 

19 19 19 19 19 19 21↑ 

1D13 Outpatient Surgery 1. Outpatient, 
traditional 

776 776 776 776 776 776 850↑ 

1A01 Registered nurse-only 
visit 

2. Outpatient, non-
traditional 

50 50 50 50 50 50 55↑ 

1A02 PharmD visit 2. Outpatient, non-
traditional 

75 75 75 75 75 75 82↑ 

1A03 Complex care manager 2. Outpatient, non-
traditional 

75 75 75 75 75 75 82↑ 

2A14 Wellness 2. Outpatient, non-
traditional 

15 15 15 15 15 15 16↑ 

2A15 Patient support group 2. Outpatient, non-
traditional 

15 15 15 15 15 15 16↑ 

2A16 Community health 
worker 

2. Outpatient, non-
traditional 

15 15 15 15 15 15 16↑ 

2A17 Health coach 2. Outpatient, non-
traditional 

15 15 15 15 15 15 16↑ 

2A18 Panel management 2. Outpatient, non-
traditional 

15 15 15 15 15 15 16↑ 

2A19 Health education 2. Outpatient, non-
traditional 

25 25 25 25 25 25 27↑ 

2A20 Nutrition education 2. Outpatient, non-
traditional 

25 25 25 25 25 25 27↑ 

2A21 Case management 2. Outpatient, non-
traditional 

25 25 25 25 25 25 27↑ 

2A22 Oral hygiene 2. Outpatient, non-
traditional 

30 30 30 30 30 30 33↑ 
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Code GPP Service 
Description 

Service Category* PY1 
Point 

Values 

PY2 
Point 

Values 

PY3 
Point 

Values 

PY4-5 
Point 

Values 

PY6-7 
Point 

Values 

PY8 
Point 

Values 

PY9-12 
Point 

Values 

2A51 Doula service (prenatal 
or postnatal) 

2. Outpatient, non-
traditional 

N/A N/A N/A N/A N/A 60 66↑ 

2A52 Peer support 2. Outpatient, non-
traditional 

N/A N/A N/A N/A N/A 25 27↑ 

2B23 Group medical visit 2. Outpatient, non-
traditional 

50 50 50 50 50 50 55↑ 

2B24 Integrative therapy 2. Outpatient, non-
traditional 

50 50 50 50 50 50 55↑ 

2B25 Palliative care 2. Outpatient, non-
traditional 

50 50 50 50 50 50 55↑ 

2B26 Pain management 2. Outpatient, non-
traditional 

50 50 50 50 50 50 55↑ 

2C27 Home nursing visit 2. Outpatient, non-
traditional 

75 75 75 75 75 75 82↑ 

2C28 Paramedic treat and 
release 

2. Outpatient, non-
traditional 

75 75 75 75 75 75 82↑ 

2C29 Mobile clinic visit 2. Outpatient, non-
traditional 

90 90 90 90 90 90 99↑ 

2C30 Physician home visit 2. Outpatient, non-
traditional 

125 125 125 125 125 125 137↑ 

3A31 Texting 2. Outpatient, non-
traditional 

1 1 1 1 1 1 1 

3A32 Video-observed therapy 2. Outpatient, non-
traditional 

10 10 10 10 10 10 11↑ 

3A33 Nurse advice line 2. Outpatient, non-
traditional 

10 10 10 10 10 10 11↑ 

3A34 Registered nurse e-visit 2. Outpatient, non-
traditional 

10 10 10 10 10 10 11↑ 

3B35 Email consultation with 
PCP 

2. Outpatient, non-
traditional 

30 30 30 30 30 30 33↑ 

3C36 Telehealth (patient - 
provider) - Store & 
Forward 

2. Outpatient, non-
traditional 

50 50 50 50 50 100↑ 110↑ 

3C37 Telehealth (provider - 
provider) – e-Consult / 
e-Referral 

2. Outpatient, non-
traditional 

50 50 50 50 50 50 55↑ 

3C38 Telehealth – Other Store 
& Forward 

2. Outpatient, non-
traditional 

50 65↑ 65 65 65 100↑ 110↑ 

3D39 Telephone consultation 
with PCP 

2. Outpatient, non-
traditional 

75 75 75 75 75 100↑ 110↑ 

3D40 Telehealth (patient - 
provider) - real time 

2. Outpatient, non-
traditional 

90 90 90 90 90 100↑ 110↑ 

3D41 Telehealth (provider - 
provider) - real time 

2. Outpatient, non-
traditional 

90 90 90 90 90 90 99↑ 
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Code GPP Service 
Description 

Service Category* PY1 
Point 

Values 

PY2 
Point 

Values 

PY3 
Point 

Values 

PY4-5 
Point 

Values 

PY6-7 
Point 

Values 

PY8 
Point 

Values 

PY9-12 
Point 

Values 

4A44 Recuperative / respite 
care days 

3. Low-intensity 
inpatient 

85 85 85 85 85 85 93↑ 

4A45 Skilled nursing facility 3. Low-intensity 
inpatient 

141 141 141 141 141 141 154↑ 

4B46 Med/surg, etc. (acute 
rehab, stepdown) 

4. Inpatient 
Medical/Surgical 

634 630.2↓ 624.5↓ 615.0↓ 613.1↓ 613.1 665↑ 

1C10 Outpatient emergency 
room 

5. Emergency 160 158.4↓ 156.0↓ 152↓ 151.2↓ 151.2 164↑ 

1C11 Contracted emergency 
room (All other) 

5. Emergency 70 69.3↓ 68.3↓ 66.5↓ 66.2↓ 66.2 72↑ 

1CMD Contracted emergency 
room (Calculated from 
Maddy funds) 

5. Emergency 70 69.3↓ 68.3↓ 66.5↓ 66.2↓ 66.2 72↑ 

1B07 Mental health 
outpatient 

6. BH outpatient 38 38 38 38 38 38 42↑ 

1B08 Substance use 
outpatient 

6. BH outpatient 11 11 11 11 11 11 12↑ 

1B09 Substance use 
methadone 

6. BH outpatient 2 2 2 2 2 2 2 

4A42 Mental health/substance 
use residential 

7. BH residential 23 23 23 23 23 23 25↑ 

4A43 Sobering center days 7. BH residential 50 50 50 50 50 50 55↑ 

4B47 Mental health inpatient 8. BH inpatient 341 339.0↓ 335.9↓ 330.8↓ 329.8↓ 329.8 357↑ 

1C12 Mental health 
emergency room/crisis 
stabilization 

9. BH emergency 250 247.5↓ 243.8↓ 237.5↓ 236.3↓ 236.3 256↑ 

5A53 Enhanced Care 
Management 

10. Equity 
Enhancing 

N/A N/A N/A N/A N/A N/A 82 PUPM 

5B54 Asthma remediation 10. Equity 
Enhancing 

N/A N/A N/A N/A N/A N/A 88/case 

5B55 Community transition: 
Nursing facility to home 

10. Equity 
Enhancing 

N/A N/A N/A N/A N/A N/A 241 PUPM 

5B56 Day habilitation 10. Equity 
Enhancing 

N/A N/A N/A N/A N/A N/A 3.30/hour 

5B57 Housing deposits 10. Equity 
Enhancing 

N/A N/A N/A N/A N/A N/A 767/move- 
in 

5B58 Housing tenancy and 
sustaining services 

10. Equity 
Enhancing 

N/A N/A N/A N/A N/A N/A 99 PUPM 

5B59 Housing 
transition/navigation 
services 

10. Equity 
Enhancing 

N/A N/A N/A N/A N/A N/A 99 PUPM 

5B60 Nursing facility 
transition/diversion to 
ALF 

10. Equity 
Enhancing 

N/A N/A N/A N/A N/A N/A 13/day 
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Code GPP Service 
Description 

Service Category* PY1 
Point 

Values 

PY2 
Point 

Values 

PY3 
Point 

Values 

PY4-5 
Point 

Values 

PY6-7 
Point 

Values 

PY8 
Point 

Values 

PY9-12 
Point 

Values 

5B61 Personal care services 10. Equity 
Enhancing 

N/A N/A N/A N/A N/A N/A 4.4/hour 

5B62 Short-term post-
hospitalization housing 

10. Equity 
Enhancing 

N/A N/A N/A N/A N/A N/A 16/day 

5C63 Team-based street 
outreach and 
engagement 

10. Equity 
Enhancing 

N/A N/A N/A N/A N/A N/A 164/visit 

*Services in Categories 4, 5, 8, and 9 are those that are provided in “high-intensity” settings. 
Note. PUPM=per user per month. 
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Appendix B. Specifications for Share of Points in 
Low-Intensity Setting Measures 

 

Measure Numerator Denominator 

Share of points in low-
intensity settings, all services 

Sum of points for: 
• Outpatient-traditional 
• Outpatient non-traditional 
• Low-intensity Inpatient 
• BH outpatient 
• BH residential 
• Equity-enhancing 

Sum of points for all services 
included in the numerator plus: 
• Emergency 
• Inpatient Medical/Surgical 
• BH inpatient 
• BH emergency 

Share of points in low-
intensity settings, non-BH 
services 

Sum of points for: 
• Outpatient-traditional 
• Outpatient non-traditional 
• Low-intensity Inpatient 
• Equity-enhancing 

Sum of points for all services 
included in the numerator plus: 
• Emergency 
• Inpatient Medical/Surgical 

Share of points in low-
intensity settings, BH 
services 

Sum of points for: 
• BH outpatient 
• BH residential 

Sum of points for all services 
included in the numerator plus: 
• BH inpatient 
• BH emergency 



 

Appendix C. Characteristics of GPP Service Users and Medi-Cal 
Comparison Group for Quality Measures 
The table below compares the demographic characteristics of the cohort of GPP users and Medi-Cal members that were 
included in the analyses for GPP Evaluation Question 1, comparing the quality of care between GPP users and Medi-Cal 
members. The sample sizes for some of the analyses using MCAS data are at times smaller than that of GPP due to the 
requirement that health plans using the hybrid method to provide data on their members are only required to submit 
information on a random sample of 411 members. Overall, there are substantial differences across the samples in terms of 
patient race, ethnicity, and preferred spoken language. Some of these differences may in part be due to differential 
definitions for these terms, including how to classify individuals with missing or unknown information or who decline to 
provide the requested information to health systems or DHCS. Others, however, may reflect real differences between the 
two samples. For example, the comparison sample of Medi-Cal members has a much higher proportion of patients whose 
preferred spoken language is English compared to the GPP user population. As more data become available, the 
evaluation team will continue to refine the sample of comparison Medi-Cal members to be more comparable to the GPP 
user population. 

 

 
 Colorectal 

Cancer 
Screening, 

GPP 

Colorectal 
Cancer 

Screening, 
Medi-Cal 

Hemoglobin 
A1c Control 
for Patients 

with 
Diabetes, 

GPP 

Hemoglobin 
A1c Control 
for Patients 

with 
Diabetes, 
Medi-Cal 

Cervical 
Cancer 

Screening, 
GPP 

Cervical 
Cancer 

Screening, 
Medi-Cal 

Breast 
Cancer 

Screening, 
GPP 

Breast 
Cancer 

Screening, 
Medi-Cal 

Total (n) 110,009 481,351 55,174 4,782 107,795 4,184 48,513 213,610 
Race (%)         

American Indian or 
Alaska Native 

0.5 0.5 0.5 0.9 0.5 0.8 0.5 0.5 
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 Colorectal 
Cancer 

Screening, 
GPP 

Colorectal 
Cancer 

Screening, 
Medi-Cal 

Hemoglobin 
A1c Control 
for Patients 

with 
Diabetes, 

GPP 

Hemoglobin 
A1c Control 
for Patients 

with 
Diabetes, 
Medi-Cal 

Cervical 
Cancer 

Screening 
GPP 

Cervical 
Cancer 

Screening, 
Medi-Cal 

Breast 
Cancer 

Screening, 
GPP 

Breast 
Cancer 

Screening, 
Medi-Cal 

Asian 7.0 16.8 5.6 17.2 4.3 13.7 8.7 18.0 
Black or African 
American 

3.6 11.1 3.0 11.3 2.7 9.0 4.0 10.2 

Native Hawaiian or 
Pacific Islander 

0.4 0.7 0.5 0.8 0.3 0.6 0.5 0.7 

White 25.0 34.1 26.0 31.3 30.5 35.1 25.4 34.0 
Some Other Race 56.6 15.6 59.8 17.5 49.7 15.7 51.9 15.7 
Multiracial 1.2 2.0 1.0 3.7 1.5 3.3 1.1 2.0 

Ethnicity (%)         

Hispanic or Latino 70.1 40.2 77.3 41.0 68.4 41.9 65.3 42.3 
Not Hispanic or 
Latino 

19.0 25.9 14.5 36.5 14.5 34.3 21.6 24.5 

Preferred Spoken 
Language (%) 

        

English 22.3 63.7 20.6 71.1 25.4 76.3 23.3 57.0 
Spanish 71.6 23.2 75.3 18.6 69.4 16.0 68.5 28.3 
All others 5.0 13.0 3.4 10.4 4.1 7.7 6.6 14.7 

Gender (%)         

Male 36.2 39.2 39.0 44.2 0.0 0.0 0.0 0.0 
Female 53.4 60.8 51.3 55.8 100.0 100.0 100.0 100.0 

Sexual Orientation 
(%) 

        

Straight or 
heterosexual 

78.1 N/A 79.8 N/A 77.0 N/A 79.5 N/A 

Lesbian, gay, or 
homosexual 

1.0 N/A 0.8 N/A 0.5 N/A 0.4 N/A 
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 Colorectal 
Cancer 

Screening, 
GPP 

Colorectal 
Cancer 

Screening, 
Medi-Cal 

Hemoglobin 
A1c Control 
for Patients 

with 
Diabetes, 

GPP 

Hemoglobin 
A1c Control 
for Patients 

with 
Diabetes, 
Medi-Cal 

Cervical 
Cancer 

Screening, 
GPP 

Cervical 
Cancer 

Screening, 
Medi-Cal 

Breast 
Cancer 

Screening, 
GPP 

Breast 
Cancer 

Screening, 
Medi-Cal 

Bisexual 0.3 N/A 0.3 N/A 0.5 N/A 0.0 N/A 
Other 0.2 N/A 0.0 N/A 0.2 N/A 0.0 N/A 

Source: GPP Health Equity Report, 2023; MCAS, 2023. 
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Appendix D. Community Supports Eligibility Criteria and Allowable 
Duration or Frequency of Use 
Exhibit 5.52. Community Supports Eligibility Criteria, Effective April 2025 

Community Support Eligibility Criteria 

Recuperative Care (Medical 
Respite) 

Individuals who meet all of the following criteria: 
• Individuals requiring recovery in order to heal from an injury or illness; 
• Experiencing or at risk of homelessness. 

Short-Term Post-
Hospitalization Housing 
(also known as short-term 
post-transition housing) 

Individuals who meet all of the following criteria: 
• Individuals who are exiting an institution, which includes recuperative care facilities (including 

facilities covered under Community Support Recuperative Care or other facilities outside of 
Medi-Cal), inpatient hospitals (either acute or psychiatric or Chemical Dependency and 
Recovery hospital), residential SUD or mental health treatment facility, correctional facility, or 
nursing facility; 

• Experiencing or at risk of homelessness; 
• Meet one of the following criteria: 

o Are receiving Enhanced Care Management; 
o Have one or more serious chronic conditions; 
o Have serious mental illness; 
o Are at risk of institutionalization or requiring residential services as a result 
o of a SUD. 

• Have ongoing physical or BH needs as determined by a qualified health professional that 
would otherwise require continued institutional care if not for receipt of Short-Term Post-
Hospitalization Housing. 

Transitional Rent Individuals who meet all of the following criteria: 
• Social Risk Factor Requirement: Experiencing or at risk of homelessness. 
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Community Support Eligibility Criteria 
 • Clinical Risk Factor Requirement: Must have one or more of the following qualifying clinical 

risk factors: 
o Meets the access criteria for Medi-Cal Specialty Mental Health Services (SMHS); 
o Meets the access criteria for Drug Medi-Cal (DMC) or Drug Medi-Cal Organized 

Delivery System (DMC-ODS); 
o One or more serious chronic physical health conditions; 
o One or more physical, intellectual, or developmental disabilities; 
o Individuals who are pregnant up through 12-months postpartum. 

• Individual must meet one of the following requirements: 
o Transitioning Population Requirement: Must be included within one of the following 

transitioning populations; 
 Transitioning out of an institutional or congregate residential setting: 

Individuals transitioning out of an institutional or congregate residential setting, 
including but not limited to an inpatient hospital stay, an inpatient or 
residential SUD treatment facility, an inpatient or residential mental health 
facility, or nursing facility. 

 Transitioning out of a carceral setting: Individuals transitioning out of a state 
prison, county jail, youth correctional facility, or other state, local, or federal 
penal setting where they have been in custody and held involuntarily through 
operation of law enforcement authorities. 

 Transitioning out of interim housing: Individuals transitioning out of transitional 
housing, rapid rehousing, a domestic violence shelter or domestic violence 
housing, a homeless shelter, or other interim housing, whether funded or 
administered by U.S. Department of Housing and Urban Development, or at the 
State or local level. 

 Transitioning out of recuperative care or short-term posthospitalization 
housing: Individuals transitioning out of short-term post-hospitalization 
housing or recuperative care, whether the stay was covered by Medi-Cal 
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Community Support Eligibility Criteria 
 managed care, or another source. 

 Transitioning out of foster care: Individuals having aged out of foster care up to 
age 26 (having been in foster care on or after their 18th birthday) either in 
California or in another state. 

o Experiencing unsheltered homelessness: Individuals or families with a primary 
nighttime residence that is a public or private place not designed for or ordinarily used 
as a regular sleeping accommodation for human beings, including a car, park, 
abandoned building, bus or train station, airport, or camping ground; 

o Eligible for Full-Service Partnership (FSP): a comprehensive BH program for individuals 
living with significant mental health and/or co-occurring substance use conditions that 
have demonstrated a need for intensive wraparound services. 

Housing Transition 
Navigation Services 

Individuals who meet one of the following criteria: 
• Individuals who meet the following social and clinical risk factor requirements; 

o Social Risk Factor Requirement: Experiencing or at risk of homelessness. 
o Clinical Risk Factor Requirement: Must have one or more of the following qualifying 

clinical risk factors: 
 Meets the access criteria for SMHS; 
 Meets the access criteria for DMC or DMC-ODS; 
 One or more serious chronic physical health conditions; 
 One or more physical, intellectual, or developmental disabilities; 
 Individuals who are pregnant up through 12-months postpartum. 

• Individuals who are determined eligible for Transitional Rent. 
• Individuals who are prioritized for a PSH unit or rental subsidy resource through the local 

homeless Coordinated Entry System or similar system designed to use information to identify 
highly vulnerable individuals with disabilities and/or one or more serious chronic conditions 
and/or serious mental illness, institutionalization or requiring residential services because of a 
SUD and/or is exiting incarceration. 
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Community Support Eligibility Criteria 

Housing Deposits Individuals who meet one of the following criteria: 
• Individuals who meet the following social and clinical risk factor requirements: 

o Social Risk Factor Requirement: Experiencing or at risk of homelessness. 
o Clinical Risk Factor Requirement: Must have one or more of the following qualifying 

clinical risk factors: 
 Meets the access criteria for SMHS; 
 Meets the access criteria for DMC or DMC-ODS; 
 One or more serious chronic physical health conditions; 
 One or more physical, intellectual, or developmental disabilities; 
 Individuals who are pregnant up through 12-months postpartum. 

• Individuals who are determined eligible for Transitional Rent. 
• Individuals who are prioritized for a PSH unit or rental subsidy resource through the local 

homeless Coordinated Entry System or similar system designed to use information to identify 
highly vulnerable individuals with disabilities and/or one or more serious chronic conditions 
and/or serious mental illness, institutionalization or requiring residential services because of a 
SUD and/or is exiting incarceration. 

Housing Tenancy and 
Sustaining Services 

Individuals who meet one of the following criteria: 
• Individuals who meet the following social and clinical risk factor requirements: 

o Social Risk Factor Requirement: Experiencing or at risk of homelessness. 
o Clinical Risk Factor Requirement: Must have one or more of the following qualifying 

clinical risk factors: 
 Meets the access criteria for SMHS; 
 Meets the access criteria for DMC or DMC-ODS; 
 One or more serious chronic physical health conditions; 
 One or more physical, intellectual, or developmental disabilities; 
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Community Support Eligibility Criteria 
  Individuals who are pregnant up through 12-months postpartum. 

• Individuals who are determined eligible for Transitional Rent. 
• Individuals who are prioritized for a PSH unit or rental subsidy resource through the local 

homeless Coordinated Entry System or similar system designed to use information to identify 
highly vulnerable individuals with disabilities and/or one or more serious chronic conditions 
and/or serious mental illness, institutionalization or requiring residential services because of a 
SUD and/or is exiting incarceration. 

Day Habilitation Individuals who meet one of the following criteria: 
• Experiencing homelessness. 
• Exited homelessness and entered housing in the last 24 months. 
• At risk of homelessness or institutionalization whose housing stability could be improved 

through participation in a Day Habilitation Program. 

Medically Tailored Meals / 
Medically Supportive Food 

Individuals who have chronic or other serious health conditions that are nutrition sensitive, such as 
(but not limited to): cancer(s), cardiovascular disorders, chronic kidney disease, chronic lung disorders 
or other pulmonary conditions (e.g., asthma/chronic obstructive pulmonary disease), heart failure, 
diabetes or other metabolic conditions, elevated lead levels, end-stage renal disease, high cholesterol, 
human immunodeficiency virus, hypertension, liver disease, dyslipidemia, fatty liver, malnutrition, 
obesity, stroke, gastrointestinal disorders, gestational diabetes, high risk perinatal conditions, and 
chronic or disabling mental/BH disorders. 

ALF Transitions (formerly 
known as Nursing Facility 
Transition / Diversion to 
Assisted Living Facilities) 

Members residing in a nursing facility who meet all of the following criteria: 
• Have resided 60+ days in a nursing facility; 
• Are willing to live in an assisted living setting as an alternative to a nursing facility; 
• Are able to reside safely in an ALF (ALF). 

 
Members residing in the Community who meet all of the following criteria: 

• Are interested in remaining in the community; 
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Community Support Eligibility Criteria 
 • Are willing and able to reside safely in an ALF; 

• Meet the minimum criteria to receive nursing facility Level of Care (LOC) services and, in lieu of 
going into a facility, choose to remain in the community and continue to receive medically 
necessary nursing facility LOC services at an ALF. 

Community or Home 
Transition Services (formerly 
known as Community 
Transition Services / 
Nursing Facility Transition 
to Home) 

Individuals who meet all of the following criteria: 
• Are currently receiving medically necessary nursing facility LOC services and in lieu of 

remaining in the nursing facility or Recuperative Care setting are choosing to transition home 
and continue to receive medically necessary nursing facility LOC services; 

• Have lived 60+ days in a nursing home and/or Recuperative Care setting; 
• Are interested in moving back to the community; 
• Are able to reside safely in the community with appropriate and cost-effective supports and 

services. 
Personal Care and 
Homemaker Services 

Individuals who meet one of the following criteria: 
• Individuals at risk for hospitalization, or institutionalization in a nursing facility; 
• Individuals with functional deficits and no other adequate support system; 
• Individuals approved for In-Home Supportive Services. 

Respite Services Individuals who live in the community and are compromised in their ADLs and are therefore 
dependent upon a qualified caregiver who provides most of their support, and who require caregiver 
relief to avoid institutional placement. 

 
Other subsets may include children who previously were covered for Respite Services under the 
Pediatrics Palliative Care Waiver, foster care program beneficiaries, Members enrolled in either 
California Children’s Services or the Genetically Handicapped Persons Program, and Members with 
Complex Care Needs. 

Environmental Accessibility 
Adaptations (Home 
Modifications) 

Individuals at risk for institutionalization in a nursing facility. 
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Community Support Eligibility Criteria 

Sobering Centers Individuals ages 18 and older who are intoxicated but conscious, cooperative, able to walk, 
nonviolent, free from any medical distress (including life threatening withdrawal symptoms or 
apparent underlying symptoms), and who would otherwise be transported to the ED or a jail or who 
presented at an ED and are appropriate to be diverted to a Sobering Center. 

Asthma Remediation Members with a completed in-home environmental trigger assessment within the last 12 months 
through the Asthma Preventive Services benefit that identifies medically appropriate Asthma 
Remediations and specifies how the interventions meet the needs of the Member. Effective January 1, 
2026, MCPs must cover in-home environmental trigger assessments through the Asthma Preventive 
Services benefit, as described above. 

Source: DHCS Community Supports Policy Guide, Volumes 1 and 2, April 2025. 
Note: Transitional Rent will be evaluated separately in the BH-CONNECT 1115 Waiver Evaluation and is not examined in the Community Supports 
Evaluation. 
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Exhibit 5.53. Community Supports Allowable Use or Duration, Effective April 2025 
Community Support Allowable Use or Duration 

Recuperative Care (Medical 
Respite) 

Cannot exceed a duration of six months per rolling 12-month period and is subject to the six-month 
global cap on Room and Board services. 

Short-Term Post-
Hospitalization Housing 
(also known as short-term 
post-transition housing) 

Cannot exceed a duration of six months per rolling 12-month period and is subject to the six-month 
global cap on Room and Board services. 

Transitional Rent Cannot exceed a duration of six months per rolling 12-month period and is subject to the six-month 
global cap on Room and Board services. 

Housing Transition 
Navigation Services 

As long as necessary; no limit on number of times a member can be authorized for this service. 

Housing Deposits Available once per demonstration and can be approved one additional time with documentation as to 
what conditions have changed to demonstrate why providing this benefit will be more successful on 
the second attempt. 

Housing Tenancy and 
Sustaining Services 

As long as necessary; no limit on number of times a member can be authorized for this service. 

Day Habilitation As long as necessary; no limit on number of times a member can be authorized for this service. 

Medically Tailored Meals / 
Medically Supportive Food 

Covers up to two meals or meal packages per day using a combination of interventions and can be 
authorized for up to 12 weeks and re-authorized thereafter as medically necessary. 

Assisted Living Facility 
Transitions (formerly known 

Transition services and expenses are expected to be time-limited and ongoing assisted living services 
may continue as long as necessary but do not include room and board expenses. 
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Community Support Allowable Use or Duration 
as Nursing Facility 
Transition / Diversion to 
Assisted Living Facilities) 

 

Community or Home 
Transition Services (formerly 
known as Community 
Transition Services / 
Nursing Facility Transition 
to Home) 

Non-recurring set-up expenses are payable up to a total lifetime maximum amount of $7,500. 
Transitional coordination costs are not included in this total. 

Personal Care and 
Homemaker Services 

Cannot be utilized in lieu of In-Home Supportive Services. 

Respite Services May not exceed 24 hours per day or 336 hours per calendar year, inclusive of all in-home and in-
facility services. Exceptions to the calendar year limit can be made, with Medi-Cal MCP authorization, 
when the caregiver experiences an episode that leaves a Medicaid member without their caregiver 
(e.g., medical treatment and hospitalization). 

Environmental Accessibility 
Adaptations (Home 
Modifications) 

Payable up to a lifetime maximum of $7,500 for modifications needed for direct medical or remedial 
benefit to the member. The only exception is if a member’s place of residence changes or the 
member’s condition has changed so significantly that additional modifications are needed to ensure 
member health, welfare, and safety. 

Sobering Centers Covered for a duration of less than 24 hours but can be repeated as many times as necessary. 

Asthma Remediation Payable up to a lifetime maximum of $7,500, unless the member’s condition has changed so 
significantly that additional modifications are necessary to ensure member health, welfare, and safety 
or are necessary to enable the member to function with greater independence in the home and avoid 
institutionalization or hospitalization. 

Source: DHCS Community Supports Policy Guide, Volumes 1 and 2, April 2025. 
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Appendix E. California’s County-Based Managed 
Care System 
In California, the majority of Medi-Cal members are enrolled in managed care. The 
managed care delivery system is county-based, and the specific model of managed care in 
place within a given county can vary. 

Effective January 1, 2024, DHCS made changes to the Medicaid managed care plans 
(MCPs) available to Medi-Cal members in order to meet new requirements related to 
quality, equity, accessibility, and accountability. Changes in the MCP marketplace in turn 
influenced which MCPs were eligible to offer Community Supports. Major changes to the 
Medi-Cal MCP marketplace effective January 1, 2024, are further described in the 
Managed Care Transition Interim Report and also briefly summarized below. 

Changes to the Medi-Cal Managed Care Marketplace 

The main models of managed care used in California include: 

• County organized health system (COHS) or Single Plan: A single local MCP in 
the county manages care for all members. COHS are established by a county’s 
Board of Supervisors, governed by an independent commission, and exempt from 
state Knox-Keene Act licensure requirements, while Single Plans operate under 
authorization and sponsorship of a county or local authority and are licensed under 
the Knox-Keene Act. 

• Two Plan model: There are two MCPs within the county, a local MCP and a 
commercial MCP, offering members a choice. 

• Geographic managed care (GMC): Multiple commercial MCPs operate in the 
county, offering more options for residents. 

• In rural counties where fewer providers are available, California may adopt a 
regional model in which an MCP is contracted to serve two or more contiguous 
rural counties (i.e., a region). 

Exhibit 5.54 shows that the number of counties operating under a COHS or Single Plan 
model of managed care increased from 22 counties in 2023 to 37 counties in 2024, while 
the number of counties operating under Regional, GMC, or another county-specific model 
decreased from 22 counties in 2023 to seven counties in 2024. Overall, 45 of 58 counties 
experienced changes in the MCPs available to members between 2023 and 2024. 
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Exhibit 5.54. Number of Counties Operating Under Different MCP Models, 2023 and 
2024 
 Number of Counties 

in 2023 
Number of 

Counties in 2024 

COHS or Single Plan 22 37 

Two Plan 14 14 

Regional, GMC, or other county-specific model 22 7 
Source: DHCS Medi-Cal Managed Care Plans by County, December 2023. 
Note: Effective January 1, 2024, Kaiser Permanente became an additional, commercial MCP choice 
for certain members in 32 counties operating under COHS, Single Plan, and Two Plan MCP models. 
Two commercial MCPs, Aetna and United, stopped serving Medi-Cal members, and a third MCP, 
California Health and Wellness, ceased operating as a separate MCP and began operating as part 
of Health Net Community Solutions. In 2023, two counties (Imperial and San Benito) were 
operating under county-specific managed care models; these counties transitioned to other MCP 
models in 2024. 

 
MCPs offering Community Supports 

Except for Kaiser Permanente, which is required to offer all Community Supports per the 
terms of their Memorandum of Understanding with DHCS86 (effective May 30, 2023, to 
December 31, 2028), 14 of the 15 Community Supports are voluntary for MCPs to offer. 
Transitional Rent, which was not implemented until July 1, 2025, and will be evaluated 
separately as part of the Behavioral Health Community-Based Organized Networks of 
Equitable Care and Treatment 1115 Waiver evaluation, will become the first mandatory 
Community Support effective January 1, 2026. 

Exhibit 5.55 shows that in 2022, there were 26 MCPs eligible to offer Community Supports 
and in 2024, following changes to the Medi-Cal managed care marketplace, there were 24 
MCPs eligible to offer Community Supports. 

 
Exhibit 5.55. Managed Care Plans Eligible to Offer Community Supports, 2022 and 
2025 
MCP 2022 2025 

Aetna Yes No 

AIDS Healthcare Foundation Yes Yes 

Alameda Alliance for Health Yes Yes 

Anthem Blue Cross Yes Yes 
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MCP 2022 2025 

Blue Shield Promise Yes Yes 

California Health and Wellness Yes No 

CalOptima Yes Yes 

CalViva Yes Yes 

CenCal Health (formerly Santa Barbara Health Authority) Yes Yes 

Central California Alliance for Health Yes Yes 

Community Health Group Yes Yes 

Community Health Plan of Imperial Valley No Yes 

Contra Costa Health Plan Yes Yes 

Gold Coast Health Plan Yes Yes 

Health Net Community Solutions Yes Yes 

Health Plan of San Mateo Yes Yes 

Inland Empire Health Plan Yes Yes 

Kaiser Permanente Yes Yes 

Kern Family Health Care (formerly Kern Health Systems) Yes Yes 

L.A. Care Yes Yes 

Molina Healthcare of California Partner Plan Yes Yes 

Mountain Valley Health Plan (formerly Health Plan of San Joaquin) Yes Yes 

Partnership Health Plan Yes Yes 

Santa Clara Family Health Plan Yes Yes 

San Francisco Health Plan Yes Yes 

SCAN Health Plan Yes Yes 

United Healthcare Yes No 
Source: Community Supports Elections by Managed Care Plans, July 2022 and January 2025; 
Manual search of MCP ownership status. 
Note: Although Kaiser Permanente’s health plan is structured as a not-for-profit, the affiliated 
Permanente Medical Groups are all structured as for-profit entities. SCAN Health Plan is a MA plan 
that has elected to offer certain Community Supports to members dually eligible for Medicaid. 
AIDS Healthcare Foundation only serves eligible members living with HIV/AIDS in Los Angeles 
County, California. 
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Appendix F. Revised Evaluation Designs for 
Providing Access and Transforming Health 
(PATH), Global Payment Program (GPP), Medi-Cal 
Matching Plan Policy for Dually Eligible 
Beneficiaries, Reentry Demonstration Initiative, 
and Managed Care Plans Transition (MCP) 
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General Background Information 
The California Advancing and Innovating Medi-Cal (CalAIM) 1115 demonstration, 
approved by the Centers for Medicare and Medicaid Services (CMS) on December 29, 
2021, leverages Medi-Cal as a tool to help address many of the complex challenges facing 
California’s most vulnerable residents, such as the health needs of the homeless, 
behavioral health care access, children with complex medical conditions, the growing 
number of justice-involved (JI) populations who have significant clinical needs, and the 
growing aging population. This demonstration aims to assist the state in improving health 
outcomes and advancing health equity for Medi-Cal members and other low- income 
people in the state. The demonstration – in combination with other innovations the state 
is undertaking through its managed care delivery system – is focusing on a person-
centered approach, first authorized as Whole Person Care (WPC) pilots by the Medi-Cal 
2020 demonstration, to meet the physical, behavioral, developmental, long-term care, oral 
health, and health-related social needs of all members. 

The CalAIM demonstration, along with related authorities, including the 1915(b) waiver 
also approved by CMS on December 29, 2021, is enabling California to fully execute its 
larger CalAIM initiative, providing benefits to certain high-need, hard-to-reach 
populations identified by DHCS, with the objective of improving health outcomes for 
Medi-Cal members and other low-income residents. CalAIM is shifting Medi-Cal to a 
population health approach that prioritizes prevention and addresses social drivers of 
health. Alongside this demonstration and the 1915(b) waiver, California is also launching 
statewide a new Enhanced Care Management (ECM) program and a new menu of state-
approved Community Supports through its managed care contracts. 

While 12 of the Community Supports under managed care authority known as “in lieu of 
services” (ILOS) were approved in the renewal of the 1915(b) waiver, two additional 
Community Supports – recuperative care and short-term post-hospitalization services – 
are authorized through this 1115 demonstration. In alignment with the 1915(b) STCs, 
California will submit a separate independent evaluation of these 12 ILOS, which will also 
include an evaluation of the two Community Supports authorized through this 1115 
waiver, to CMS in the agreed upon timeline. 

https://www.dhcs.ca.gov/CalAIM/Pages/calaim.aspx
https://www.dhcs.ca.gov/provgovpart/Documents/CalAIM-1115-Approval-Letter-and-STCs.pdf
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In 2023, DHCS launched the Population Health Management (PHM) program, a 
cornerstone of CalAIM.25 PHM is establishing a cohesive, statewide approach that ensures 
Medi-Cal members have access to a comprehensive program intended to lead to longer, 
healthier and happier lives, improved health outcomes, and health equity. Under PHM, 
plans and their networks and partners are required to: 

» Build trust and meaningfully engage with members; 
» Gather, share, and assess timely and accurate data on member preferences and 

needs to identify efficient and effective opportunities for intervention through data-
driven risk stratification processes, predictive analytics, identification of gaps in care, 
and standardized assessment processes; 

» Focus on upstream approaches that link to public health and social services and 
support members staying healthy through wellness and prevention services; 

» Provide care management, care coordination and care transitions across delivery 
systems, settings, and life circumstances; and 

» Identify and mitigate social drivers of health to reduce disparities. 
The CalAIM 1115 demonstration activities encompassed in this evaluation design are 
intended to fit within this larger population health management framework. Please note 
that this 1115 demonstration continues to provide expenditure authority to allow federal 
reimbursement for Medi-Cal services provided to short-term residents of Institutions for 
Mental Diseases (IMDs) receiving DMC-ODS services, and also authorizes contingency 
management, an evidence-based behavioral health treatment that the state will pilot in 
conjunction with a comprehensive outpatient treatment program for psycho-stimulant use 
disorders, in DMC-ODS counties that elect and are approved by DHCS to implement. As 
agreed with the Centers for Medicare and Medicaid Services (CMS), the Department of 
Health Care Services (DHCS) submitted a single unified design for these two components 
of the waiver on July 28, 2023.26 

As a result, this Revised Evaluation Design covers the evaluation of five components of the 
waiver: the Providing Access and Transforming Health (PATH) Initiative, the Global 
Payment Program (GPP), the Medi-Cal Matching Plan Policy for Dual Eligible Beneficiaries, 

 
 
 

25 CalAIM Population Health Management Initiative: 
https://www.dhcs.ca.gov/CalAIM/Pages/PopulationHealthManagement.aspx 
26 https://www.dhcs.ca.gov/Documents/CA-SUD-CM-Evaluation-Design.pdf 

https://www.dhcs.ca.gov/CalAIM/Pages/PopulationHealthManagement.aspx
https://www.dhcs.ca.gov/CalAIM/Pages/PopulationHealthManagement.aspx
https://www.dhcs.ca.gov/Documents/CA-SUD-CM-Evaluation-Design.pdf
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Reentry Demonstration Initiative, and Managed Care Plan Transition. More details about 
these programs and evaluation designs are below. 

Independent Evaluation Team 
DHCS selected the Regents of the University of California on behalf of its Los Angeles 
campus (UCLA) as the Independent Evaluator in October 2023 to assess the impact of five 
Evaluation Components of the CalAIM 1115 Demonstration: PATH, GPP, DUALS, Reentry, 
and MCP. The evaluation contract was finalized in December 2023. Throughout this 
evaluation design, the independent evaluators are referred to as “UCLA-RAND”, 
recognizing the shared effort between UCLA, the contracted organization, and the RAND 
Corporation, the main subcontractor for this evaluation. UCLA-RAND has agreed to 
conduct the evaluation in an independent manner and in accordance with the CMS-
approved Evaluation Design. The independent evaluation team considers the unique goals 
of each initiative and the overarching impact on CalAIM and population health. UCLA-
RAND’s approach considers structural change, cost of care, quality of care, and access to 
care, all of which provide a picture of member experience and impact to the state’s 
administration of the program overall. UCLA-RAND is responsible for developing the 
evaluation design and reporting results of the evaluation in the Interim and Summative 
Evaluation Reports. 

Projected Timeline 
Exhibit 1 shows the planned timeline for important elements of the evaluation as well as 
the major deliverables. The interim report, summative report, and Reentry mid-point 
assessment reflect the date that the draft version is due to CMS. As stated in STC 17.4 and 
9.10, the final versions are due to CMS 60-days after receiving CMS comments. The due 
dates of the major required CMS deliverables are listed below: 

» Final Evaluation Design: July 29, 2025 

» Interim Evaluation Report: December 29, 2025 

» Justice-Involved Reentry Demonstration Mid-Point Assessment: September 30, 
2027 

» Summative Evaluation Report: June 27, 2028 
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Exhibit 1. Projected Evaluation Timeline 
 

 
Evaluation Activity 

Year 1: 
12/1/23- 
6/30/24 

Year 2: 7/1/24 – 
6/30/25 

Year 3: 7/1/25-
6/30/26 

Year 4: 7/1/26-
6/30/27 

Year 5: 7/1/27-
6/30/28 

Year 6: 7/1/28-
5/31/29 

PATH, GPP, Duals, Reentry 
Primary Data Collection27 

NEA NEA   EA EA EA EA EA EA EA EA EA EA EA EA EA EA       

PATH, GPP, Duals, Reentry 
Existing Data Receipt28 
(1) Initial data request / receipt 
(2) Follow-up data request / receipt 

NEA NEA EA EA 
1 

EA EA EA 
1 

EA EA EA EA 
2 

EA EA EA EA 
2 

EA         

Quantitative Data Collection & 
Analysis29 

NEA NEA EA EA EA EA EA EA EA EA EA DD EA EA EA DD EA EA EA DD     

Qualitative Data Collection & 
Analysis30 

NEA NEA      EA EA EA EA EA EA EA EA EA         

Evaluation Design NEA NEA   DD  DD  DD                

Interim Evaluation Report NEA NEA    EA EA EA EA DD               

Quarterly Evaluation Reports NEA NEA DD DD DD DD DD DD DD DD DD DD DD DD DD DD DD DD DD DD DD DD DD  

Reentry Mid-Point Assessment NEA NEA            EA EA EA DD        

Summative Evaluation Report 
Draft 

NEA NEA               EA EA EA DD     

NOTE: Dark blue indicates a due date for the deliverable; light blue indicates evaluation activities related to that deliverable. Grey indicates that no 
evaluation activities took place, as Year 1 was 6 months in length vs. 12 months in the other project years. 

 

Due Date DD 
Evaluation Activities EA 
No Evaluation Activities  NEA  

 
 
 
 
 

27 UCLA-RAND will conduct PATH, GPP, Duals, Reentry primary data collection 
28 UCLA-RAND will initiate data requests, receipt and conduct follow up as needed 
29 NORC will conduct Quantitative Data Collection & Analysis 
30 NORC will conduct Qualitative Data Collection & Analysis 
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Acronym Glossary 
 

Acronym Text 
ACS Ambulatory Care-Sensitive 
AHA American Hospital Association 
AHC Accountable Health Communities 
AHRQ Agency for Healthcare Research and Quality 
Base SFY State Fiscal Year 
BH Behavioral Health 
BRFSS Behavioral Risk Factor Surveillance System 
CalAIM California Advancing and Innovating Medi-Cal 
CAPH California Association of Public Hospitals 
CBOs Community-Based Organizations 
CCI Coordinated Care Initiative 
CDCR California Department of Corrections and Rehabilitation 
CHIP Children’s Health Insurance Program 
CHIS California Health Interview Survey 

 
CITED 

Capacity and Infrastructure Transition, Expansion and 
Development 

CJ Criminal Justice 
CMS Centers for Medicare and Medicaid Services 
COHS County Operated Health System 
CPI Collaborative Planning and Implementation 
CS Community Supports 
CY Calendar Year 
DHCS Department of Health Care Services 
DJJ Department of Juvenile Justice 
DSH Disproportionate Share Hospital 
D-SNP Duals Special Needs Plan 
DUALs Dually Eligible Beneficiaries 
EAE Exclusively Aligned Enrollment 
ECM Enhanced Care Management 
ED Emergency Department 
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Acronym Text 
EE Equity Enhancing 
EQs Evaluation Questions 
FDA Food and Drug Administration 
FFS Fee-For-Service 
FQHCs Federally Qualified Health Centers 
GMC Geographic Managed Care 
GPP Global Payment Program 
H Hypotheses 
HER Electronic Health Records 
HHIP Housing and Homelessness Incentive Program 
HHP Health Homes Program 
HPI Healthy Places Index 
HRSN Health-Related Social Needs 
HUD Housing and Urban Development 
IDMs Institutions for Mental Diseases 
ILOS In Lieu Of Services 
IPP Incentive Payment Program 
IRB Institutional Review Board 
JI Justice Involved 
JSON JavaScript Object Notation 
LA Co. Los Angeles County 
MA Medicare Advantage 
MAT Medication Assisted Treatment 
MCPs Medicaid managed care plan(s) 
MIPS Merit-based Incentive Payment System 
MMP Medicare Medi-Cal Plan 
NCCS National Center for Charitable Statistics 
PATH Providing Access and Transforming Health 
PCP Primary Care Physician 
PHE Public Health Emergency 
PHM Population Health Management 
PQI Prevention Quality Indicator 
PY Program Year 
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Acronym Text 
QIMR Quarterly Implementation Monitoring Report 
REPL Race, Ethnicity, Preferred Language 
ROC Research Oversight Committee 
RUCAs Rural-Urban Commuting Area 
SFY State Fiscal Year 
SO/GI Sexual Orientation, and Gender Identity 
SRG Survey Research Group 
STC Special Terms and Conditions 
SUD Substance Use Disorder 
SDI Social Deprivation Index 
SVI Social Vulnerability Index 
TA Technical Assistance 
TPA Third Party Administrator 
TPM Two Plan Model 
UC Uncompensated Care 
UC Pool Uncompensated Care Pool 
UDS Uniform Data System 
WPC Whole Person Care 
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Evaluation Design for Providing Access and 
Transforming Health Initiative (PATH) 

General Background Information 
PATH is a five-year, $1.85 billion (total computable) expenditure authority that provides 
funding to build up the capacity and infrastructure of on-the-ground partners, such as 
community-based organizations (CBOs), providers, public hospitals, county agencies, 
tribes and Indian health care providers, and others, to successfully participate in the 
Medi-Cal delivery system as California widely implements Enhanced Care Management 
(ECM) and Community Supports services and the Reentry demonstration under CalAIM. 
Drawing upon the success and lessons learned from the Whole Person Care and Health 
Homes Pilots, PATH funding is expected to help address gaps in local organizational 
capacity and infrastructure that exist statewide, enabling these local partners to scale up 
the services they provide to eligible Medi-Cal members. Resources funded by PATH - 
such as additional staff, billing systems, and data exchange capabilities - are expected to 
help community partners successfully contract with managed care plans, bringing their 
wealth of expertise in community needs to the Medi-Cal delivery system. As PATH funds 
serve to strengthen capacity statewide, particularly among providers and CBOs that 
have historically been under-resourced, the initiative is expected to help California 
advance health equity, address social drivers of health and move towards a more 
equitable, coordinated, and accessible Medi-Cal system. 

Authorized under California's Section 1115 waiver, PATH refers to the following aligned 
programs and initiatives: 

» Support for Implementation of Enhanced Care Management and Community 
Supports. PATH is supporting the expansion of community-based provider capacity 
and infrastructure needed to implement ECM and Community Supports, and 
increase eligible members’ access to these services statewide through four 
integrated initiatives: 

o Whole Person Care (WPC) Services and Transition to Managed Care 
Mitigation (Transition) Initiative: PATH funded services provided by former 
Whole Person Care Pilot Lead Entities until these services transition to managed 
care coverage under CalAIM. 
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o Technical Assistance (TA) Initiative: PATH is providing a virtual “marketplace" 
that offers hands-on technical support and off-the-shelf resources from vendors 
to help community-based providers establish the infrastructure needed to 
implement ECM and Community Supports. 

o Collaborative Planning and Implementation (CPI) Initiative: PATH is funding 
regional collaborative planning and implementation efforts among managed care 
plans, providers, CBOs, county agencies, public hospitals, tribes and Indian health 
care providers, and others to promote readiness for ECM and Community 
Supports. 

o Capacity and Infrastructure Transition, Expansion and Development (CITED) 
Initiative: PATH provides direct funding to support the delivery of ECM and 
Community Supports services. Entities, such as providers, CBOs, county agencies, 
public hospitals, tribes and Indian health care providers, and other providers that 
are contracted or plan to contract with a managed care plan can apply to receive 
funding for specific capacity needs to support the transition, expansion, and 
development of these specific services. 

» Reentry Capacity Building Program. PATH is also providing funding to support the 
implementation of the statewide CalAIM Reentry demonstration. This includes 
support for implementation of pre-release Medi-Cal enrollment and suspension 
processes, as well as the delivery of select Medi-Cal services to eligible members in 
the 90 days prior to release. This includes: 

o Collaborative planning: PATH provides direct funding to support correctional 
agencies, county social services departments, county behavioral health agencies, 
managed care plans, and others so they can jointly design, modify, and launch 
new processes aimed at increasing enrollment in Medi-Cal and continuous 
access to care for justice-involved youths and adults. 

o Capacity and Infrastructure: PATH provides direct funding to support 
correctional agencies, institutions, and other justice-involved stakeholders as 
they implement pre-release Medi-Cal enrollment and suspension processes and 
deliver select Medi-Cal services to eligible members in the 90 days prior to 
release. 
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Evaluation Questions and Hypotheses 
The evaluation design for PATH is guided by the driver diagram shown in Figure 1 The 
diagram highlights PATH as an intervention to develop systemwide infrastructure and 
capacity for delivery of ECM and Community Supports services and implementation of 
the Reentry demonstration in California. Development of this infrastructure is expected 
to improve eligible Medi-Cal members’ access to ECM, Community Supports, and Re-
entry demonstration services. Receipt of ECM, Community Supports, and Reentry 
demonstration services are in turn expected to improve the health of members who 
receive these services; Community Supports may also reduce costs associated with 
avoidable acute care utilization for members that receive these services.31 

Figure 1. Driver Diagram for Path Evaluation 
 

 
Exhibit 2 shows PATH goals as articulated by DHCS, which are aligned with the CalAIM 
1115 Demonstration Special Terms and Conditions (STCs) goals for PATH. The exhibit 
further includes the evaluation questions (EQs), directional hypotheses (H), and 
measures developed by DHCS/UCLA to assess whether the goals of PATH were achieved 
as anticipated. Data sources used to address the EQs and develop measures are 
identified in the methods section below. 

 
 
 
 
 
 
 

 
 
 

31 Impact of Community Supports and Re-entry services on member health and costs will be addressed in 
the ILOS and Re-entry demonstration evaluations; the PATH evaluation will focus on assessing PATH 
impact on system capacity and infrastructure, and on use of ECM, Community Supports, and Re-entry 
demonstration services. 
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Exhibit 2. PATH Evaluation Questions, Hypotheses, and Measures 
 

Evaluation Questions (EQ) & 
Hypotheses (H) 

Measures 

Goal 1. Increase the number of ECM and Community Supports community-based 
providers and consequently increase Medi-Cal member ECM and Community 
Supports utilization according to community needs. 

EQ 1: Did the number of 
community-based providers that 
contracted with Medicaid managed 
care plans (MCPs) to provide ECM 
or Community Supports increase 
over time? 

H1a: The number of community-
based providers contracted with 
MCPs to provide ECM or 
Community Supports will increase 
over time due to provision of PATH 
funding and resources. 

H1b: The number and proportion of 
community-based providers located 
in under-resourced communities 
will increase over time due to 
provision of PATH funding and 
resources. 

» Number of providers that were contracted to 
provide ECM or Community Supports services 

» Proportion of the total providers contracted to 
provide ECM or Community Supports that were 
community-based providers (versus for-profit or 
MCPs) 

» Proportion of ECM or Community Supports 
providers located in under-resourced or rural 
communities 

» Number of providers that applied for and 
received PATH CITED funding; Number that 
received TA and WPC transition funding. 

» Number of community-based providers that 
received PATH CITED funding, TA, or WPC 
transition funds 

» Proportion of providers that provided services 
under WPC or the Medi-Cal Health Homes 
Program (HHP) and were subsequently 
contracted to provide ECM and Community 
Supports 

EQ 2: What factors are associated 
with community-based providers’ 
participation in ECM or Community 
Supports? 

H 2: Community-based providers 
are more likely to contract with 
MCPs to provide ECM or 
Community Supports if they 
participate in PATH, were contracted 
with MCPs prior to CalAIM, or had 
robust data sharing infrastructure in 
place prior to CalAIM. 

» Characteristics of providers eligible to provide 
ECM or Community Supports 

» Eligible providers’ self-reported organizational 
mission, ECM populations of focus, and 
Community Supports services provided, contracts 
with MCPs, and data sharing infrastructure prior 
to CalAIM 

» PATH-participating providers’ self-reported 
reasons for participating in PATH and their 
perceptions of role PATH’s role in helping them 
successfully contract with MCPs to provide ECM 
and Community Supports 
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Evaluation Questions (EQ) & 
Hypotheses (H) 

Measures 

Goal 1. Increase the number of ECM and Community Supports community-based 
providers and consequently increase Medi-Cal member ECM and Community 
Supports utilization according to community needs. 

EQ 3: Did PATH increase utilization 
of ECM and Community Supports? 

H3a: PATH will increase the number 
of eligible members that utilize 
ECM or Community Supports and 
the number of ECM and 
Community Supports services used 
by eligible members. PATH will 
increase ECM and Community 
Supports utilization by helping 
MCPs and providers to: (a) develop 
cross-sector collaborative 
relationships and infrastructure 
needed to implement ECM or 
Community Supports, and (b) use 
effective strategies for identifying 
and engaging eligible members in 
ECM or Community Supports 
services. 

H3b: PATH will increase the number 
of eligible members in under-
resourced communities that utilize 
ECM or Community Supports and 
the number of ECM and 
Community Supports services used 
by eligible members by increasing 
the number of providers in these 
communities contracted to provide 
these services. 

» Proportion of eligible Medi-Cal members that 
used ECM and Community Supports services 

» Number and type of ECM and Community 
Supports services used 

» Demographic and health characteristics of ECM 
and Community Supports users and non-users, 
compared to the population of members eligible 
for these services (e.g., age, sex, language 
preference, homelessness status, county or 
region, vulnerability indices, chronic health 
conditions, serious mental illness, substance use 
disorder) 

» ECM and Community Supports providers’ self-
reported strategies for identifying and engaging 
eligible members in ECM and Community 
Supports 

» ECM and Community Supports providers’ self-
reported impact of PATH on their ability to 
develop collaborative relationships and 
infrastructure needed to implement ECM or 
Community Supports and identify and engage 
eligible members in care. 
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Evaluation Questions (EQ) & 
Hypotheses (H) 

Measures 

Goal 2: Improve data collection and information sharing infrastructure among ECM 
and Community Supports providers. 
EQ 4: Did PATH improve ECM and 
Community Supports providers’ data 
collection and information sharing 
infrastructure? 

H 4: PATH will increase the number of 
ECM and Community Supports providers 
with data use agreements with MCPs, EHR 
technology or other electronic care 
management documentation system, and 
Medi-Cal billing systems. PATH will 
increase the number of ECM and 
Community Supports providers that had 
shared data with MCPs using these 
systems. 

» ECM and Community Supports providers’ 
self-reported data collection and 
information sharing infrastructure 
capabilities over time among providers, 
stratified by provider type and participation 
in PATH 

» Number and proportion of providers with 
data sharing agreements with MCPs 

» Number and proportion of providers who 
have electronic health records (EHR) or 
other electronic care management 
documentation system 

» Number and proportion of Community 
Supports providers with data sharing 
agreements with the Homeless 
Management Information System (of those 
providing housing-related services) 

» Number and proportion of providers with 
Medi-Cal billing systems 

» ECM and Community Supports providers’ 
self-reported impact of PATH on their 
ability to improve data collection and 
information sharing infrastructure 
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Evaluation Questions (EQ) & 
Hypotheses (H) 

Measures 

Goal 3: Improve the ability for state prisons, county jails, youth correctional 
facilities, and their community providers to screen, enroll, change the suspension 
status, or provide 90-day pre-release services for eligible individuals in Medi-Cal 
prior to release; and increase the number of eligible individuals screened and 
enrolled in Medi-Cal prior to release. 
EQ 5: Did PATH funding improve these 
institutions’ capacity and infrastructure 
necessary to screen, enroll, and change 
the suspension status of individuals 
eligible for Medi-Cal prior to release? 

H 5: PATH funding will improve these 
institutions’ capacity and infrastructure 
necessary to screen, enroll, and change 
the suspension status for individuals 
eligible for Medi-Cal prior to release. 
PATH will do so by enabling correctional 
facilities to invest in needed infrastructure 
and capacity development. 

» Self-reported changes to infrastructure, 
workflow, and policies/regulations made by 
correctional facilities and other partner 
institutions in order to screen, enroll, and 
change the suspension status of individuals 
eligible for Medi-Cal prior to release, 
stratified by participation in PATH 

» Self-reported total amount of funding 
(PATH and non-PATH) used by these 
institutions to develop capacity and 
infrastructure needed to screen, enroll, and 
change the suspension status of individuals 
eligible for Medi-Cal prior to release 

» Perceived role of PATH in promoting these 
institutions’ ability to screen, enroll, and 
change the suspension status of individuals 
eligible for Medi-Cal prior to release 

EQ 6. Did PATH funding improve these 
institutions’ capacity and infrastructure 
necessary to provide 90-day pre-release 
services to eligible individuals? 

H 6. PATH funding will improve these 
institutions’ capacity and infrastructure to 
provide pre-release services by providing 
funding to invest in needed infrastructure 
and capacity development. 

» Self-reported changes to infrastructure, 
workflow, and community-based linkages 
made by correctional facilities, county 
behavioral health agencies, and other 
community partners to provide eligible 
individuals with pre-release services, 
stratified by participation in PATH. 

» Self-reported total amount of funding used 
to develop capacity and infrastructure 
needed to provide eligible individuals with 
pre-release services 

» Perceived role of PATH in promoting these 
institutions’ ability to provide pre-release 
services 



526  

Evaluation Questions (EQ) & 
Hypotheses (H) 

Measures 

Goal 3: Improve the ability for state prisons, county jails, youth correctional 
facilities, and their community providers to screen, enroll, change the suspension 
status, or provide 90-day pre-release services for eligible individuals in Medi-Cal 
prior to release; and increase the number of eligible individuals screened and 
enrolled in Medi-Cal prior to release. 
EQ 7: Did the number of eligible 
individuals screened and enrolled in 
Medi-Cal prior to release increase over 
time? 

H 7: The number of eligible individuals 
screened and enrolled in Medi-Cal prior 
to release will increase over time. 

» Number and proportion of incarcerated 
individuals that were screened for Medi-Cal 
eligibility prior to release 

» Proportion of eligible individuals enrolled 
in Medi-Cal prior to release 

» Self-reported impact of PATH on screening 
and enrollment of eligible individuals in 
Medi-Cal prior to release 

Methodology 

Data Source 
UCLA will use the following data sources for the PATH evaluation as feasible. UCLA will 
request all administrative data sources available to DHCS. These include PATH 
applications, reports and invoices (e.g., Quarterly Implementation Monitoring Reports 
and JavaScript Object Notation data on ECM and Community Supports membership, 
utilization, outreach, referral, and provider capacity; PATH implementation plans, and 
readiness reviews submitted by stakeholders participating in the Reentry 
demonstration), ECM and Community Supports provider databases, and Medi-Cal 
eligibility and claims data. UCLA will request Medi-Cal eligibility and claims data going 
back two years prior to the start of CalAIM (January 2020 to December 2021) in order to 
include a two-year baseline period in relevant analyses as indicated in the methodology 
section below. To evaluate PATH Supports for ECM and Community Supports, UCLA will 
further obtain available external secondary data on community-based providers and 
their characteristics as well as on community context, such as urbanicity, social 
vulnerability, and health inequity. When appropriate, UCLA will also draw on provider 
data previously collected by UCLA as part of the WPC and HHP evaluations and DHCS 
records on providers that transitioned to PATH. 
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UCLA anticipates that secondary data on community-based providers and their 
characteristics will not always be readily available and will address gaps in data by 
surveying these organizations. These surveys will also be used to obtain information on 
baseline organization characteristics and infrastructure (i.e., prior to CalAIM), providers’ 
contracts with MCPs, changes in infrastructure and other capabilities over time, 
implementation of PATH, and self-reported impact of PATH on their ability to 
participate in ECM or Community Supports. As appropriate, these surveys will be 
complemented with key informant interviews and observations of select CPI and TA 
sessions to better understand the context for PATH implementation, perceptions of 
PATH resources and their impact on the organizations’ ability to contract for and 
provide ECM and Community Supports to eligible enrollees, and to identify challenges, 
successes, and lessons learned in contracting with MCPs and implementing ECM or 
Community Supports. To evaluate PATH Supports for Justice-Involved Capacity Building, 
UCLA will coordinate with the RAND Reentry evaluation team on obtaining any 
additional, salient administrative data needed from DHCS, the California Department of 
Corrections and Rehabilitation (CDCR) and select county jails or youth correctional 
facilities. To address any gaps in data, UCLA also proposes to survey these facilities and 
conduct key informant interviews, as feasible. Any surveys and interviews conducted in 
state prisons, county jails, and youth correctional facilities will be coordinated with the 
RAND Reentry evaluation team. More specific details of data sources planned for the 
PATH evaluation are provided below. 

1. California Department of Health Care Services (DHCS) administrative data from 
January 1, 2020, through December 31, 2026, including Medi-Cal eligibility and 
claims data, ECM and Community Supports provider list and characteristics, PATH 
CITED applications and awardees (ECM and Community Supports), PATH Reentry 
funding applications and awardees, materials collected or distributed by the PATH 
Third Party Administrator (TPA) and facilitators responsible for administering 
different PATH initiatives, reports submitted by MCPs, ECM, Community Supports, or 
Reentry providers to DHCS (e.g., PATH implementation plans and readiness reviews), 
salient data from any DHCS-administered surveys of ECM, Community Supports, and 
Re-entry stakeholders, and PATH Transition, TA, and CPI participants. 

2. Data on community-based providers and their characteristics including Uniform Data 
System for federally qualified health centers (FQHCs), American Hospital Association 
(AHA) survey of hospitals, National Center for Charitable Statistics (NCCS) data on 
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human services nonprofit organizations, California Department of Housing and 
Urban Development (HUD) data on organizations contracted to provide services in 
the Continuum of Care program, and National Institute for Medical Respite Care on 
medical respite providers, as feasible. We will follow DHCS’ definition of community-
based providers as including all providers eligible for PATH funding, such as 
community-based organizations (CBOs), public hospitals, county agencies, and 
tribes. These organizations also include federally qualified health centers, medical 
groups or physician networks, hospitals or healthcare systems, behavioral health 
providers, and social service organizations. 

3. Existing data from Whole Person Care (WPC) and Health Home Program (HHP) on 
providers of care coordination, care management, and other services similar to ECM 
and Community Supports. WPC and HHP providers included participating WPC lead 
entities and their partners and HHP participating MCPs and their contracted 
community-based care management entities. 

4. Publicly available geographic data such as county, rural-urban commuting area 
codes (RUCAs), Social Vulnerability Index (SVI), Social Deprivation Index (SDI), 
Healthy Places Index (HPI), or a comparable index. These indices will be used to 
identify under-resourced communities (i.e., rural communities), those with high 
SDI/SVI scores, or those in the bottom two HPI quartiles. 

5. UCLA surveys of MCPs and community-based providers, administered at 2024 and 
2026 to all MCPs, PATH CITED ECM and Community Supports applicants and 
awardees, PATH ECM and Community Supports participants, and ECM and 
Community Supports providers. In a subset of counties with particularly high and low 
proportions of community-based providers contracted to provide ECM and 
Community Supports, UCLA will also administer an additional survey to community-
based providers not participating in ECM and Community Supports. To minimize 
respondent burden, this survey will be conducted once in SFY 2024-2025 and may 
be restricted to community-based provider types for which high-quality secondary 
data on provider characteristics are not available; we will collect data from an 
estimated maximum of 400 providers. 

6. Key informant interviews with the PATH TPA and CPI facilitators. Interviews will occur 
in 2024 and 2026. At each time point, UCLA will interview the PATH TPA and CPI 
facilitators. Interviews will address support and other resources provided as part of 
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PATH, lessons learned in engaging participants and providing these supports, and 
other topics identified as salient to the evaluation by UCLA and DHCS. The interviews 
will also be complemented by observations of select TA and CPI sessions. 

7. Key informant interviews with MCPs and community-based providers. Interviews will 
occur in 2024 and 2026 following the UCLA surveys. At each time point, we will 
interview 24 MCPs and a purposefully selected sample of 40 community-based 
providers. Community-based providers will be selected to maximize variation in 
provider types (e.g., FQHCs, behavioral health providers, human services providers) 
and geographic location (e.g., region and SDI/SVI score or HPI quartile in which 
services are provided). The first round of interviews with MCPs and community-
based providers will address topics such as factors affecting MCP selection of ECM or 
Community Supports providers; factors affecting provider readiness and willingness 
to participate in ECM or Community Supports; technical assistance and other 
supports provided by MCPs to ECM or Community Supports providers; use and 
perceived utility of PATH, including in relation to other funding supports such as the 
Incentive Payment Program (IPP); and as appropriate, facilitators, barriers, and 
lessons learned in implementing ECM or Community Supports. The second round of 
interviews with MCPs and community-based providers will address factors affecting 
continued participation in ECM or Community Supports over time, perceived 
business case and sustainability of Community Support services, and other topics 
identified as salient to the evaluation by the independent evaluator and DHCS. 

8. Administrative data obtained by the RAND team, including Medi-Cal screening, 
enrollment and eligibility for 90-day pre-release services from CDCR and from a 
sample of county jails and youth correctional facilities in four counties from January 
1, 2017, through December 31, 2026. 

9. Key informant interviews in coordination with the RAND team with CDCR staff for 
state prisons and with administrative staff in a purposefully selected sample of 
county jails and youth correctional facilities in four local counties). Interviews will 
occur in mid-2025 and will address topics such as systems changes and supports 
needed to screen, enroll, and change the suspension of individuals eligible for Medi-
Cal prior to release; systems changes and community-based linkages needed to 
identify and engage eligible individuals in pre-release services and to provide these 
services; the use and perceived utility of PATH; and facilitators, barriers, and lessons 
learned in implementing the Reentry demonstration. The RAND team will lead 
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interviews with key informants in correctional facilities and the UCLA team will lead 
interviews with county social services agencies and other salient community-based 
implementation partners. 

10. UCLA organizational survey of relevant CDCR administrators for state prison facilities 
and relevant administrators for county jails, and youth correctional facilities, 
administered in 2025/2026. UCLA and RAND will examine all available administrative 
data (e.g., PATH implementation plans and readiness reviews, DHCS-administered 
surveys, etc.) and will assess if gaps exist. If gaps are identified, UCLA will develop 
survey questions salient to addressing PATH EQs and will also include survey 
questions developed by the RAND team. Survey questions will be informed by 
findings from key informant interviews. The survey will then be administered to 
relevant administrators in eligible state prisons, county jails, and youth correctional 
facilities and/or to key implementation partners (e.g., county social service agencies 
responsible for benefits eligibility determinations). 

Analytic methods 
UCLA will respond to the evaluation questions using appropriate qualitative and 
quantitative analytic methods. Qualitative analysis will be conducted using thematic 
analysis, comparative case analysis, or coincidence analysis, as appropriate. Quantitative 
analysis will include descriptive analysis using t-tests and Chi-square tests, regression, 
and difference-in-difference regression models as appropriate. 

To answer EQ 1, which asks whether the number of providers contracted to provide 
ECM or Community Supports increased over time, UCLA will assess change or rate of 
growth in the related measures noted in Exhibit 2 over time (i.e., from January 1, 2022, 
to December 31, 2026). For these measures, we will examine growth over the course of 
the program and therefore will not include a baseline period. To better understand 
provider retention as indicated in Exhibit 2, UCLA will also (a) assess the transition of 
WPC and HHP providers to ECM or Community Supports in the early phase of PATH 
implementation and (b) examine churn in those providers as well as in newly contracted 
providers of ECM or Community Supports services. Data will be presented using 
graphical plots, and we will examine the trend and use the appropriate test (e.g., the 
Mann-Kendall test or regression modeling) to evaluate whether upward or downward 
trends are statistically significant. To determine whether the number and proportion of 
community-based providers located in under-resourced communities increases over 
time (H1), UCLA will stratify results by California county and by under-resourced 
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community indices. When stratifying by county is not feasible due to small numbers, 
UCLA will stratify results by a regional grouping determined in collaboration with DHCS. 
To determine whether changes in the number of providers can be attributed to PATH 
(H1), UCLA will also stratify results based on PATH participation. PATH participation will 
be operationalized as a dichotomous variable. As a sensitivity analysis, UCLA will test 
alternative specifications of the PATH participation variable (e.g., to assess impact of 
participation in different PATH initiatives or multiple PATH initiatives) and of under-
resourced community indices. UCLA will also attempt to account for provider 
participation in other capacity-building programs such as IPP or learning collaboratives 
not facilitated by PATH. 

To answer EQ 2, UCLA will assess the type of organizations that participated in PATH 
and the factors that may have contributed to their participation using the related 
measures noted in Exhibit 2. As feasible, UCLA will identify eligible providers based on 
DHCS-provided lists of preferred provider types for each ECM population of focus and 
each Community Support. To test H2, UCLA will use logistic regression analysis to 
identify factors associated with whether providers contracted to provide ECM or 
Community Supports. Factors assessed will include provider and community 
characteristics, such as provider type, participation in PATH, county or region, and 
community indices such as HPI or SDI/SVI score (or comparable index). When available, 
we will also attempt to control for provider size, ownership (public, private for-profit, 
private nonprofit or not-for-profit), and other provider characteristics. UCLA will utilize 
available administrative data to identify providers’ participation in PATH and providers 
that contracted with MCPs prior to CalAIM during the baseline period (2020 to 2021). 
Data on providers’ data sharing infrastructure prior to CalAIM will be drawn from UCLA 
provider-level surveys and when available, administrative data (e.g., provider 
applications for PATH TA or CITED funding). Due to the volume of ECM and Community 
Support providers, UCLA will use a survey sampling strategy to be determined following 
analysis of available administrative data and discussions with DHCS to collect data from 
a representative subset of these providers. Similar to EQ1, we will conduct sensitivity 
analyses to test alternative specifications of the PATH participation variable and 
community indices. We will also test alternative specifications of the outcome variable 
(e.g., dichotomous variable for any contracting to provide Community Supports vs. 
count variable representing number of Community Supports provided). UCLA will also 
thematically analyze qualitative data obtained during key informant interviews to 
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provide further contextual information on factors affecting provider participation in ECM 
or Community Supports, and whether these factors vary by MCP, provider type or 
community context. 

To answer EQ 3, which assesses whether PATH increased utilization of ECM and 
Community Supports, UCLA will use Medi-Cal eligibility and claims data to measure rate 
and patterns of use of ECM and Community Supports during PATH implementation 
years. UCLA will first examine the rate of use of ECM by population of focus and the rate 
of use of each Community Support. These analyses will be stratified by California county 
or region and by under-resourced community indices. UCLA will then use logistic 
regression analyses to assess characteristics differentiating eligible users and non-users 
for each ECM Population of Focus (POF) and for each Community Support. Where 
feasible and applicable, UCLA will also examine member characteristics associated with 
length of time using services or frequency of service use. Member characteristics 
examined will include age, gender, race/ethnicity, preferred language, homelessness, 
California county or region, vulnerability indices, chronic health conditions, severe 
mental illness, substance use disorder, and baseline service utilization (2 years prior to 
enrollment in ECM or receipt of Community Support services), among others. UCLA will 
also use regression analyses to assess differences in patterns of use of ECM and 
Community Supports by provider characteristics and as feasible, to further examine the 
potential role of PATH in reducing disparities in access to and use of ECM and 
Community Supports services by member race/ethnicity language preference, and 
baseline service use. Sensitivity analyses will entail differing specifications of the PATH 
participation variable, the Community Supports utilization variable, provider 
participation in non-PATH capacity development initiatives, and of under-resourced 
community indices. Regression analyses will be complemented with descriptive analysis 
of survey data and thematic analysis of interview data to contextualize and explain the 
findings from the Medi-Cal eligibility and claims data, e.g., by providing data on 
perceived impact of PATH on providers’ ability to develop collaborative relationships 
and infrastructure needed to implement ECM or Community Supports and to identify 
and engage eligible members in care. 

To answer EQ 4, which examines whether PATH improved ECM and Community 
Supports providers’ data collection and information sharing infrastructure, UCLA will use 
provider survey or interview responses on what infrastructure they have in place prior to 
and after CalAIM, and available administrative data such as provider PATH applications, 
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meeting notes, and progress reports. To test H4, UCLA will use ANCOVA or appropriate 
regression analyses to assess change in the related measures noted in Exhibit 2 over 
time, controlling for provider characteristics, county or region, and under-resourced 
community indices. Sensitivity analyses will entail testing alternative specifications of the 
infrastructure variables, salient provider characteristics, and community indices. These 
analyses will be complemented with analysis of interview data on changes in 
information sharing infrastructure before and after PATH, how such infrastructure was 
developed or improved by providers during PATH, how data was shared with MCPs, and 
what were the related barriers and challenges to these activities. 

To answer EQ 5 and EQ 6, UCLA will collaborate with RAND to analyze surveys, 
interviews, and salient administrative data to descriptively examine changes in 
infrastructure, workflows, staffing, and policies/regulations that may have influenced 
facilities’ ability to screen, enroll, and change the suspension status for eligible 
individuals in Medi-Cal prior to release before and after PATH implementation (H5). 
When feasible, we will conduct t-test, Chi-squared, or other appropriate statistical tests 
to determine whether there are significant pre-post changes in infrastructure or staffing 
before and after CalAIM. UCLA and RAND will further conduct similar analyses to 
characterize the delivery of 90-day pre-release services (H6). The analyses will include an 
assessment of perceptions of the impact of PATH funding, technical assistance, and 
other supports as well as barriers and challenges to PATH implementation in these 
institutions. 

To answer EQ 7, UCLA will collaborate with RAND to examine administrative data from 
CDCR, select county jails, and youth correctional facilities. As feasible, UCLA and RAND 
will attempt to corroborate enrollment using Medi-Cal enrollment data, pending the 
availability of a reliable flag in these data identifying previously incarcerated individuals 
or the ability to link administrative data from CDCR and select carceral facilities with 
Medi-Cal data. Data on the rate of incarcerated individuals that were screened for Medi-
Cal eligibility or enrolled in Medi-Cal prior to release will be graphically plotted, and 
UCLA will use regression analyses to evaluate whether trends are statistically significant. 
For these measures, we will examine growth over the course of the program and 
therefore will not include a baseline period. To test H7, results will be stratified by facility 
type and region. Due to the large number of correctional facilities and associated 
implementation partners (e.g., county social service agencies) receiving PATH JI funding, 
and the fact that administrative data on county jails and youth correctional facilities will 
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only be available in four counties, UCLA does not believe it will be feasible to stratify 
administrative data on screening and eligibility rates by facility receipt of PATH funding. 
Thus, regression analyses will be complemented with descriptive analysis of survey data 
and thematic analysis of interview data to contextualize and explain the findings, e.g., by 
providing data on facilitators and barriers to screening and enrollment, and perceived 
impact of PATH on institutions’ ability to screen and enroll eligible members in Medi-Cal 
prior to release. 

Cost Analyses 
UCLA proposes to examine all PATH expenditures and resources as well as payments to 
providers for ECM and Community Supports services. This is not a goal articulated by 
DHCS in the original evaluation design but is included to address CMS’ request to 
measure cost outcomes of the demonstration. 

Data on PATH expenditures will be provided by DHCS and will be used as part of the 
assessment of whether HRSN expenditures exceed the aggregate spending cap per 
demonstration year. This analysis will be coordinated with the UCLA Community 
Supports evaluation team. To determine the expenditures of ECM and Community 
Supports services, UCLA will ask MCPs to provide an average payment amount for each 
ECM or Community Supports service identified in Medi-Cal claims data by a HCPCS 
code. UCLA anticipates that MCPs payments to individual providers may vary for each 
ECM and Community Supports service identified by a HCPCS code, by region, by 
population of focus and potentially other factors. However, an average payment for 
each service may be calculated on a per service/per unit basis. UCLA will use this data to 
determine average payments and patterns of average payments for each ECM 
population of focus and for Community Supports services. UCLA will stratify these data 
by county or region, under-resourced community indices, provider types, and by 
whether the members were transitioned from WPC or HHP vs. newly enrolled following 
PATH implementation. These analyses depend on the feasibility of obtaining average 
payment rates from MCPs. If MCP are unable to estimate average payment amounts, 
then we will rely on DHCS-provided data pertaining to rates provided to MCPs; the 
limitation of this approach is that we would then only be able to examine expenditures 
in aggregate. 

UCLA will attempt to assess cost savings by comparing Medi-Cal payments by category 
of service incurred by members receiving ECM or Community Supports, from providers 
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that participated in PATH to a matched comparison group of eligible members that did 
not participate in ECM or Community Supports. 

Additional analytic considerations 
» Prior participation in similar waiver programs: For most PATH analyses, UCLA 

will use a baseline period of 2020-2021. In some counties, ECM and Community 
Supports are similar to services previously provided as part of California’s 
Medi-Cal Whole Person Care (WPC) Pilot Program (baseline period 2015-2016 
and intervention implemented 2017-2021) or by Medicaid managed care plans 
that participated in the optional Medicaid Health Homes Program (HHP) benefit 
(baseline 2016-2017 and intervention implemented 2018-2021). In these 
counties, UCLA will use data from UCLA’s prior evaluation of these programs to 
assess patterns of service use for Medicaid members that previously received 
WPC or HHP services and subsequently participated in ECM or Community 
Supports, as feasible. These analyses may be challenging due to churn in 
enrollment and selection bias (i.e., members that participate in services for a 
longer period of time may have a higher level of complexity than those that do 
not). 

» Potential effects of public health emergencies (PHE): 
PHEs can impact patterns of health care use and expenditures, and also 
negatively impact fiscal solvency of many provider organizations. UCLA’s previous 
evaluations of WPC and HHP assessed COVID-19 PHE impact, and did not 
identify major confounding impacts from the PHE; thus, UCLA also does not 
believe the COVID-19 PHE will confound PATH evaluation outcomes. However, 
when appropriate, the UCLA team may include a PHE indicator (e.g. for COVID-19 
or other PHE) to determine whether there may be an association with members’ 
subsequent uptake of ECM or Community Supports services. 

Methodological Limitations 
Attributing outcomes to PATH implementation are challenging because WPC entities 
and HHP MCPs in most California counties transitioned to PATH by January 2022 and 
the PATH initiatives were implemented statewide. Furthermore, DHCS has simultaneously 
implemented other funding initiatives to develop provider infrastructure and capacity such 
as the CalAIM Incentive Payment Program (IPP), which provided MCPs with $1.5 billion in 
additional funding to support provider infrastructure, capacity development, and member 
engagement for ECM, Community Supports, and the Housing and Homelessness Incentive 
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Program (HHIP), which allowed MCPs to earn incentive payments for investments and 
progress in addressing homelessness as a social driver of health. Providers that applied for 
PATH may have been denied funding if they received IPP or HHIP funds and their 
applications were deemed duplicative. Therefore, it is not feasible to construct a 
comparison group of counties or geographic areas without a PATH intervention or to fully 
attribute changes in provider capacity, infrastructure or utilization of ECM and Community 
Supports to PATH. Self-reported data on changes in the provider organizations due to 
PATH and perceived impact of PATH on organization and population served are subject to 
recall and acquiescence bias. In addition, proposed cost analyses only address costs to 
Medi-Cal and not to other systems of care. The evaluation will also only include data 
through the end of the waiver period (December 31, 2026) and thus may not reflect longer-
term program impacts. Nevertheless, these data are an important element of mixed-
method evaluation design; are crucial in understanding providers’ actions and motivation 
for choosing specific PATH implementation approaches; and essential in contextualizing 
and explaining quantitative outcomes. 
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Evaluation Design for the Global Payment 
Program (GPP) 

General Background Information 
The Global Payment Program (GPP), launched in July 2015 as part of California’s Section 
1115 Medi-Cal 2020 waiver, established a statewide pool of funding for the uninsured 
by combining federal disproportionate share hospital (DSH) and uncompensated care 
(UC) funding to assist public health care systems (PHCS) in their key role of providing 
health care for the uninsured. The GPP’s value-based payment structure uses a value-
based point methodology to incentivize a shift in the overall delivery of services to more 
patient-centered and cost-effective care settings and strategies. By incentivizing a shift 
in the provision of GPP services from avoidable, costly, low-value care to primary and 
preventive high-value care in more appropriate venues, non-emergency care delivery 
can substitute for care provided through emergency departments (EDs) or inpatient 
hospital settings. To enhance access, utilization, and equity among California’s 
uninsured, GPP also incorporates services that are otherwise available to the state’s 
Medi-Cal members under other 1115 Medicaid waivers. With the approval of California’s 
CalAIM 1115 waiver,32 GPP will continue through 2026, its twelfth program year (PY). 
California will continue to test and assess this approach to assist PHCSs to strengthen 
data infrastructure and completeness necessary to describe and improve health care 
utilization, quality of care and cost outcomes. This evaluation of the GPP will examine 
key program features to identify areas that can be improved and those that can be 
emulated as California strives to strengthen GPP performance and effectiveness for 
potentially broader application. 
PHCSs that participate in the GPP are comprised of designated public hospitals and their 
affiliated and contracted providers. PHCSs participating in the GPP are shown in Exhibit 3 
below. Twelve of the PHCSs listed below began participating in GPP on July 1, 2015 
(Program Year 1 (PY1)). UCLA began participating in GPP beginning with PY 9, January 1, 

 
 
 

32 Medical STCs: Technical corrections to the California section 1115 Medicaid demonstration, entitled 
“California Advancing and Innovating Medi-Cal” (CalAIM) (Project Number 11-W-00193/9) which was 
approved on August 23, 2023, under the authority of section 1115(a) of the Social Security Act (the Act). 
https://www.dhcs.ca.gov/provgovpart/Documents/CalAIM-1115-STC-Technical-Corrections.pdf. 

https://www.dhcs.ca.gov/provgovpart/Documents/CalAIM-1115-STC-Technical-Corrections.pdf
https://www.dhcs.ca.gov/provgovpart/Documents/CalAIM-1115-STC-Technical-Corrections.pdf
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2023. 

Exhibit 3. PHCS Participating in the Global Payment Program 

1. Los Angeles County (LA Co.) Health System 
a. LA Co. Harbor/UCLA Medical Center 
b. LA Co. Olive View Medical Center 
c. LA Co. Rancho Los Amigos National Rehabilitation Center 
d. LA Co. University of Southern California Medical Center 

2. Alameda Health System 
a. Highland Hospital (including the Fairmont and John GeorgePsychiatric facilities) 
b. Alameda Hospital 
c. San Leandro Hospital 

3. Arrowhead Regional Medical Center 
4. Contra Costa Regional Medical Center 
5. Kern Medical Center 
6. Natividad Medical Center 
7. Riverside University Health System - Medical Center 
8. San Francisco General Hospital 
9. San Joaquin General Hospital 
10. San Mateo County General Hospital 
11. Santa Clara Valley Medical Center 
12. Ventura County Medical Center 
13. University of California Los Angeles 

a. UC Los Angeles Medical Center 
b. Santa Monica UCLA Medical Center 
c. UCLA West Valley Medical Center 

The total amount of annual funding available for the GPP across its planned 12 PYs, 
historically has been a combination of a portion of the state’s DSH allotment that would 
otherwise be allocated to the PHCS, and the amount associated with the historical Safety 
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Net Care Uncompensated Care Pool (UC Pool) that existed before the GPP. The valuation 
process is summarized below based upon a detailed description in the CalAIM-1115-STC33. 

PHCSs participating with GPP continue receiving GPP payments that are calculated using 
a value-based point methodology that incorporates factors that shift the overall delivery 
of services for the uninsured to more appropriate settings and reinforces structural 
changes to the care delivery system that can improve the options for treating both 
Medicaid and uninsured patients. The methodology for setting GPP service values 
incorporates measures of value for the patient in conjunction with the recognition of costs 
to the health care system. Care being received in more appropriate settings are valued 
relatively higher than care given in less appropriate care settings for the type of illness. 

Each PHCS is required to prove a threshold amount of care, measured in points, to earn 
their entire annual GPP budget amount. The threshold amounts for each PHCS were 
initially constructed using the volume and cost of services incurred by participating 
providers and used the most recent complete state fiscal year (SFY) data (Base SFY). 
DHCS established GPP PY 1-point thresholds for each PHCS by collecting utilization data 
for all traditional uninsured services provided in SFY 2014-15, and then multiplying those 
GPP service counts by corresponding initial point values. 

Point values for each GPP service remain consistent across all providers. Points are assigned 
after considering measures of value for patients and contribution to other program goals. 

Interim GPP payments are made to PHCSs on a quarterly basis calculated as 25 percent 
of the PHCS’s annual global budget. Within nine months following the end of each GPP 
PY, the state reconciles interim payments to the amount each PHCS reported to DHCS 
as having earned by delivering GPP-related services to uninsured individuals. Annually, 
PHCSs receive as payment the full amount of a PHCS global budget if it meets or 
exceeds its designated threshold for a specific GPP PY. When a PHCS does not achieve 
or exceed its threshold for a given GPP PY, the PHCS’s GPP payments equal the PHCS’s 
global budget diminished by the proportion by which it fell short of its threshold. 

 

 
 
 

33 Medical STCs: Technical corrections to the California section 1115 Medicaid demonstration, entitled 
“California Advancing and Innovating Medi-Cal” (CalAIM) (Project Number 11-W-00193/9) which was 
approved on August 23, 2023, under the authority of section 1115(a) of the Social Security Act (the Act). 
Attachment L. Global Payment Program Valuation. Pages 187-220/264. CalAIM - 
https://www.dhcs.ca.gov/provgovpart/Documents/CalAIM-1115-STC-Technical-Corrections.pdf 

https://www.dhcs.ca.gov/provgovpart/Documents/CalAIM-1115-STC-Technical-Corrections.pdf
https://www.dhcs.ca.gov/provgovpart/Documents/CalAIM-1115-STC-Technical-Corrections.pdf
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GPP services are grouped into categories and tiers with the intent of providing a flexible 
framework to provide services while encouraging a broad shift to more cost-effective 
and patient-centered care. Categories reflect the intensity and location of service 
delivery. Four categories initially defined GPP services: (1) Traditional Outpatient services 
provided by a public hospital system facility; (2) Non-Traditional Outpatient includes 
non-traditional outpatient encounters, where care is provided by non-traditional 
providers or in non-traditional settings; (3) Technology-Based Outpatient includes 
outpatient encounters that rely mainly on technology to provide care; and (4) Inpatient 
and Facility Stays include traditional inpatient and facility stays by patients. In 2022, 
California added a fifth category for Equity-Enhancing Services. 

Within each category, services are grouped into tiers of similar service intensity generally 
based upon the training/certification of the individual providing the service, time or other 
resources spent providing the service, and the modality of service (in- person, electronic, 
etc.). Each service is assigned GPP points. Generally, the services whose values are expected 
to decline over time under the GPP include most service types in the emergent outpatient 
category and the inpatient medical/surgical and mental health categories. Initially, these 
services were identified as higher-cost and judged as the most likely to be reducible 
through efforts at coordination, earlier intervention, and increased access to appropriate 
care. All traditional services are assigned point values based on their relative cost compared 
to an outpatient primary and specialty visit, which serves as the benchmark traditional 
service. The non-traditional services provide value to the delivery of health care to the 
uninsured population by enhancing the efficiency and effectiveness of traditional services, 
and by improving uninsured individuals’ access to the right care, at the right time, in the 
right place. For example, instead of needing to go to the ED, an uninsured individual could 
have telephone access to his or her care team, which would both help address and treat the 
presenting condition, as well as help connect the patient back to the entire breadth of 
primary care services. Likewise, a PHCS deploying eReferral/eConsult services would be able 
to better prioritize which uninsured individuals need early access to face-to-face specialty 
care expertise, or which can benefit from receipt of specialty care expertise via electronic 
collaboration between their primary care physician (PCP) and a specialist. This collaboration 
between primary and specialty care enhances the PCPs’ capacity to provide high-quality, 
patient-centered care, and allows the individual receiving that care to avoid specialty care 
wait times and the challenges of travelling to an additional appointment with a specialist 
who may be located far from where they live. It is anticipated that this increased ability to 
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provide timely access to specialty expertise will result in earlier treatment of complex 
conditions and help uninsured individuals avoid the need to seek emergent or acute care 
for untreated or partially treated sub-acute and chronic conditions. More details on non-
traditional services, including codes where available and descriptions, are in STC 
Attachments K and L.34 

Point values for services are modified over the course of the GPP, from being linked 
primarily to cost to being linked to both cost and value. The provision of general 
medical/surgical acute inpatient services and emergent services receive fewer points over 
time. The changing point structure is designed to incentivize PHCSs to provide care in 
the most appropriate and cost-effective setting feasible. Point revaluations continue to 
be calibrated so that the overall impact will not lead to any PHCS receiving additional 
total points in any given GPP PY if utilization and the mix of services provided remained 
constant. Specifically, for any PHCS, if its utilization and mix of services does not change 
from the baseline year of SFY 2014-15, it will not earn any more points in GPP PY 1 than 
it earned under the baseline year, and in subsequent GPP PYs shall earn fewer points. 

As points for certain services are revalued over the course of the GPP, PHCSs are 
incentivized to provide more of certain valued services and less of certain more costly 
and avoidable services. This revaluation has been phased in over time to enable PHCSs 
to adapt to incentive changes. With time, point values have diminished by 5.5% for 
outpatient ER and mental health ER/crisis services and by 3.3% for inpatient med/surg 
and inpatient mental health services. 

Significantly, although non-traditional services were not billable in Medi-Cal when GPP 
was initiated, California included non-traditional services (such as group visits and health 
coaching) in GPP so that PHCSs could invest in offering these services to the uninsured. 
With the CalAIM 1115 waiver renewal, California has already added a new doula and a 
new peer support service to supplement the original 50 GPP services. California’s GPP 
has also now added, a fifth category, Equity-Enhancing Services, which spans three tiers: 
“Enhanced Care Management”; “Community Supports”, and “Other Equity Enhancing 
Services”. From the list of fourteen Community Supports included as part of CalAIM’s 
initial provision of CSs, 

 
 
 

34 Attachments K and L from the CalAIM waiver STCs provide details of GPP services stratified by categories, 
tiers, and services, including point values historically and recently assigned to individual GPP services. 
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» Two Community Support services were included in the original list of 50 GPP 
services including Recuperative Care (Medical Respite) and Sobering Centers. 

» Nine Community Support services, included in GPP’s fifth category, Equity 
Enhancing services, are now included as a GPP service including: 1) Housing 
Transition Services; 2) Housing Deposits; 3) Housing Tenancy and Sustaining 
Services; 4) Short-Term Post-Hospitalization Housing; 5) Day Habitation Programs; 
6) Nursing Facility Transition/ Diversion to Assisted Living Facilities; 7) Community 
Transition Services/ Nursing Facility Transition to a Home; 8) Personal Care and 
Homemaker Services; and 9) Asthma Remediation.35 

» Three remaining Community Support services, Respite Care (for caregivers), 
Environmental Accessibility Adaptations (Home Modifications) and Medically 
Tailored Meals are currently not included as GPP services. 

» The inclusion of the nine Community Supports not previously included as a GPP 
service, supplements the two Community Supports already included in the original 
GPP services. This assures that 11 current CalAIM Community Supports are now 
covered services under GPP. Currently, GPP lists Team-based street outreach and 
engagement as the only currently approved “Other Equity-Enhancing Service”. 

These new services are intended to align GPP service offerings with those available to 
Medicaid beneficiaries and utilize evidence-based practices to facilitate improvements in 
health disparities. 

As part of the CalAIM waiver, California has begun to track and monitor health 
disparities in a more robust fashion for individuals receiving services under GPP, with 
data reported by a range of population characteristics such as race, ethnicity, preferred 
language, and sexual orientation and gender identity. The state has also outlined 
metrics focused on access, utilization, quality of care, or health outcomes, as well as 
population stratifications of interest. This evaluation of the GPP will incorporate the state’s 
systematic measurement and reporting of these metrics to facilitate understanding of 
the health care landscape for the uninsured population who receive GPP services in 
California and help inform meaningful care improvement strategies. 

 
 
 

35 Within CalAIM’s Waiver’s STCs, Attachment L, Table 1 of the Program Valuation text (page 18 of 
Attachment L), the components of the GPP services included in the new GPP Equity Enhancing Services 
are listed. 
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A prior evaluation of GPP was conducted through PY 3 (SFY 2017-2018).36 Briefly, the 
evaluation found that PHCSs increased the use of outpatient services, increased the 
number of uninsured patients served, and the percentage of GPP points (and therefore 
dollars) earned based on percentage of dollars earned for non-inpatient, non-emergent 
services. This current evaluation design for GPP applies to a renewal of California’s 
section 1115 demonstration. Since the conclusion of the evaluation of GPP conducted 
through PY 3 (SFY 2017-2018), several changes in the implementation of GPP have 
occurred. In response, this evaluation will assess changes in the number and 
composition of uninsured in California, utilization of new additions to GPP services since 
the beginning of the Medi-Cal 2020 waiver (e.g., doula, peer support, and Equity 
Enhancing Services), and changes in quality of care for California’s uninsured. 

Evaluation Questions and Hypotheses 
This section introduces GPP goals with Exhibits 4 and 5 using driver diagrams, initially 
presented by DHCS in their Initial Evaluation Design.37 The discussion of goals is 
followed later in this section with Exhibits 6, 7, and 8 that provide additional detail about 
GPP’s current evaluation questions (EQs), directional hypotheses (H), and measures 
developed by UCLA-RAND evaluators to assess whether the goals of GPP are achieved 
across the evaluation period. The target population for all measures includes individuals 
for whom the PHCSs submitted points for any GPP service provided by any of the PHCSs 
participating in the GPP. 

 
 
 
 
 
 
 
 
 
 
 

 
 
 

36 Timbie, JW., DeYoreo M, Liu JL, Quigley DD, Baseman L, Slaughter ME, Palimaru AI, and Kahn KL, 
Evaluation of California's Global Payment Program: Final Report. Santa Monica, CA: RAND Corporation, 
2019. https://www.rand.org/pubs/research_reports/RR3080.html. 
37 California Department of Health Care Services (DHCS) California Advancing and Innovating Medi-Cal 
(CalAIM) Section 1115(a) Demonstration. Draft Evaluation Design for PATH, GPP, Duals. June 27, 2022. 

https://www.rand.org/pubs/research_reports/RR3080.html
https://www.rand.org/pubs/research_reports/RR3080.html
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Exhibit 4. Driver Diagram (GPP Goals 1 and 2) 
 

Aim Primary Driver Secondary Driver 

Improve the quality of 
clinical care (as measured 
by clinical quality 
performance rates) for 
California’s uninsured 

Invest in patient-centered 
primary and preventive 
care for the uninsured 

Administration of a value-
based point methodology 
that incorporates factors to 
incentivize a shift in the 
overall delivery of services 
to more patient-centered 
and cost-effective settings 

Shift care away from less 
cost-effective acute 
settings, such as 
emergency and inpatient 
settings for the uninsured 

Incorporate non-
traditional services such as 
group visits and health 
coaching for the 
uninsured 

Causality 

Exhibit 5. GPP Driver Diagram (GPP Goal 3) 
 

Aim Primary Driver Secondary Driver 

Improve PHCS data 
infrastructure and 
completeness that are 
necessary to understand 
health inequities among 
GPP utilizers. 

Incentivize PHCS through 
GPP to improve data 
collection, reporting and 
analytics infrastructure 

Implementation of the 
Health Equity Monitoring 
Metrics Protocol 

Require PHCS to adhere to 
Health Equity Monitoring 
Metrics Protocol by 
submitting performance 
data stratified by 
demographic data 

Causality 

To assess the extent to which these goals were met, the GPP Evaluation Team will 
pursue the following three Evaluation Research Questions and Hypotheses. 
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EQ1: Was the GPP successful in improving quality of care to individuals with 
uninsured services? 

H1: PHCS improved the quality of care to the uninsured. 

EQ2: Was the GPP successful in driving a shift in the provision of services from 
emergent and select inpatient services to non-emergency outpatient settings, 
including non- traditional and equity enhancing services? 

H2: PHCS increased the use of outpatient services, non-traditional services, and 
equity-enhancing services over the course of the GPP. 

EQ3: Was the GPP successful in driving improvements in the data infrastructure 
necessary to understand health inequities? 

H3: PHCS improved the data collection, reporting and analytics infrastructure to 
identify and act on health inequities. 

Methodology 

Overview of Approach to Evaluation Questions and Hypotheses 
including Building Blocks for Analyses 
The Evaluation Team will use descriptive, qualitative and quantitative analyses to 
address the three GPP goals, research questions, and hypotheses. An overview of the 
building blocks of the GPP Evaluation Teams’ qualitative, descriptive, and quantitative 
approaches to planned analyses is shown below. 

For the quantitative design discussed in more detail below, the evaluator proposes 
conducting a survey and interview with each of the PHCSs at the beginning and end of 
the evaluation period. Such qualitative data was collected in the first GPP evaluation and 
proved to be a highly valuable source of information to contextualize the quantitative 
data and to understand the efforts of each health care system to meet the goals of GPP. 

The qualitative data will be collected via a structured survey and will be completed 
independently by all PHCSs. Survey responses will be described, categorized and coded 
by emergent themes. Follow-up interviews will be conducted to address gaps and 
questions about the original responses. Interview responses will be added to the survey 
responses and further coded by themes. All interviews will be recorded and transcribed, 
while qualitative data from surveys (e.g., free text responses to open-ended questions) 
will be extracted and organized into a spreadsheet. 
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Survey and interview topics will include but are not limited to how the system is meeting 
the goals of GPP and adapting its operations and care delivery during GPP 
implementation. Topics will also include reports of barriers to adaptation including 
external factors, such as the COVID pandemic, and how systems are improving the data 
infrastructure to track and address gaps in care for different population groups. The first 
survey and interview should take place once the evaluator is onboarded and prepared 
to conduct interviews. The second survey and interview should take place after data for 
PY 12 (CY 2026) is submitted. The qualitative data that will address all three GPP goals 
and provide contextual background for interpreting quantitative analyses. Accordingly, 
building blocks that characterize the qualitative analyses above will be similar to those 
described in the paragraphs that follow. Details of both the qualitative and quantitative 
analyses are described throughout the remainder of this Methodology Section. 

GPP’s first research goal, question and hypothesis. Clinical quality measures associated 
with the first goal, research questions, and hypothesis are chosen to include those 
systematically collected by PHCS and aligned with the DHCS Comprehensive Quality 
Strategy, derived from the Uniform Data System (UDS)38. These sources are used since 
their measures are based on patients seen by the public health clinic/system and also 
have national benchmarks, while most other standardized and nationally stewarded 
clinical measures are based on a health plan enrolled or provider-assigned population, 
which does not exist in GPP. 

The Target Population for GPP quality and utilization Health Equity Measures is: 
“Individuals for whom the PHCS submitted points for any GPP service provided by the 
PHCS.”39 GPP eligible individuals include those who are uninsured for the service they 
receive. 

GPP’ second and third research goals, questions and hypotheses. Metrics associated with 
GPP’s second goal, research question, and hypothesis are pertinent to utilization of 
services, and metrics associated with the third goal, research question, and hypothesis 
pertain to equity. The first four of these measures include those identified by DHCS in 

 
 
 

38 Uniform Data System. 2023 Manual. Health Center Data Reporting Requirements. HRSA Health 
Center Program. Bureau of Primary Care. https://bphc.hrsa.gov/sites/default/files/bphc/data-
reporting/2023-uds-manual.pdf 
39 Global Payment Program (GPP) Health Equity Reporting Specifications. Program Year (PY) 9 
Reporting Manual, Measurement Period January 1, 2023-December 31, 2023. Page 7. 

https://bphc.hrsa.gov/sites/default/files/bphc/data-reporting/2023-uds-manual.pdf
https://bphc.hrsa.gov/sites/default/files/bphc/data-reporting/2023-uds-manual.pdf
https://bphc.hrsa.gov/sites/default/files/bphc/data-reporting/2023-uds-manual.pdf
https://bphc.hrsa.gov/sites/default/files/bphc/data-reporting/2023-uds-manual.pdf
https://bphc.hrsa.gov/sites/default/files/bphc/data-reporting/2023-uds-manual.pdf
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2023 for measurement of both quality of care and health equity.40 Note that the target 
population for individual quality metrics is more specific than the cohort of patients 
eligible for GPP services. The former includes individuals for whom the PHCS submitted 
points for any GPP service provided. Among these individuals, a subset who meet 
relevant criteria, are eligible for specific clinical measures. 

DHCS proposes continuing to assess utilization as was done in the initial GPP evaluation, 
which assessed the core program objective of shifting care from inpatient and 
emergency settings to primary and preventive services, including non-traditional 
services. While these measures do not have national benchmarks, they help to 
understand the continued impact of the program in encouraging the use of primary and 
preventive care. These measures, defined by CPT and ICD-10 codes41 include changes in 
utilization across multiple GPP service categories. 

Data Sources 
GPP’s evaluation will conduct analyses of primary and secondary data sources including 
survey, interview, aggregate utilization, encounter, and cost data to assess the GPP’s 
implementation and impact. We will apply mixed methods analyses including both 
quantitative difference-in-differences and pre–post analyses to assess the magnitude 
and direction of changes in utilization of services, payments and/or costs associated with 
California’s PHCSs as well as qualitative inputs from key stakeholders. For example, we 
will develop and field an interview protocol, a midpoint, and a final survey to the GPP 
team leaders and their team members who participate in GPP implementation. These 
surveys will allow us to describe the infrastructure investments that PHCSs have made 
and to assess factors that are perceived as impactful in determining how GPP meets its 
goals. The text below respectively describes GPP’s primary and secondary data sources. 

 
 

 
 
 

40 One additional measure proposed in the CalAIM evaluation design, Coronary Artery Disease: 
ACE/ARB Therapy - Diabetes or LVSD (LVEF < 40%) (Measure specification: QPP #118 MIPS CQM 
2021) (MIPS benchmark; American Heart Association/American Society of Anesthesiologists stewarded) 
requires clinical information not commonly found in administrative data and may be too burdensome for 
PHCS to collect efficiently. 
41Codes and descriptions, if available for these GPP services, are documented in CalAIM-1115-STC-
Technical Corrections, Appendix 2, Table 7, Categories of Service, Pg 204 of 289 pgs. Following 
Appendix 2, Table 7 shows an extensive set of notes explaining code/definition sources. The source of 
Updated codes and descriptions will be reflected in reporting guidance provided by DHCS to PHCS. 
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Primary Data Sources for Planned Primary Data Collection and 
Analyses 
Surveys of GPP Health System Leaders and Teams 
Our GPP Evaluation Team developed and fielded respectively in 2018 and 2019, a GPP 
survey of PHCS leaders to provide a comprehensive description of the activities that 
each PHCS conducted to support GPP goals. We now intend to field an updated 
version of this survey to PHCS GPP leaders and their teams in 2024 and 2026. This 
survey will ask about specific health system improvement actions that PHCSs are 
pursuing to enhance their responses to the GPP and the types of supports that PHCSs 
have implemented to enhance the delivery of accessible, proactive quality care. As with 
prior surveys and interviews, we anticipate that each PHCS will identify a leadership 
team to participate in the GPP surveys and interviews. We will welcome involvement 
from the California Association of Public Hospitals and Health Systems (CAPH) to ensure 
that the survey reflects actual PHCS activities. 

Interviews with GPP Health System Leaders and Teams 
Using interview protocols similar to those developed and fielded by our GPP evaluation 
team in 2018 and 2019 but updated to the current period, the Evaluation Team 
anticipates conducting group interviews with PHCS leaders and key team members, as 
identified by the PHCS leader, during 2024 and 2026. Interview guides will be informed 
by findings from our prior GPP leader surveys, from analyses of utilization data from 
GPP PY 1-8, existing literature and reports on the GPP, and from our team’s prior 
interview guides. Interviews will focus on strategies employed by each PHCS to change 
utilization patterns and ensure delivery of high-quality care in more-appropriate 
settings. Interviews will be conducted through a video conferencing platform that 
allows video conference meetings, webinars, and live and private chat. Participants will 
be briefed about the purpose of the interviews and asked to provide informed consent 
for audiotaping the interview process. Evaluation team members will serve as note-
takers as needed. We anticipate the interviews to last 60 minutes. Interviews will be 
audio-recorded, transcribed verbatim, coded and used for data analyses. We anticipate 
using a mix of both inductive and deductive approaches to identify themes from 
interview content. Analyses will present dominant themes related to the GPP experience 
as well as variations from PHCS-specific experiences. 
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Primary data collection to examine the patient experience 
Although prior analyses of the GPP highlighted increasing numbers of uninsured 
individuals and expanded types of health services used by the uninsured, how GPP 
impacts quality of care, patient experience, and health status is not known. Furthermore, 
the mechanisms by which GPP influences the volume, type, and setting of service use is 
not known. We do not know whether changes in service use or costs relates to the GPP’s 
system for incentivizing higher value care, to increasing access to primary and 
preventive services, to changes in the health status of uninsured individuals, or to 
uninsured individuals becoming more familiar with how to access clinical care. We do 
know that improving clinical care depends upon improvements in access, patient 
engagement, comprehensive and continuous care. While health system data can report 
patient demographics, utilization, and costs, only patients can report their experience 
with care. To better examine the patient experience in our evaluation, we will attempt to 
gather this information through questions in the PHCS surveys and PHCS interviews 
described above to learn about how patients use the services provided and paid for 
through GPP. We will attempt to use existing patient-level Consumer Assessment of 
Healthcare Providers and Systems (CAHPS) survey data collected by DHCS as part of the 
state’s Medicaid Core Set reporting requirements to understand changes in patient 
experience over time for GPP service users. After consideration of the pros and cons of 
interviewing patients, with DHCS, the Evaluation Team has decided upon the alternative 
methods described above to assess patient experience. 

Secondary Data Sources for Planned Secondary Analyses 
The interim and final evaluations will make use of the following secondary data sources. 

Aggregate Utilization Reports 
Each PHCS reports aggregate utilization data using a standard reporting template 
developed by DHCS that includes each of the 50+ services eligible for points and a field 
for reporting the number of units of each service provided to the uninsured during the 
year. Each PHCS is expected to submit an interim year-end summary report by February 
15 following the end of each PY and a final, year-end reconciliation summary report by 
September 30 following the end of each PY. PHCSs are expected to use the applicable 
STCs in the CalAIM waiver to guide reporting of the utilization data. 
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Encounter-Level Data 
In addition to submission of aggregate reports during the early years of GPP, 
participating PHCSs submitted encounter-level data for the first time on March 31, 2018, 
and on an annual basis thereafter with some irregularities during the COVID Public 
Health Emergency (PHE). Each encounter record reflects a unique service provided by a 
participating PHCS including information on the date of service, type of service, 
diagnosis and procedure codes, demographic information, and an indicator for which of 
the over 50 GPP services was provided during the encounter. Specifications for the 
submission of encounter data have been provided by DHCS. These annual encounter 
data will be used to support GPP analyses of utilization of services and quality of care, 
and equity of services overall, over time, and stratified by PHCS. 

P14 Workbook Data 
The P14 workbook has served as a California-specific reporting tool that PHCSs have 
used to claim federal matching payments for both Medi-Cal and uncompensated care to 
the uninsured. For the purposes of the GPP, these workbooks provide a record of the 
aggregate cost of services that each PHCS provided to individuals using GPP services and 
any payments that these individuals made to that PHCS. These data are expected to be 
available one year following the end of each fiscal year (June 30). Cost data as reported 
in the P14 workbook have been available annually since PY 1 (SFY2015-2016). To 
implement planned pre-post and differences-in-differences analyses, the evaluation 
team recommends we examine historical P14 workbook data from PY 1 (SFY 2015-2016) 
through to the present time. This will allow us to develop appropriate analyses across 
years without and with consideration of the period spanning the COVID Public Health 
Emergency (PHE). 

Medi-Cal Claims, Encounters, and Eligibility Files 
Medi-Cal claims and encounter data (hereafter referred to simply as “claims”) will 
supplement GPP encounter data to capture use of GPP services. For example, since the 
beginning of GPP in SFY 2015-2016, GPP users who were eligible for restricted scope 
Medi-Cal and who used ED or pregnancy-related services will have documentation of 
these services in the Medi-Cal claims files. In addition, we will use both claims and 
eligibility files to identify a comparison group of Medi-Cal members for selected 
analyses. 
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Medicaid Core Set Measures 
DHCS generates and submits to CMS measures of performance on the quality of care 
provided to Medi-Cal enrollees on an annual basis. These measures assess performance 
in domains such as primary care access and preventive care, behavioral health care, 
maternal and perinatal health, care of acute and chronic conditions, and members’ 
experience of care. We will explore using patient-level data to assess changes in these 
measures among our comparison group of Medi-Cal members during CalAIM. 

Managed Care Accountability Set (MCAS) Measures 
Medi-Cal managed care organizations operating in California are required to submit to 
DHCS measures of performance each year, which are then publicly reported. Measure 
domains include behavioral health, children’s health, chronic disease management, 
reproductive health, cancer prevention, and utilization. We will explore using patient-
level data to assess changes in these performance measures among Medi-Cal members 
during CalAIM for our comparison groups. 

Emergency Department and Hospital Inpatient Encounter Data 
The California Department of Health Care Access and Information (HCAI) maintains 
databases containing all ED and hospital inpatient encounters in the state each year—
including encounters for uninsured residents. We will use these files to measure 
ambulatory care-sensitive utilization measures for GPP service users from 2015 to 2026. 

GPP Point Thresholds 
Point thresholds represent the total number of points each PHCS was expected to earn 
in each PY based on past experience. Specifically, point thresholds for PY 1 were 
calculated for each PHCS as the number of units per service in the year prior to the GPP 
(SFY 2014–2015) multiplied by the point value for each service, which were then 
summed across all services. Thresholds were set in the starting year and are adjusted up 
or down in future years to the extent that additional or lesser GPP funds are available in 
each PY. Only PHCSs that exceeded their point thresholds are eligible to earn additional 
funding related to those PHCSs that were unable to meet their thresholds. These 
additional payments are made available each year using funds available from PHCSs that 
did not reach their thresholds. 
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Disproportionate Share Hospital (DSH) and Safety Net Uncompensated Care 
Pool (UC Pool) Payments 
Prior to the GPP, all PHCSs received federal matching payments for providing 
uncompensated care from two sources: the Medicaid DSH program and the UC Pool. As 
previously implemented, we anticipate DHCS will provide the Evaluation Team with data 
that includes PHCS-level payments from the year prior to the start of the GPP (SFY 2014–
2015). These payments are adjusted annually depending upon the performance of 
individual PHCSs in relation to their baseline provision of services to uninsured individuals. 

GPP Payments 
Interim payments to each PHCS for providing services to the uninsured are made on a 
quarterly basis. Additionally, a final reconciliation payment is then made, which may 
include payments to PHCSs that exceeded their point thresholds if there is unclaimed 
funding for hospitals which did not meet their point thresholds. Interim, final reconciliation, 
and total PY payments to each PHCS are publicly reported on the DHCS website. 

Annual Health Equity Report 
Completion of this report will first be required to be completed by PHCS for the period 
covering PY 9, January 1, 2023-December 23. The first PHCS reporting date to DHCS for 
this Annual Health Equity Report was September 30, 2024. All participating PHCSs are 
required to report on the five GPP Health Equity measures selected by DHCS and GPP 
service utilization categories, using the specifications outlined by DHCS as required by 
Attachment M. 

Analysis Approach 
The following section describes our proposed methods for evaluating progress on each 
of the three GPP goals. Overall, the analyses will include descriptive analyses of 
individuals who receive services paid for with GPP funds at participating PHCSs. Analyses 
will be stratified by demographic factors, and include longitudinal analyses of quality, 
utilization, and equity metrics. As noted below, difference-in-differences analyses and 
interrupted time series analyses with suitable comparison groups will be included where 
feasible. 
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GPP Goal 1 Evaluation Design 
The first GPP goal is the improvement of quality of care among individuals with 
uninsured services. 

Exhibit 6. GPP Goal 1 Evaluation Questions, Hypotheses, and Measures 
 

GPP Goal 1. Improve the quality of care among individuals with uninsured services. 

Evaluation Questions 
and Hypotheses 

Measures 

EQ1: Was the GPP 
successful in 
improving quality of 
care to individuals with 
uninsured services? 

H1: PHCS improved 
the quality of care to 
the uninsured. 

1. Colorectal Cancer Screening42 
2. Diabetes: HbA1c Poor Control (>9%)43 
3. Preventive Care and Screening: Screening for Depression and 

Follow-Up Plan44 
4. Breast cancer screening45 
5. Cervical cancer screening46 
Other quality measures that may be included depending on data 
availability include: Chlamydia Screening in Women, Postpartum 
Care, Childhood Immunization Status, Immunizations for 
Adolescents, Developmental Screening in the First Three Years of 
Life, Lead Screening in Children, and Topical Fluoride for Children. 

Analytic methods for GPP Goal 1 

1.1. Descriptive Analyses 
To evaluate GPP Goal 1 we will begin by conducting descriptive analyses of trends in 
quality of care for GPP users without the use of comparison groups. 

» Data sources: The data sources used by PHCSs to generate quality Measures 1-5 
listed in Exhibit 5 include administrative data (i.e., claims data) and medical record 
documentation (e.g., structured and unstructured EHR data, clinical registry data, 
pharmacy, and lab data). As part of the GPP Health Equity Monitoring Metrics 
Protocol approved by CMS on December 20, 2023, PHCS will be required to 

 
 
 

42 Measure specification: CMS130v10. UDS benchmark available. NCQA stewarded. 
43 Measure specification: CMS122v10. UDS benchmark available. NCQA stewarded. 
44 Measure specification: CMS2v11. UDS benchmark available. CMS stewarded. 
45 Measure specification: CMS125v11. UDS benchmark; NCQA stewarded. 
46 Measure specification: CMS124v10. UDS benchmark available. NCQA stewarded. 

https://nam12.safelinks.protection.outlook.com/?url=https%3A%2F%2Furldefense.com%2Fv3%2F__https%3A%2Fnam12.safelinks.protection.outlook.com%2F%3Furl%3Dhttps%2A3A%2A2F%2A2Fecqi.healthit.gov%2A2Fecqm%2A2Fep%2A2F2022%2A2Fcms002v11%26data%3D04%2A7C01%2A7C%2A7Ce3cce3f28dbb45db51d308d9fbf1fd1e%2A7C9fbc74aee1b649bb859660f4976881c1%2A7C0%2A7C0%2A7C637817839030438681%2A7CUnknown%2A7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%2A3D%2A7C3000%26sdata%3Db%2A2F6i70yybmh40ehFkUULf%2A2B2%2A2FJf%2A2FegXoGtoao7qnoJYI%2A3D%26reserved%3D0__%3BJSUlJSUlJSUlJSUlJSUlJSUlJSUlJSU!!EuW5fDSpzeg!f9JQK6WjWs_5qyUXpSX13c4LQFi1mWyXjfFY7iEufj1LbZqKLJWhFFbdj7DDomb2e0Xa_MHQAaedEAA359dZ%24&data=04%7C01%7C%7C4a0edd4499bd4371bf5608d9fe0cafe8%7C9fbc74aee1b649bb859660f4976881c1%7C0%7C0%7C637820152720332399%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000&sdata=gDjfmk%2F4p0fkWxTipi4IyBwp3J6xlgBTVvoBwWnvRCA%3D&reserved=0
https://nam12.safelinks.protection.outlook.com/?url=https%3A%2F%2Furldefense.com%2Fv3%2F__https%3A%2Fnam12.safelinks.protection.outlook.com%2F%3Furl%3Dhttps%2A3A%2A2F%2A2Fecqi.healthit.gov%2A2Fecqm%2A2Fep%2A2F2022%2A2Fcms002v11%26data%3D04%2A7C01%2A7C%2A7Ce3cce3f28dbb45db51d308d9fbf1fd1e%2A7C9fbc74aee1b649bb859660f4976881c1%2A7C0%2A7C0%2A7C637817839030438681%2A7CUnknown%2A7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%2A3D%2A7C3000%26sdata%3Db%2A2F6i70yybmh40ehFkUULf%2A2B2%2A2FJf%2A2FegXoGtoao7qnoJYI%2A3D%26reserved%3D0__%3BJSUlJSUlJSUlJSUlJSUlJSUlJSUlJSU!!EuW5fDSpzeg!f9JQK6WjWs_5qyUXpSX13c4LQFi1mWyXjfFY7iEufj1LbZqKLJWhFFbdj7DDomb2e0Xa_MHQAaedEAA359dZ%24&data=04%7C01%7C%7C4a0edd4499bd4371bf5608d9fe0cafe8%7C9fbc74aee1b649bb859660f4976881c1%7C0%7C0%7C637820152720332399%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000&sdata=gDjfmk%2F4p0fkWxTipi4IyBwp3J6xlgBTVvoBwWnvRCA%3D&reserved=0
https://ecqi.healthit.gov/ecqm/ec/2023/cms125v11
https://ecqi.healthit.gov/ecqm/ec/2023/cms125v11
https://ecqi.healthit.gov/ecqm/ec/2022/cms124v10
https://ecqi.healthit.gov/ecqm/ec/2022/cms124v10
https://nam12.safelinks.protection.outlook.com/?url=https%3A%2F%2Fecqi.healthit.gov%2Fecqm%2Fep%2F2022%2Fcms130v10&data=04%7C01%7C%7C4a0edd4499bd4371bf5608d9fe0cafe8%7C9fbc74aee1b649bb859660f4976881c1%7C0%7C0%7C637820152720332399%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000&sdata=Ljb6XsmNO9K9zimR1ul7EHoC%2FnYpwyaPsdHcDFXdFxU%3D&reserved=0
https://nam12.safelinks.protection.outlook.com/?url=https%3A%2F%2Fecqi.healthit.gov%2Fecqm%2Fep%2F2022%2Fcms130v10&data=04%7C01%7C%7C4a0edd4499bd4371bf5608d9fe0cafe8%7C9fbc74aee1b649bb859660f4976881c1%7C0%7C0%7C637820152720332399%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000&sdata=Ljb6XsmNO9K9zimR1ul7EHoC%2FnYpwyaPsdHcDFXdFxU%3D&reserved=0
https://nam12.safelinks.protection.outlook.com/?url=https%3A%2F%2Fecqi.healthit.gov%2Fecqm%2Fep%2F2022%2Fcms122v10&data=04%7C01%7C%7C4a0edd4499bd4371bf5608d9fe0cafe8%7C9fbc74aee1b649bb859660f4976881c1%7C0%7C0%7C637820152720332399%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000&sdata=Pr5bxDvr%2Bag4IVARAnPfhxppwMAH8Ky9f2Eu12vSUUU%3D&reserved=0
https://nam12.safelinks.protection.outlook.com/?url=https%3A%2F%2Fecqi.healthit.gov%2Fecqm%2Fep%2F2022%2Fcms122v10&data=04%7C01%7C%7C4a0edd4499bd4371bf5608d9fe0cafe8%7C9fbc74aee1b649bb859660f4976881c1%7C0%7C0%7C637820152720332399%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000&sdata=Pr5bxDvr%2Bag4IVARAnPfhxppwMAH8Ky9f2Eu12vSUUU%3D&reserved=0
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submit stratified performance data on the five clinical quality measures listed 
above. PHCS submitted the first Health Equity Annual Report containing 
performance rates for calendar year 2023 on November 29, 2024, and will 
continue to submit these reports on an annual basis thereafter. 

» Measures: Quality measures were chosen based on alignment with the DHCS 
Comprehensive Quality Strategy and were derived from the Uniform Data System 
(UDS) and Merit-based Incentive Payment System (MIPS).47 These sources were 
used since their measures are based on patients seen by the clinic/system and 
have national benchmarks while most other standardized and nationally 
stewarded clinical measures are based on a health plan enrolled or provider-
assigned population, which does not exist in GPP. 

» Target population: All individuals receiving GPP services. More specific target 
populations will be defined by each clinical measure specification. The level of 
analysis will be at the PHCS level and program level. 

» Comparison group: None 
» Baseline period: None 
» Statistical analyses: 

o Model: Longitudinal analysis 
o Analysis period: 2023-2026 
o Estimates of interest: Yearly change in quality for the target population relative 

to the first year of the analysis period (2023). 
» Stratifications: Data available for analyses will be stratified by race, ethnicity, 

preferred language, gender identity, sexual orientation, age group, and area-level 
deprivation measures, such as the Social Vulnerability Index, Social Deprivation 
Index, the Healthy Places Index, or a comparable index. Analyses across all five 
CalAIM components will seek to align use of area-level deprivation measures 
where possible and following empirical analysis of their concordance for areas 
within California. 

1.2. Analyses with Comparison Groups 
We will also explore conducting analyses that include comparison groups to provide a 
more rigorous assessment of the effects of GPP on quality of care. For these analyses, 
we will explore using GPP encounter data to measure quality of care for the target 

 
 
 

47 https://bphc.hrsa.gov/sites/default/files/bphc/data-reporting/uds-clinical-measures-handout.pdf 

https://bphc.hrsa.gov/sites/default/files/bphc/data-reporting/uds-clinical-measures-handout.pdf
https://bphc.hrsa.gov/sites/default/files/bphc/data-reporting/uds-clinical-measures-handout.pdf
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population and Medi-Cal claims data and MCAS and Medicaid Core Set measures to 
assess quality of care for a comparison group of Medi-Cal members who receive care 
from the PHCS, or, alternatively Medi-Cal members who live within a PHCS service area 
but who are not attributed to a PHCS. Measures may include key screening measures 
(e.g., breast cancer screening, cervical cancer screening), measures of postpartum care, 
and immunization measures (Exhibit 6). The statistical analysis would use comparative 
interrupted time series models as there are no data available for the target population 
prior to the start of GPP. Stratified analyses could be conducted for key patient 
subgroups defined by race, ethnicity, and area-level deprivation. 

1.3. PHCS Survey and Qualitative Interviews Analyses for Goal 1 
As part of our analyses to assess GPP Goal 1, we will also examine PHCS responses to 
PHCS Survey questions on PHCS’ strategies to improve access to and continuity of care, 
timeliness of care for PHCS patients, and perceptions of patient experiences of care at 
the PHCS. We will summarize the responses by reporting means, standard deviations, 
and sample sizes (not all items will be applicable to all 13 PHCSs). We will also conduct 
follow-up interviews with the PHCS to discuss their responses to the survey and gain 
more contextual information about some of their decision-making around the strategies 
they do and do not employ to improve access to and continuity of care, their 
perceptions of patient experiences, and the challenges and successes around providing 
timely care to PHCS patients. 
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GPP Goal 2 Evaluation Design 
The second GPP goal is to shift the provision of services from emergency and select 
inpatient settings to non-emergency outpatient settings among those individuals with 
uninsured services. 

Exhibit 7: GPP Goal 2 Evaluation Questions, Hypotheses, and Measures 
 

GPP Goal 2. Drive the shift in the provision of services from emergency and select 
inpatient services to non-emergency outpatient settings among those individuals 
with uninsured services. 

Evaluation Questions 
and Hypotheses 

Measures 

EQ2. Was the GPP 
successful in driving a 
shift in the provision of 
services from emergent 
and select inpatient 
services to non-
emergency outpatient 
settings, including non-
traditional and equity 
enhancing services? 
H2. PHCS increased the 
use of outpatient 
services, non-traditional 
services, and equity-
enhancing services over 
the course of the GPP. 

Utilization measures derived from GPP encounter 
data:48 

1. GPP non-behavioral health outpatient non-emergency, 
emergency, and inpatient med/surg services 

2. GPP behavioral health outpatient non-emergency, 
emergency, and inpatient services 

3. GPP non-traditional services 
4. GPP equity-enhancing services 
Utilization measures derived from HCAI encounter 
data: 
5. Ambulatory care-sensitive Emergency Department (ED) 

visits 
6. Ambulatory care-sensitive hospitalizations 
7. 30-day-all-cause-hospital-readmission-rate 
8. All-cause ED utilization 
Utilization measures still under consideration: 
9. Visit Patterns (Possible measures under consideration 

include frequency/regularity of ambulatory visits and 
 
 
 
 

 
48 GPP service utilization measures are based on number of GPP points provided in each tier and 
category, defined in Attachment L of the STCs. Non-traditional services and equity-enhancing services 
are identified in the GPP STCs. The exception is Metric 5 in Exhibit 7 which will be derived based on 
HEDIS Technical Specifications (https://www.ncqa.org/hedis/measures/follow-up-after-emergency-
department-visit-for-people-with-high-risk-multiple-chronic-conditions/) 

https://www.ncqa.org/hedis/measures/follow-up-after-emergency-department-visit-for-people-with-high-risk-multiple-chronic-conditions/
https://www.ncqa.org/hedis/measures/follow-up-after-emergency-department-visit-for-people-with-high-risk-multiple-chronic-conditions/
https://www.ncqa.org/hedis/measures/follow-up-after-emergency-department-visit-for-people-with-high-risk-multiple-chronic-conditions/
https://www.ncqa.org/hedis/measures/follow-up-after-emergency-department-visit-for-people-with-high-risk-multiple-chronic-conditions/
https://www.ncqa.org/hedis/measures/follow-up-after-emergency-department-visit-for-people-with-high-risk-multiple-chronic-conditions/
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GPP Goal 2. Drive the shift in the provision of services from emergency and select 
inpatient services to non-emergency outpatient settings among those individuals 
with uninsured services. 

Evaluation Questions 
and Hypotheses 

Measures 

 types of providers seen including generalist or specialist 
provider MD, NP, PA, RN49 or other provider type) 

10. Follow-up care following abnormal clinical findings 
(Possible measures under consideration include timely 
follow up to abnormal mammograms, abnormal fecal 
occult testing for colorectal cancer screening, or 
abnormal laboratory values such as elevated 
hemoglobin A1c or lipid values). 

Other utilization measures that might be derived from 
Medicaid claims and/or are available in Medicaid Core 
Set or Managed Care Accountability Set (MCAS) 
measure files (Possible measures under consideration 
include): 
11. Follow-up after ED visit for individuals at high-risk for 

multiple chronic conditions, substance use, or mental 
illness; Follow-up after hospitalization; Continuity of 
primary and specialty care providers; Readmissions or 
repeated ED use; and among pregnant women, length of 
hospital stay, intensive care unit (ICU) use during 
hospital stay, and prenatal visit rates). 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

 
49 Example categories of provider type include MD (physician), NP (nurse practitioner), PA (physician’s 
assistant), RN (registered nurse). 
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Analytic methods for GPP Goal 2 
2.1. Planned descriptive analyses and analyses with comparison groups 
To evaluate GPP Goal 2, we will conduct analyses to compare the utilization of services 
by GPP users to comparison groups not exposed to GPP. 

» Data sources: Data sources that will be used to measure changes in 
utilization in different settings during GPP are described below. 

First, we will leverage encounter level and aggregated GPP service utilization data, 
which include services provided by the PHCS, contracted providers, and local 
behavioral health providers. Each PHCS compiles and submits both encounter-level 
and aggregated data nine months after the end of each PY using a well-established 
reporting process. Each PHCS has submitted encounter data reports since PY 2, and 
the quality and completeness of data have improved over time. 

Second, we will use HCAI Patient Discharge Data (PDD) and ED Data, which includes 
all discharges from inpatient and ED settings within the state regardless of insurance 
status. The HCAI data will allow us to construct comparison groups for selected 
utilization measures as described below and imposes no additional data collection 
burden on GPP-participating PHCSs or other participants. 

Additionally, we are exploring with both DHCS and PHCSs the opportunity to use 
encounter level and aggregated GPP service utilization to assess shifts over time in 
the types of providers who deliver GPP services, the frequency and regularity of GPP 
encounters, and timely follow-up to abnormal clinical findings. Since the National 
Provider Identifier (NPI) is a field in the GPP encounter data, we anticipate being able 
to link individual encounters with both provider identity and specialty type. 

» Measures: We will assess changes in utilization of GPP services using 
approaches analogous to those used in the initial GPP evaluation while 
also adding several new measures. Measures 1-4 displayed in Exhibit 7 
are based on the number of GPP points provided in each service 
“category” and “tier” as displayed in Attachment L of the STCs. While 
these measures do not have national benchmarks, they are valuable to 
understanding the continued impact of the program in encouraging the 
use of primary and preventive care. The relevant codes and descriptions 
for these GPP services are documented in Technical corrections to the 
California section 1115 Medicaid demonstration, entitled “California 
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Advancing and Innovating Medi-Cal” (CalAIM) (Project Number 11-W-
00193/9) which was approved on August 23, 2023, under the authority of 
section 1115(a) of the Social Security Act (the Act) Appendix 2, Table 7, 
Categories of Service, Page 204 of 289 pages1,3 Importantly, within this 
citation and following Appendix 2, Table 7, is an extensive set of notes 
explaining the source of codes applied to GPP services. The citation 
indicates that updated codes and descriptions will be reflected in 
reporting guidance provided by DHCS to PHCS. 

Measures 5-8, which are derived from HCAI encounter data, include two measures of 
ambulatory care-sensitive (ACS) utilization: ACS hospitalizations50 and ACS ED 
visits.51 Both measures will help to assess potential reductions in acute care 
utilization through improved access to primary and preventive care. Two additional 
measures, 30-day all-cause hospital readmission52 and all-cause ED utilization will 
help to measure improvements in transitional care and efforts by PHCS to avoid 
repeated ED use, respectively. All four measures can be constructed for both PHCS 
and a non-PHCS comparison group comprising facilities in non-GPP counties (as 
discussed below) and allows us to use multiple years of data preceding Cal-AIM. 

Metrics 9-11 are still under development, as we continue to work with PHCSs to 
examine the feasibility of including in the Goal 2 analysis two additional measure 
types that we anticipate will provide new insights into the mechanisms by which GPP 
changes clinical care delivery. Metric 9 will examine trends in the patterns of 
frequency, regularity, and types of providers associated with visits by uninsured 
individuals to non-emergent ambulatory settings paid for by GPP funds. As GPP 
progresses, the program is designed to increasingly incentivize a shift to non-
emergency ambulatory settings (e.g., by increasing GPP points associated with 
ambulatory services, while decreasing point values for potentially avoidable, costly 
inpatient services). We will attempt to examine whether this shift in venue of care is 
associated with more continuity and coordinated care by measuring the changes in 
the prevalence of more regular PHCS visit patterns from patients and more timely 
follow-ups to abnormal clinical findings. These findings could shed light on how GPP 

 
 
 

50 https://qualityindicators.ahrq.gov/measures/pqi_resources 
51 https://qualityindicators.ahrq.gov/measures/ed_pqi_resources 
52 https://data.chhs.ca.gov/dataset/all-cause-unplanned-30-day-hospital-readmission-rate-
california/resource/baa1a00c-d515-454a-ae47-410f8b95c3f3 

https://data.chhs.ca.gov/dataset/all-cause-unplanned-30-day-hospital-readmission-rate-california/resource/baa1a00c-d515-454a-ae47-410f8b95c3f3
https://secure-web.cisco.com/1L0-jsmwuk02fUC-M0X51dtEE9EwhFtOUYRUH08LSM-Ha7li_-WOMDJxtjL_YyBxlrvB5dWgp9UQ6ofVZlQa4f9azg41ZcwYrklraAZHreZZi6-PeOAGx-VcfCpt6yKiH_iDs-42ShctVuXpu68iQCl96R8rn87w60i-LDvthRZ0kuZcuOHXTftODIEs0i1RcuXpGXbCiAe9f3MDkse3Ot2iaLZFi3WY4KT2-IZyJTwZ8wNqcOIOcIcmSWYJNAA7aguuMvALeWOrLQ9-0BEAOxEv0Z0uI2DZ_u-D8thFxbRf1kjWZCpc7r9PRBv91Yiauwc0GpeyrkF34TDZ2jRlOBGzbOrKCuGmMvugYpsfh6OebD7JibOkBWZWJbwJGYRmz/https%3A%2F%2Furldefense.com%2Fv3%2F__https%3A%2F%2Fqualityindicators.ahrq.gov%2Fmeasures%2Fpqi_resources__%3B%21%21F9wkZZsI-LA%21AEcWzTNOeO5qt_uinXH4RMiz43PNmSo6yGauu_d58MKoZ1daX38QyrvZSwBNqYSlr2fDATKGXI9uBi8y_D4%24
https://secure-web.cisco.com/1L0-jsmwuk02fUC-M0X51dtEE9EwhFtOUYRUH08LSM-Ha7li_-WOMDJxtjL_YyBxlrvB5dWgp9UQ6ofVZlQa4f9azg41ZcwYrklraAZHreZZi6-PeOAGx-VcfCpt6yKiH_iDs-42ShctVuXpu68iQCl96R8rn87w60i-LDvthRZ0kuZcuOHXTftODIEs0i1RcuXpGXbCiAe9f3MDkse3Ot2iaLZFi3WY4KT2-IZyJTwZ8wNqcOIOcIcmSWYJNAA7aguuMvALeWOrLQ9-0BEAOxEv0Z0uI2DZ_u-D8thFxbRf1kjWZCpc7r9PRBv91Yiauwc0GpeyrkF34TDZ2jRlOBGzbOrKCuGmMvugYpsfh6OebD7JibOkBWZWJbwJGYRmz/https%3A%2F%2Furldefense.com%2Fv3%2F__https%3A%2F%2Fqualityindicators.ahrq.gov%2Fmeasures%2Fpqi_resources__%3B%21%21F9wkZZsI-LA%21AEcWzTNOeO5qt_uinXH4RMiz43PNmSo6yGauu_d58MKoZ1daX38QyrvZSwBNqYSlr2fDATKGXI9uBi8y_D4%24
https://qualityindicators.ahrq.gov/measures/ed_pqi_resources
https://qualityindicators.ahrq.gov/measures/ed_pqi_resources
https://data.chhs.ca.gov/dataset/all-cause-unplanned-30-day-hospital-readmission-rate-california/resource/baa1a00c-d515-454a-ae47-410f8b95c3f3
https://data.chhs.ca.gov/dataset/all-cause-unplanned-30-day-hospital-readmission-rate-california/resource/baa1a00c-d515-454a-ae47-410f8b95c3f3
https://data.chhs.ca.gov/dataset/all-cause-unplanned-30-day-hospital-readmission-rate-california/resource/baa1a00c-d515-454a-ae47-410f8b95c3f3
https://data.chhs.ca.gov/dataset/all-cause-unplanned-30-day-hospital-readmission-rate-california/resource/baa1a00c-d515-454a-ae47-410f8b95c3f3
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may change patient care, especially noting that regular visits with known providers 
are associated with fewer ED and hospital days, and that prompt attention to 
specified abnormal clinical findings can save lives and improve quality of life.53 

Our exploration of Metric 10 will first assess the availability of PHCS data for 
assessing whether GPP implementation is associated with changes in the extent to 
which timely follow-up to select well-specified abnormal findings is occurring. For 
example, we may explore as the GPP program matures, whether uninsured women 
receiving an abnormal screening mammogram finding (e.g., an advanced BI-RADS 
Category) at a PHCS, are more likely to receive timely follow-up to that abnormality. 
A similar analysis could be done to assess timely follow-up to a positive stool test 
performed for colorectal cancer screening, or follow-up to a very high blood sugar 
value (HbA1c value >8). While exploring data quality related to these concerns, we 
also intend to address these topics during patient interviews and health system 
leader surveys and interviews. In these ways, our planned mixed methods approach 
will provide insight how GPP impacts patient care and experiences. 
Metric 11 will also explore other utilization measures that might be available 
including for example, follow-up after ED visits for individuals at high-risk for 
multiple chronic conditions, substance use, mental illness diagnoses, or following 
hospitalization. 

» Target population: All individuals receiving GPP services or the closest proxy 
available in each data source (e.g., uninsured individuals receiving services at a PHCS). 

» Comparison group: As described in the statistical analyses below, some 
analyses will use a comparison group comprising hospitals and EDs in 
non-GPP counties. Other analyses will not use a comparison group 
because no comparison group is available for measuring utilization of 
specific services by the uninsured. 

» Baseline Period and Evaluation Period: Both periods will vary by 
analysis as described in the statistical analyses below. 

 
 
 

 
 
 

53 Rose, A.J., Timbie, J.W., Setodji, C. et al. Primary Care Visit Regularity and Patient Outcomes: an 
Observational Study. J Gen Intern Med 34, 82–89 (2019). https://doi.org/10.1007/s11606-018-4718-x 

https://doi.org/10.1007/s11606-018-4718-x
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» Stratifications: Selected analyses (described below) will be stratified by 
race, ethnicity, preferred language, gender identity, sexual orientation, 
and age group. 

o Statistical analysis: We will use both pre-post analyses as well as differences-
in-differences analyses for a subset of measures. Details for the four proposed 
specific analyses are included below: 

o Analysis 1: Pre-post comparison of utilization measures derived from 
GPP encounter data [Exhibit 6 Metrics 1-4]. Although this analysis does not 
allow causal impacts of GPP on measures of utilization, it leverages the rich 
GPP encounter data to conduct pre-post analyses of changes in specific 
categories and tiers of services. The analysis would use 2017-2021 as the 
baseline period and 2022-2026 as the evaluation period and would use an 
interrupted time-series design to determine whether CalAIM is associated 
with a statistically significant change in utilization rates for each type of 
service (i.e., change in slope) between the two waiver periods. In addition, we 
will explore PHCS-level correlations between changes in utilization of 
outpatient and non-traditional services with changes in utilization of high-cost 
services such as ED and hospital stays. 

o Analysis 2: Difference-in-differences analysis of changes in ACS 
hospitalizations, ACS ED visits, and all-cause ED utilization [Exhibit 6 
Metrics 5-8]. This analysis will compare trends in utilization measures for 
uninsured individuals treated at PHCS relative to non-GPP counties in 
California. The analysis would use 2015 as the baseline year and would 
measure ACS utilization on a yearly basis through 2026. This specification 
allows us to estimate the impact of GPP on utilization during CalAIM relative 
to the pre-GPP period (2015) as well as differential changes in utilization (i.e., 
change in slope) between the two waiver periods. 

o Analysis 3: Pre-post subgroup analyses. We will expand Analysis 1 to 
measure changes in utilization of GPP services utilization stratified by each of 
the population characteristics captured in the GPP encounter data (race, 
ethnicity, preferred language, gender identity, and sexual orientation), and 
area-level deprivation measures, such as the SDI/SVI, HPI, or comparable 
index. 
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o Analysis 4: Difference-in-differences subgroup analyses. We will expand 
Analysis 2 to measure the impact of GPP on utilization for population 
subgroups defined by race and ethnicity and area-level deprivation measures, 
such as the SDI/SVI, HPI, or a comparable index, which are the only 
population subgroups available for stratification that can be measured in the 
HCAI data. We note that the race and ethnicity in HCAI are unlikely to be self-
reported, which is a limitation of these analyses. 
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2.2 Additional analyses under consideration 
In addition, we will explore supplementing GPP encounter data with Medi-Cal claims, 
MCAS measures, and Medicaid Core Set measures to conduct further analyses (Exhibit 6 
Metrics 9-11). The analyses would include members who are attributed to one of the 13 
PHCS based on analysis of Medi-Cal claims as well as a comparison group of Medi-Cal 
members who receive care from the PHCS, or, alternatively Medi-Cal members who live 
within a PHCS service area but who are not attributed to a PHCS. The statistical analysis 
might use comparative interrupted time series models or comparative trend analyses 
depending on whether pre-CalAIM data are available for each measure. Stratified 
analyses could be conducted for key patient subgroups (e.g., race, ethnicity, area-level 
deprivation). 

2.3. PHCS Survey and Qualitative Interview Analyses for Goal 2 
As part of our analyses to assess GPP Goal 2, we will also examine PHCS responses to 
PHCS Survey questions on PHCS’ strategies to promote care in cost-effective settings, 
provision of non-traditional services, and Enhanced Care Management and Community 
Supports. We will summarize the responses by reporting means, standard deviations, 
and sample sizes (not all items will be applicable to all 13 PHCSs). We will also conduct 
follow-up interviews with the PHCS to discuss their responses to the survey and gain 
more contextual information about some of their decision-making around the strategies 
they do and do not employ to promote care in cost-effective settings and their 
provision of non-traditional services, Enhanced Care Management, and Community 
Supports. 

GPP Goal 3 Evaluation Design 
To evaluate GPP Goal 3 we will conduct analyses to assess possible improvements in 
PHCS data infrastructure and completeness that are necessary to understand health 
inequities among GPP utilizers. 
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Exhibit 8. GPP Goal 3 Evaluation Questions, Hypotheses, and Measures 
 

GPP Goal 3. Improve PHCS data infrastructure and completeness that are necessary to 
understand health inequities among GPP utilizers. 

Evaluation Questions and Hypotheses Measures 

EQ3. Was the GPP successful in driving 
improvements in the data infrastructure 
necessary to understand health inequities? 

H3. PHCS improved the data collection, 
reporting and analytics infrastructure to 
identify and act on health inequities. 

Percent completion of GPP encounter data 
fields for the following patient characteristics: 
1. Race 
2. Ethnicity 
3. Preferred language 
4. Sexual orientation 
5. Gender identity 

Analytic methods for GPP Goal 3 
3.1. Descriptive Analyses 

» Data sources: GPP encounter data submitted by each PHCS on a yearly 
basis. 

» Measures: Improvements in data infrastructure will be measured by 
percent completion of 5 individual level characteristics listed in Exhibit 8. 

o Race categories will include American Indian or Alaska Native; Asian; Black or 
African American; Native Hawaiian or Other Pacific Islander; White; Some Other 
Race; Two or More Races; No Race Selection and Hispanic or Latino Ethnicity; 
Asked but No Answer/Unknown. 

o Ethnicity categories will include Hispanic or Latino; Not Hispanic or Latino; Asked but 
No Answer/Unknown. 

o Preferred Language Spoken will be coded as specified in GPP guidance consistent 
with the Department of Health Care Access and Information (HCAI) reporting 
guidance for Preferred Language Spoken. 

o Sexual orientation categories will include Lesbian, gay or homosexual; straight or 
heterosexual; Bisexual; Other (“Something else, please describe”); Don’t Know; Choose 
not to disclose. 

o Gender Identity includes five specific categories, as well as Other (“Additional gender 
category or other, please specify”), and “Choose not to disclose”. 

https://hcai.ca.gov/wp-content/uploads/2020/10/IP-Preferred-Language-Nov-2021-published.pdf
https://hcai.ca.gov/wp-content/uploads/2020/10/IP-Preferred-Language-Nov-2021-published.pdf
https://hcai.ca.gov/wp-content/uploads/2020/10/IP-Preferred-Language-Nov-2021-published.pdf
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» Stratifications: Each measure listed in Exhibit 8 will be stratified by age 
group (e.g., <18, 18-64, >=65). Stratified reporting by age reflects the fact 
that willingness to self-report this type of information might vary by age. 

» Target Population: All individuals receiving GPP services. 

» Comparison Group: None 

» Baseline Period: CY 2023 (PY9). This is the first year that PHCSs will be 
collecting all five stratification variables according to the GPP Health 
Equity Monitoring Metrics Protocol. 

» Evaluation Period: CY 2024 (PY 10) through CY 2026 (PY 12) 

» Statistical Analysis: Measures will be trended annually to assess changes 
over time during GPP. 

3.2. PHCS Survey and Qualitative Interview Analyses for Goal 3 
As part of our analyses to assess GPP Goal 3, we will also examine PHCS responses to 
PHCS Survey questions around data infrastructure, patient portals, use of data, and data 
challenges. We will summarize the responses by reporting means, standard deviations, 
and sample sizes (not all items will be applicable to all 13 PHCSs). We will also conduct 
follow-up interviews with the PHCS to discuss their responses to the survey and gain 
more contextual information about their data infrastructure, patient portals, use of data, 
and data challenges. 

GPP Cost Analyses 
We will use P14 workbooks from each PHCS to measure the cost of services provided to 
the uninsured provided by the PHCS. Audited P14 data will be used in the cost analysis 
or the most current unaudited P14 data when audited P14 workbooks are not available. 
We will then derive per capita cost estimates using unduplicated patient counts from 
the GPP encounter data. These analyses will support pre-post analyses of per-capita 
spending from as early as 2015 through the end of GPP. Cost data for a comparison 
group comprising non-GPP counties could be derived from a combination of hospital 
and ED encounter-specific charges reported in the HCAI data supplemented with UDS 
financial cost data reported by FQHCs in the UDS. Although the cost of care for the 
uninsured may be defined differently for the PHCS and comparison group, these 
differences should be stable over time and should be netted out in our difference-in- 
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differences analysis. We will ensure alignment of the cost analyses across all other 
CalAIM components. 

Payment data from PY 1 (SFY 2015–2016) and PY 2 (SFY 2016–2017) were included in the 
preparation of the Evaluation Team’s final evaluation report published in June 2019 but 
will be extended during the planned 2025 midpoint and 2028 final reports. 

Methodological Limitations 
This evaluation has several limitations. The small sample size of 13 PHCSs makes it 
difficult to rule out the possibility that changes observed in analyses of aggregate 
utilization data are not due to random variation. Data limitations include utilization data 
quality issues, the lack of detailed patient self-reported measures and only limited 
access to clinically detailed measures of patient’s need for service utilization. Potential 
biases in survey responses of PHCS leaders and of patients may occur. One limitation of 
drawing conclusions from survey data is that survey responses come from reports by 
PHCS leaders. Thus, the survey responses will reflect the perceptions and opinions of the 
respondents, which may not align with actual utilization and quality of care trends within 
a PHCS or be what all PHCS staff and leaders believe. However, when supplemented with 
utilization and quality of care data, the surveys provide context for the trends and 
patterns observed across PHCSs and experienced by GPP users. While CalAIM and 
PHCSs have been implementing programs to enhance trust by uninsured individuals in 
PHCSs, circumstances persist such that some remaining uninsured are hesitant to fully 
participate in available access to care opportunities. 

While our evaluation team is intensely focused on identifying valid comparison groups 
that will allow us to draw causal inferences about the effect of the GPP on shifts in 
service utilization, costs, or perceptions of changes in quality, identifying such 
comparison groups is difficult since systematic data about use of services among 
uninsured individuals with characteristics similar to California’s uninsured population are 
limited. We will ensure that any comparison group used in the evaluation is well-
matched to the sociodemographic profile of the target population and provides 
adequate statistical power. We will also compare trends in ambulatory care sensitive 
utilization for uninsured individuals treated at PHCSs relative to non-GPP counties in 
California. 

If we determine that comparison groups are not sufficiently robust for the analysis, we 
will conduct pre-post analyses. However, the early years of the GPP PYs beginning in 
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July 2015 overlapped with the early years of ACA implementation, during which the 
composition of the uninsured population may have been changing. Subsequently, the 
PHE has disrupted usual patterns of how patients access services, and how health 
systems manage data. Although the overall level of the uninsured population may have 
been constant during GPP implementation, changes in the composition of the uninsured 
and those uninsured for a particular service may contribute to observed changes in 
utilization and payments. A related challenge is the ability of individual PHCSs to reliably 
link unique patient IDs with their utilization of services. Historically, this has been less 
reliable across mental health services than physical health services. 

Despite these limitations, the GPP is providing an important service for remaining 
uninsured individuals and doing so using a novel payment mechanism designed to 
incentivize improvements in high value care and reductions in low-value care. The 
duration of the program, the increasing quality of data, and the introduction of quality 
and equity metrics will allow important new insights about care utilization by remaining 
uninsured in California. We are optimistic that suitable comparison groups can be 
identified for some planned analyses. 

Furthermore, across the twelve years of its planned program, the GPP provides an 
opportunity to assess how state level policy can influence the structure, processes, and 
outcomes of care for uninsured individuals. While remaining mindful of the limitations 
described above, if desired outcomes emerge from the GPP, then aspects of the 
program can be expanded. If desired outcomes do not emerge or if adverse outcomes 
are noted, then this too can prompt learnings that can refine future efforts to improve 
the well-being of one of the state’s most vulnerable populations. 
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Evaluation Design for the Medi-Cal Matching 
Plan Policy for Dually Eligible Beneficiaries 

(Duals) 

General Background Information 
As Medi-Cal managed care enrollment has expanded and become mandatory, California 
is addressing the bifurcated Medicare and Medi-Cal managed care delivery systems that 
make integrated and coordinated care challenging for dually eligible beneficiaries, who 
are among the highest need and highest cost groups in both programs. This evaluation 
addresses dually eligible beneficiaries (Duals) with Medicare Parts A and B, which are 
required for enrollment in any type of Medicare Advantage (MA) plan, including Dual 
Eligible Special Needs Plans (D-SNPs), in particular, fully integrated plans – Medicare Medi-
Cal Plans (Medi-Medi Plans or MMPs). The Medi-Cal Matching Plan Policy is aimed at 
improving the experiences of Duals in managed care in twelve counties in California starting 
in 2022, an additional five counties starting in 2024, and additional counties in 2026. 

In the evaluation, we will study the impact of the Medi-Cal Matching Plan Policy on 
Duals Medi-Cal plan changing and Duals’ knowledge and satisfaction with the policy. 
The revised evaluation design builds upon the original evaluation design. The overall 
evaluation goals are: 

1. Determine the epidemiology of plan changes among dually eligible beneficiaries 
eligible for MA Plans and relate them to requested MCP change requests. 

2. Maintain a high degree of satisfaction with changing their Medi-Cal related plans 
among dually eligible beneficiaries enrolled in MA plans that are aligned with 
MCPs and among dually eligible beneficiaries enrolled in MMPs. 

The Medi-Cal Matching Plan Policy is highly complex, as is the nature of data available to 
DHCS. Further technical edits and corrections may be needed throughout the evaluation 
period. 

In Goal #1 of the proposed evaluation, the evaluation team will examine Medi-Cal 
managed care plan (MCP) enrollment behavior between 2021 (or earlier if feasible) and 
2026 among Duals in counties with the Medi-Cal Matching Plan Policy compared to 
counties that have not had the policy in place. Goal #2 will address both plan alignment 
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and Medi-Medi Plans – integrated managed care plans. In Goal #2, the evaluation team 
will field a survey to assess knowledge and satisfaction with the plan changing process 
in place. Data from Goal #1 will provide the sampling frame for the primary data 
collection from Duals in Goal #2 – a knowledge and satisfaction survey of Duals who 
request and do not request MCP changes in counties with and without the Medi-Cal 
Matching Plan Policy. 

While the Medi-Cal Matching Plan Policy in its current form was first implemented in 
2022, we recommend the analysis comparing the demonstration and the comparison 
sites include analysis of similarities between the demonstration and comparison sites 
that begin at least one year prior to the demonstration’s launch. Consistent with the 
difference-in-differences design recommended by DHCS in its draft Evaluation Design,54 

examination of the pre-intervention period (2021 and earlier) will allow us to distinguish 
whether any difference in outcomes noted during or after the intervention can be 
meaningfully attributed to the intervention, or alternatively to preexisting differences 
between the Duals residing in demonstration or comparison counties. The evaluation 
team recognizes the policy landscape surrounding alignment has been dynamic and 
varied across counties and over time, and we consequently recognize the necessity of 
close collaboration with subject matter experts at DHCS to explore possibilities for these 
analyses and leverage their guidance over the course of the evaluation. 

Overview of Medicare Enrollment and MA Plans 
Medicare beneficiaries may choose to enroll in MA plans upon receipt of Medicare Part 
A and Part B benefits or may switch into, out of, or between MA plans during annual 
open enrollment periods or special enrollment periods (effectively once per quarter). 
Close to half of Duals statewide in California with Medicare Parts A and B have opted to 
enroll in some type of MA, although the percent of overall MA enrollment varies 
significantly by county. Those not enrolled in MA are in Original Medicare. 

For purposes of this evaluation, Medicare Advantage options include: standard MA 
plans (not Special Needs Plans or PACE organizations); Exclusively Aligned Enrollment 
(EAE) D-SNPs, also known as Medi-Medi Plans (which replaced the Cal MediConnect 
demonstration effective January 1, 2023); non-EAE D-SNPs; Chronic Condition Special 

 

 
 

54 California Department of Health Care Services (DHCS) California Advancing and Innovating Medi-Cal 
(CalAIM) Section 1115(a) Demonstration. Draft Evaluation Design for PATH, GPP, Duals. June 27, 2022 
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Needs Plans (C-SNPs); Institutional Special Needs Plans (I-SNPs); SCAN Fully Integrated 
Special Needs Plan (FIDE-SNP); and PACE organizations. October 2023 Duals enrollment 
for each type of MA is provided in this DHCS report: October 2023 MA Enrollment 
Report (ca.gov). A significant proportion of Duals have opted to enroll in MA plans. As 
of October 2023, there were 788,869 Duals who were MA enrollees (Exhibit 9). 

Exhibit 9: MA Enrollment Among Dual Eligibles in California (October 2023)55 
 

MA Plan Type Age Under 65 Age 65+ Total 

Regular MA 52,371 259,020 311,391 

Medi-Medi Plan 46,817 198,258 245,075 

Non-EAE D-SNP 35,014 125,467 160,481 

Other SNP 4,453 26,677 31,130 

SCAN FIDE-SNP 0 20,995 20,995 

PACE 4,349 15,448 19,797 
Total Any Type of 
MA Enrollment 

143,004 645,865 788,869 

As defined in the October report, the MA categories are: 

» Regular MA Plans: These plans serve both dual eligible and Medicare only 
members and are not required to have written agreements with state 
Medicaid agencies, such as DHCS, for benefit and care coordination for dual 
eligible beneficiaries. This group also includes individuals enrolled in Medi-Cal 
and Dual Eligible Special Needs Plans (D-SNPs) that do not have a contract 
with DHCS (out-of-state D-SNPs), likely due to out-of-state zip codes for 
Medicare enrollment. 

» Medicare Medi-Cal Plans (Medi-Medi Plans or MMPs): Also known as 
Exclusively Aligned Enrollment (EAE) D-SNPs, these plans are a type of MA 
plan that meet integrated D-SNP care coordination requirements, with 
integrated member materials, and have membership limited to dually eligible 

 
 
 

55 DHCS, California Dual Eligible Member Enrollment in Medicare Advantage Programs, as of October 
2023. Table 1. https://www.dhcs.ca.gov/provgovpart/Documents/October-2023-MA-Enrollment-
Report.pdf. 

https://www.dhcs.ca.gov/provgovpart/Documents/October-2023-MA-Enrollment-Report.pdf
https://www.dhcs.ca.gov/provgovpart/Documents/October-2023-MA-Enrollment-Report.pdf
https://www.dhcs.ca.gov/provgovpart/Documents/October-2023-MA-Enrollment-Report.pdf
https://www.dhcs.ca.gov/provgovpart/Documents/October-2023-MA-Enrollment-Report.pdf
https://www.dhcs.ca.gov/provgovpart/Documents/October-2023-MA-Enrollment-Report.pdf
https://www.dhcs.ca.gov/provgovpart/Documents/October-2023-MA-Enrollment-Report.pdf
https://www.dhcs.ca.gov/provgovpart/Documents/October-2023-MA-Enrollment-Report.pdf
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individuals who are also enrolled in the Medi-Cal managed care plan affiliated 
with the D-SNP. Medi-Medi Plans are available in seven counties in 2023: Los 
Angeles, Orange, Riverside, San Bernardino, San Diego, San Mateo, and Santa 
Clara. In 2024, MCPs in an additional five counties will offer EAE D-SNPs 
(Fresno, Kings, Madera, Sacramento, and Tulare). 

» Non-EAE D-SNPs: D-SNPs are a type of MA plan that provide specialized 
care and wrap-around services for dual eligible beneficiaries. Non-EAE D-
SNPs include two types of plans: 1) Those that have an affiliated Medi-Cal 
plan but are not yet transitioned to EAE D-SNPs; 2) Plans that do not have an 
affiliated Medi-Cal plan. 

» Other Special Needs Plans (SNPs): The Other SNPs category includes 
Chronic Conditions Special Needs Plans (C-SNPs) and Institutional Special 
Needs Plans (I-SNPs). Many members reflected in the Other SNPs category 
are enrolled in C-SNPs, with a small number of members enrolled in I-SNPs. 
Note, these enrollment counts may include individuals who have out-of-state 
zip codes for Medicare and/or are enrolled in other SNPs that are not licensed 
by the Department of Managed Health Care (Knox Keene plans). 

» Fully Integrated Dual Eligible Special Needs Plan (FIDE-SNP): California 
has one FIDE-SNP, SCAN Connections and SCAN Connections at Home, that 
provides integrated Medicare and Medi-Cal benefits to dually eligible 
beneficiaries. The SCAN FIDE-SNP only operates in Los Angeles, Riverside, San 
Bernardino, and San Diego counties. Scan enrollees are 65+ years old. 

» Program of All-Inclusive Care for the Elderly (PACE): PACE is an integrated 
care model that provides medical and long-term services and supports to 
individuals age 55 and older who meet the criteria for needing a nursing 
facility level of care, most of whom are dually eligible individuals. California 
has a number of PACE organizations. PACE members can be Medi-Cal only, 
full duals with Part A and Part B, or have Part B only. 

Medi-Medi Plans are Applicable Integrated Plans (AIPs) per federal regulations and 
include care coordination across all Medicare and Medi-Cal benefits, integrated member 
materials, and integrated appeals and grievances. Enrollment in Medi-Medi Plans has 
grown to over 290,000 as of January 2024. 

While the Cal Medi-Connect demonstration was a three-way contract with CMS, DHCS, 
and each plan, and member enrollment was into a single plan, Medi-Medi Plans are 



572  

separate D-SNP and MCP contracts, with separate federal and state enrollment 
transactions. As a result, the Medi-Cal Matching Plan Policy is essential to enrollment 
operations for Medi-Medi Plans, for a Dual member to have concurrent enrollment in 
the same plan organization for both Medicare and Medi-Cal. 

As we describe in more detail below, the Medi-Cal Matching Plan Policy follows whether 
a Dual is in FFS Medicare or an MA plan and which MA plan the Dual chooses. These 
dynamics suggest that there will be adequate numbers to detect even small differences 
in the impact of the Medi-Cal Matching Plan Policy in counties where the policy is in 
affect versus counties without the policy. 

Medi-Cal Managed Care Delivery System and MCPs 
California has a unique county-based managed care delivery system for MCPs that has 
been implemented across the 58 counties in the state. In more populous counties, MCPs 
are administered using one of three models: (1) – County Operated Health System 
(COHS) with a single MCP administered by the county, (2) Two Plan Model (TPM) with 
one local non-profit MCP and one MCP operated by a commercial entity, and (3) 
Geographic Managed Care (GMC) with two counties with five or more MCPs operated 
by commercial entities. Seventeen rural counties are governed according to the 
Regional Model (covering the central Sierra counties) with two or more commercial 
MCPs, Imperial Model (covering Imperial County) with two commercial MCPs, and San 
Benito County which is covered by a single commercial MCP. Fourteen suburban and 
rural northern counties are covered by a single COHS entity with an additional 
commercial plan in the more populous counties in this group. Beginning in 2024, there 
has been a reorganization of these models, with some of the northern counties, San 
Benito County, and Imperial County moving towards the COHS / single plan model. In 
addition, Kaiser is expanding its Medi-Cal prime plan participation through a direct 
contract with DHCS, where eligible members may actively choose to enroll in Kaiser in 
any county in which Kaiser operates, including GMC, Regional, Two Plan, COHS and 
Single Plan counties.56 

 
 
 

56 UCLA has examined the presentation: https://www.dhcs.ca.gov/MCP-Transition/Documents/CAADS-
2024-MCP-Transition-Webinar-09222023.pdf for specifics on these updated county plan models. 
Presumably, in LA County, Kaiser will go from being a Delegate Plan to a Primary Plan. Also see: Medi-
Cal Managed Care Plans by County (as of 2023 and 2024): 
https://www.dhcs.ca.gov/CalAIM/Documents/MCP-County-Table-2023-2024.pdf 

https://www.dhcs.ca.gov/MCP-Transition/Documents/CAADS-2024-MCP-Transition-Webinar-09222023.pdf
https://www.dhcs.ca.gov/MCP-Transition/Documents/CAADS-2024-MCP-Transition-Webinar-09222023.pdf
https://www.dhcs.ca.gov/MCP-Transition/Documents/CAADS-2024-MCP-Transition-Webinar-09222023.pdf
https://www.dhcs.ca.gov/CalAIM/Documents/MCP-County-Table-2023-2024.pdf
https://www.dhcs.ca.gov/CalAIM/Documents/MCP-County-Table-2023-2024.pdf
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To increase member choice, in years prior to 2024, MCPs in certain counties (including 
Los Angeles, Riverside, San Bernardino, San Mateo, and Santa Clara) sub-contracted to 
other plans. The MCPs referred to as Primary Plans have direct contracts with DHCS to 
provide Medi-Cal services. Primary Plans are responsible for ensuring that delegate 
health plans and provider groups are, and continue to be, in compliance with all 
applicable Medi-Cal, State and federal laws, and contractual requirements. Each Primary 
Plan is responsible for enrolling beneficiaries into Delegated Plans (sub-contracted 
plans). For example, in Los Angeles County in 2023, Kaiser, Blue Shield and Anthem Blue 
Cross are Delegated Plans to LA Care, the Primary Plan. As of 2024, Delegated Plans 
occur only in Los Angeles County, and Kaiser is a Primary Plan. 

Medi-Cal Managed Care Enrollment for Dual Eligible Beneficiaries 
Medi-Cal has had a county-based policy of mandatory and optional enrollment of Duals 
into MCPs across the 58 counties in the state. Mandatory MCP enrollment for Duals in 
certain counties began with the introduction of the Coordinated Care Initiative (CCI) in 
2014 in some of the state’s more populous counties (Los Angeles, Riverside, San 
Bernardino, Santa Clara, San Diego Counties) and in COHS counties such as Orange and 
San Mateo prior to that time. As of January 2022, the policy of mandatory MCP 
enrollment for Duals was effective in 27 counties57. Approximately 70% of California’s 
1.5 million Duals (~1,050,000) were in a MCP – and most of these were in these 27 
counties. Expansion of mandatory MCP enrollment policy to the remaining 31 counties58 

occurred in 2023. 

The Medi-Cal Matching Plan Policy 
In general, upon receiving Medicaid benefits, most non-Duals in Medi-Cal are assigned 
to an MCP that operates in their county of residence and the member may request a 
change in any month after enrollment. DHCS implemented the Medi-Cal Matching Plan 
Policy beginning in January 2022 in twelve of California’s 58 counties with an additional 

 
 
 
 
 

57 Del Norte, Humboldt, Lake, Lassen, Los Angeles, Marin, Mendocino, Merced, Modoc, Monterey, Napa, 
Orange, Riverside, San Bernardino, San Diego, San Luis Obispo, San Mateo, Santa Barbara, Santa 
Clara, Santa Cruz, Shasta, Siskiyou, Solano, Sonoma, Trinity, Ventura, and Yolo counties 
58 Alameda, Alpine, Amador, Butte, Calaveras, Colusa, Contra Costa, El Dorado, Fresno, Glenn, Imperial, 
Inyo, Kern, Kings, Madera, Mariposa, Mono, Nevada, Placer, Plumas, Sacramento, San Benito, San 
Francisco, San Joaquin, Sierra, Stanislaus, Sutter, Tehama, Tuolumne, Tulare, and Yuba counties 
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five counties in January 2024.59 For Duals with Medicare Part A and Part B, as of 2022, 
choice of MCP depends on whether the Dual is enrolled in a MA plan or in Original 
Medicare and on the county of residence for that Dual. 

Under the Medi-Cal Matching Plan Policy, if a Dual chooses to enroll in any type of MA 
plan in these counties, their MCP must align with their MA choice if there is a MCP 
affiliated with the MA plan. The key principle is that Medicare plan choice determines 
Medi-Cal plan enrollment. Further, aligned enrollment occurs at both the Medi-Cal 
Primary and Delegated Plan level. The Medi-Cal Matching Plan Policy does not change 
or impact a member's MA plan choice. DHCS also operates an exception policy if 
needed for immediate MCP disenrollment for urgent/medically necessary Dual member 
needs. For counties with the Medi-Cal Matching Plan Policy, common scenarios are 
described in Exhibit 10. 

Exhibit 10. General Scenarios for the Medi-Cal Matching Plan Policy 
 

Circumstance when Duals1 

consider or request a change 
in their MCP 

 
Description 

1. Original Medicare and 
Any MCP 

When a Dual is in Original Medicare, they can 
choose any MCP. 

2. Request to change 
from an aligned MCP 

If a Dual is currently enrolled in a MCP that matches 
their MA but wants to change their MCP to one that 
does not match their MA, the enrollment is not 
allowed. A refusal letter is generated by the MCO. 
The Dual must change the MA plan first. 

3. Request to Change MA 
Plan 

A Dual changes MA plans and the new MA plan no 
longer aligns with the MCP. 

1. If there is a matching MCP to the MA plan, then 
the Dual will be automatically enrolled into the 
matching MCP. The Dual will receive a letter from 
MCO explaining matching MCP enrollment. 

 

 
59 The twelve original counties are Alameda, Contra Costa, Fresno, Kern, Los Angeles, Riverside, 
Sacramento, San Bernardino, San Diego, San Francisco, Santa Clara, and Stanislaus. The five counties 
added in January 2024 are Kings, Madera, Orange, San Mateo and Tulare. 
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Circumstance when Duals1 

consider or request a change 
in their MCP 

 
Description 

 2. OR If there is no matching MCP to the MA plan, 
the Dual is allowed to be in mis-aligned MA plan 
and MCP. 

4. Medicare Beneficiaries 
Newly Eligible for 
Medi-Cal 

When a Dual enrolled in an MA plan, there is a MCP 
that matches with that MA plan, the Dual is 
automatically enrolled in that MCP. 

Dual is automatically enrolled into the matching 
Medi-Cal MCP. 

5. Medi-Cal-only 
Beneficiaries Newly 
Eligible for Medicare 

The Dual may choose Original Medicare or an MA 
Plan. If they choose Original Medicare, then they 
may choose any MCP (as in case #1). If they choose 
an MA plan, then their MCP will follow (as in case 
#3). 

Adapted from: 2023 Matching Plan Policy Scenarios (ca.gov) 
1 Medicare Part A and Part B are required to enroll in an MA Plan. 

This 1115 demonstration impacts Duals enrolled in an MA plan who reside in one of the 
matching plan counties. Per DHCS’ previous discussion with CMS on January 28, 2022, 
the state will evaluate programs goals of improving alignment and integration, as 
primarily assessed by member experience with Medi-Cal plan alignment. Other related 
impacts of alignment and integration – care coordination, access, quality, and overall 
cost – are of great interest, but detailed exploration of these is outside the scope of the 
evaluation of the Medi-Cal Matching Plan Policy. Medicare and Medi-Cal integration has 
been evaluated elsewhere by CMS Medicare-Medicaid Coordination Office (MMCO) 
through contract with RTI International.60 

 
 
 

60 For example, see: Clark, W., Lehman, D., & Walsh, E. G. (2016). Measurement, Monitoring, and 
Evaluation of State Demonstrations to Integrate Care for Dual Eligible Individuals; Walsh, E., Greene, A. 
M., Hoover, S., Khatutsky, G., Layton, C., & Richter, E. (2003). Case studies of managed care 
arrangements for dually eligible beneficiaries. RTI International report to the Centers for Medicare and 

https://www.dhcs.ca.gov/provgovpart/Documents/2023-Matching-Plan-Policy-Scenarios.pdf
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Evaluation Questions and Hypotheses 
Exhibit 11 shows Medi-Cal Matching Plan Policy goals articulated by DHCS. DHCS 
defines a Medi-Medi Plan as an integrated EAE D-SNP; an Aligned Plan as a MA plan 
and MCP affiliated with and operated by the same MCO and an Unaligned Plan as a 
MA plan and MCP operated by different MCOs. The exhibit further includes the 
evaluation questions (EQs), directional hypotheses (H), and measures developed by 
UCLA and DHCS to assess whether the goals of the policy were achieved as anticipated. 
The evaluation team will incorporate feedback from DHCS subject matter experts to 
ensure that directional hypotheses accurately capture policy nuances across comparison 
groups. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Medicaid Services; Graham, C. L., Stewart, H. C., Kurtovich, E., & Liu, P. J. (2018). Integration of 
Medicare and Medicaid for dually eligible beneficiaries: A focus group study examining beneficiaries' early 
experiences in California's dual financial alignment demonstration. Disability and health journal, 11(1), 
130-138. 
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Exhibit 11: Alignment and Integration for Dually Eligible Beneficiaries 
 

G 1: Determine the Epidemiology of Plan Changes among Dually Eligible Beneficiaries 
Eligible for MA Plans and Relate them to Requested MCP Change Requests. 

Evaluation Questions and Hypotheses Measures 

EQ 1a: How many Duals enrolled in a MA plan in 
the 12 counties with a Medi-Cal Matching Plan 
Policy in 2023 had the policy applied to them? 

» Percent of Duals enrolled in a MA 
plan who change their MCP and 
who change their MA plan (in 
counties with the Medi-Cal 
Matching Plan Policy compared to 
counties without the Policy) – 
aligned versus unaligned plans. 

» Percent of Duals enrolled in Medi-
Medi Plans who change to a different 
Medi-Medi Plan, a different MA plan, 
or Original Medicare, compared to 
Duals in Original Medicare, and 
compared to Duals in other MA 
types. 

» Overall MCP enrollment churn rate, 
with comparisons. 

» Percent of individuals who change 
their MMP compared to individuals in 
unaligned D-SNPs in counties 
without the Medi-Cal Matching Plan 
Policy. 

EQ 1b: Of Duals that had the policy applied to 
them, how many changed their MCP to a non-
matching plan within 12 months of enrollment? 

H 1: Less than 0.1 percent of Duals in mandatory 
aligned plans in Matching Plan Counties will 
change their MCP without changing their MA 
within 12 months of enrollment during the target 
period. 

H 2: Duals in aligned plans during the target 
period, are less likely to change their MCP 
(without changing their MA) than those in 
unaligned plans during the target period. 

H 3: Duals who change from a mandatory 
aligned plan are less likely to change their MA 
plans (and MCP) than Duals who change from 
unaligned MA plans during the target period. 

H 4: Duals in MMPs will be less likely to change 
plans than those in other aligned plans that are 
not MMPs and less likely than those in unaligned 
D-SNPs 

 
 

 

G 2: Maintain a high degree of satisfaction with changing their Medi-Cal related plans 
among dually eligible beneficiaries in MA plans that are aligned with MCPs and among 
dually eligible beneficiaries in MMPs. 

Evaluation Questions and Hypotheses Measures 

EQ 2: Are Duals satisfied with the information 
and process for mandatory Medi-Cal aligned 
enrollment when they choose a MA plan? 

» Knowledge of the MCP enrollment 
process among Duals enrolled in 
MA plans in Medi-Cal Matching 
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G 2: Maintain a high degree of satisfaction with changing their Medi-Cal related plans 
among dually eligible beneficiaries in MA plans that are aligned with MCPs and among 
dually eligible beneficiaries in MMPs. 

H 1: Duals who request to change their MCP and 
who change their plans will be satisfied with the 
process for doing so during the target period. 

Plan Policy counties versus those in 
Medi-Medi Plans versus other types 
of MA in counties without the 
policy. 

» Satisfaction of the MCP enrollment 
process among Duals enrolled in MA 
plans in Medi-Cal Matching Plan 
Policy counties versus those in Medi-
Medi Plans versus other types of MA 
in counties without the policy as 
measured by a five-point Likert Scale. 

» Reason(s) for changing MCP at time 
of Duals survey. 

H 2: Duals in Medi-Medi Plans will be more 
satisfied with the mandatory alignment of their 
MCP to their MA plan choice compared to Duals 
who are in in other type of MA plans. 

H 3: Duals in counties with the policy will be 
more knowledgeable and will be more satisfied 
with the policy. 

Conceptual Model 
The driver diagram (Exhibit 12) shows how the Medi-Cal Matching Plan Policy 
conceptually impacts Duals. Improved education of Duals combined with reduced 
administrative burden and improved alignment and care coordination for Duals will 
improve Duals’ knowledge of and satisfaction with the policy, particularly for those in 
Medi-Medi Plans. This will lead to low rates of requests for MCP changes to non-
matching MCPs among these with aligned plans in the counties where the policy is in 
place. 



579  

Exhibit 12: Driver Diagram for the Medi-Cal Matching Plan Policy 
 

Aim Primary Drivers Secondary Drivers 

Achieve less than 0.1% 
monthly rate of Duals 
changing their MCP to non-
matching MCP for those who 
enroll in MA plans AND who 
are in counties where the 
Medi- Cal Matching Plan 
Policy is in effect during the 
target period. 

» 
 
 
 

 
» 

Improve Duals’ 
satisfaction with 
mandatory MCP 
aligned enrollment to 
their MA plan. 

Improve Duals’ 
knowledge of 
mandatory MCP 
aligned enrollment to 
their MA plan 

» Educate Duals and their 
caregivers’ benefits 
behind MCP and MA 
plan alignment via 
consistent 
documentation on the 
DHCS and contracted 
MCP websites. 

» Reduce administrative 
burden on Duals when 
enrolling for an aligned 
MCP. 

   » Improve care 
coordination between 
aligned MCP and MA 
plans 

Causality 

Methodology 

Data Sources 
The Medi-Cal Matching Plan Policy evaluation will use monthly Medi-Cal enrollment 
data (2021 baseline - or earlier as feasible - to present with one year look back), monthly 
Medicare Advantage enrollment data (2021 baseline – or earlier as feasible – to present 
with one year lookback), complete MA and MCP plan lists for this period, other available 
routinely collected data as feasible (e.g. delegate plan assignments if not within the 
DHCS data silo), MA and MCP plan descriptions (routinely available data and possible 
supplemental information from plan representatives), and Duals survey data. For Goal 
#1, DHCS will provide to the UCLA evaluation team the monthly enrollment data. For 
Goal #2, UCLA will perform the Duals knowledge and satisfaction surveys in 2024. 
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Goal #1: Determine the Epidemiology of Plan Changes with the Medi-Cal Matching 
Process and Relate Them to Requested MCP Change Requests 

In Goal #1, the evaluation will attempt to understand the impact of the Medi-Cal 
Matching Plan Policy on Duals plan enrollment changes in counties where the 
demonstration has been implemented. The evaluation’s primary outcomes of interest 
among Duals enrolled in an MA are: (1) Duals monthly MA plan / MCP change, (2) Duals 
MA plan and MCP aligned or unaligned, and (3) Duals enrollment in or out of Medi-
Medi Plans. We will account for other possible valid transitions (e.g., MA to Original 
Medicare) that would impact an MCP assignment and modeling of Duals plan choices.61 

The primary predictor of interest will be the county policy variable – Medi-Cal Matching 
Plan Policy. Secondary predictors will be: Medi-Medi Plan, Duals Baseline MA plan, Duals 
Baseline MCP, Duals Baseline MCP characteristics (Primary Plan versus Delegate Plan), 
Duals Baseline Plans aligned / unaligned, Duals characteristics (age, gender, 
race/ethnicity, preferred language, county), and social need metric by zip code (defined 
consistently over the CalAIM evaluation components). 

In summary, with the Dual Project’s Goal #1, the UCLA team will describe the 
epidemiology of plan transitions in the Medi-Cal Duals population pre- and post-policy 
implementation. Data from Goal #1 will allow the evaluation team to define the 
sampling frame and also assess the magnitude of special circumstances, such as 
individuals who newly enroll and disenroll from Medi-Cal. In the subgroup analyses, we 
will break out patterns of changes for newly enrolled individuals as well as individuals 
who have breaks in enrollment. At present, it is difficult to characterize a priori patterns 
and characteristics of individuals with breaks in enrollment, which may have antecedent 
events (e.g. loss of eligibility, moving residences, incarceration, and so on). Furthermore, 
individuals with two or more changes in MCPs are likely to be relatively uncommon and 
may be investigated separately given their potential complexity. 

The results of Goal #1 will be used to create the sampling frame for the knowledge and 
satisfaction surveys to be fielded in Goal #2. 

 

 
 
 

61 A previous iteration of this evaluation design report suggested we would also be including as a primary 
outcome, requests from Dual beneficiaries to change MCP to non-matching MCP. However, further 
review of data available from DHCS revealed no reliable source of Duals requests to change MCP to non-
matching MCP. Accordingly, we have withdrawn this variable from the analysis plan. 
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Target Population: The target population includes Duals in MA plans (with Duals in 
Original Medicare as a control) in counties with the Medi-Cal Matching Plan Policy 
compared to those in counties without the Medi-Cal Matching Plan Policy and also 
includes Duals in Medi-Medi Plans compared to Duals in other MA plans compared to 
Duals in Original Medicare. 

Time Period: CY 2022 to CY 2026 compared to CY 2021 and earlier. 

Sampling Frame: All Duals in California enrolled in Medi-Cal between 2021 and 2026 
with one year lookback to determine one year enrollment inclusion criteria definition. 

Descriptive Analyses 
1. Among Duals in MA plans from 2022 (or earlier, if possible) through 2026 (with 

one year lookback), UCLA will assess the rate and type of MA plan change, MCP 
change, and MCP alignment, pre- and post- Medi-Cal Matching Plan Policy 
implementation if applicable, comparing Duals in counties with the policy and 
Duals in counties without (or before) the policy. We will examine the five possible 
month-to-month Medicare transitions (1) MA – no change, (2) MA – switch to 
another MA, (3) Original Medicare to MA, (4) MA to Original Medicare, and (5) 
Original Medicare – no change. MCP choices described in Exhibit 13 follow these 
Medicare transitions. UCLA will also assess enrollment changes into and out of 
Medi-Medi Plans. 

2. Overall, and stratified by these Medicare transitions, UCLA will examine MCP 
transitions that follow the MA plan. MCP status will be defined as [MCP change / 
no change] and [MA plan change (including special case to Original Medicare) / 
no change and MCP – integrated (MMP) / aligned / not aligned. 

In addition to examining the number of Duals who transition at least once, UCLA 
will also examine the distribution of the number of transitions that individual 
Duals make during the target period. Individual persons who frequently switch 
plans may account for a disproportionate number of switches and may require 
further examination. 

3. UCLA will examine Duals’ MCP changes to non-matching MCPs, comparing Duals 
in counties where the policy is implemented and Duals in counties where the 
policy is not implemented, who change their MCPs. 
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4. UCLA will then examine the rates of change within demographic categories of 
Duals – age, gender, race/ethnicity, preferred language, counties, and quartile 
measure of social need (of residence zip code). Because numbers of observations 
may be quite small for some categories, UCLA may roll up assessments to 12-
month periods. 

Multiple Variable Regression Analyses 
We propose to follow the difference-in-differences (DID) approach described in the 
original evaluation design and endorsed by CMS to estimate the independent impact of 
the Medi-Cal Matching Plan Policy on Dual’s plan choice behavior. We will welcome 
further input from DHCS subject matter experts to ensure that the DID analyses can be 
performed as intended. The DID approach applies a pre- / post- /case- / control – 
design, allowing for greater confidence in the causal impact of the policy. The primary 
regression outcome will be “Change to non-matching MCP” and the primary regressor 
will be presence/absence Medi-Cal Matching Plan Policy in the Dual’s county of 
residence at the time of the change. Covariates will include Dual’s plan status at the time 
of the change (Original Medicare, Medi-Medi Plan, MA-MCP aligned, MA-MCP not 
aligned), Delegate plan (versus Primary MCP), Dual’s characteristics (age, gender, 
race/ethnicity, preferred language, county, quartile of social need metric), and time 
period (likely measured quarterly), plus fixed effect for county of residence. UCLA will 
test for parallel trends between counties where DHCS has implemented the policy 
versus counties where DHCS has not implemented the policy. 

The secondary regression outcome will be “MCP change” and the primary regressor will 
be presence/absence Medi-Cal Matching Plan Policy in the Dual’s county of residence at 
the time of the change. Covariates will include “MCP change”, Dual’s plan status before 
change (FFS, MMP, MA-MCP aligned, MA-MCP not aligned), Dual’s characteristics (age, 
gender, race/ethnicity, preferred language, quartile of social need metric), and time 
period (likely measured quarterly), plus fixed effect for county of residence. 

In addition, the mandatory managed care transition for Duals in 31 counties beginning 
in January 2023 was a change in policy that impacted enrollment. In regression analyses, 
UCLA will include a flag to denote mandatory managed care participation by county by 
time period. 

Further, Medi-Medi Plans were available in five additional counties in 2024, and the 
analysis will consider the impact of that change. 
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Goal #2: Maintain a high degree of satisfaction with the Medi-Cal matching 
process among Duals in MA plans who are matched. 

For Goal #2, the UCLA evaluation team will develop and field a survey of the Duals 
population using a sampling frame derived from the data in Goal #1, including assessing 
satisfaction in the process of changing plans among Medi-Medi Plan members, other 
MA members, and Original Medicare members who changed their MCPs. Results from 
Goal #2 will be used to inform DHCS, MCPs and their members about member 
experiences with the matching process and to improve Duals’ knowledge and 
experience. Surveys will be performed in 2024 to assess knowledge and satisfaction with 
the process of changing plans among Duals who change their MCPs. 

Target Population: Duals in MA plans (with Duals in Original Medicare as a control) 
who change their MCPs in counties with the Medi-Cal Matching Plan Policy compared to 
those in counties without the Medi-Cal Matching Plan Policy. 

Time Period: CY 2023 to CY 2024. 

Sampling Frame: Probability sample of 4,000 Duals (including representatives from MA 
and Original Medicare) who change their MCP sampled according to: Medi-Cal Matching 
Plan Policy for County of Residence (yes/no), MA Plan change (yes/no), and Baseline 
Plan Alignment (unaligned/aligned/integrated) with a goal of 400 completed surveys (10 
percent response rate) with 25 completed surveys per strata with MA enrollment (300 
total) and 50 completed surveys per strata in Original Medicare (100 total divided 
between counties with and without the Medi-Cal Matching Plan Policy). 

We will balance the samples by matching Duals within groups on observable 
characteristics (age category, gender, race/ethnicity, language, county, and quartile 
social need). There will be oversampling of race/ethnicity and quartile social need (based 
upon zip code of residence) to account for difficult to reach vulnerable populations. 
Specifically, we will sample equal numbers from the quartiles of social need and within 
quartiles we will sample equal numbers from the primary four race/ethnicity categories 
(non-Hispanic white, non-Hispanic black, Hispanic, and Asian-Pacific Islander). 

Assuming equal size and variance, comparing between the primary comparison groups 
(MA enrollees in counties with and without the policy – with 150 individuals per group), 
we estimate a standardized effect size of 0.32 with 80 percent power to detect 
differences. Similarly, comparing within county strata – MA versus Original Medicare 
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enrollees (150 versus 50 individuals), we estimate a standardized effect size of 0.50 with 
84 percent power to detect differences. 

Survey Fielding: We will sample across the 58 counties in California and will adjust the 
sampling based upon the results from the secondary data analysis. The sample will be 
weighted in order to under-sample Los Angeles County – with 1/3 of the Medi-Cal 
population – which would otherwise dominate the sample. We anticipate a ten percent 
response rate conditional upon our implementing the multiple strategies described 
below. Specifically, to maximize the response rate, we propose fielding the survey using 
a mixed-mode data collection approach that involves fielding the survey as a web and 
mail survey with phone follow-up to those who fail to complete the survey via the web 
or by mail. The web and mail versions of the survey will be available in English, Spanish, 
Mandarin, and Vietnamese. 

All 4,000 sampled beneficiaries will receive a letter inviting them to participate in the 
survey. The letter will be personalized with the member’s first and last name and will be 
printed in English on one side and Spanish on the other. To motivate survey invitees to 
complete the survey, a one-dollar bill will be affixed to the letter. An English version of 
the survey with a self-addressed, postage-paid envelope that beneficiaries can use to 
mail back their completed survey will be enclosed with the survey invitation letter. The 
letter will briefly describe the purpose of the survey, why it’s important that each 
sampled member participate, and the 20 dollars that they will receive if they complete 
the survey. 

In the event they have questions or concerns about the survey or if they would like to 
complete the survey by phone, the letter will include a toll-free number for the 
participant to be able to call. In addition, the letter will include the survey URL and a 
unique PIN as well as a QR code for those who prefer to complete the survey via the 
web using either a computer, tablet, or smart phone. The survey invitation letter will 
include a prominent note letting survey invitees know the availability of Spanish, 
Mandarin, and Vietnamese versions which they can access on the web or by requesting 
a hard copy in any of these languages by calling the survey’s toll-free number or 
sending an email to a project-specific email. 

We anticipate that a significant proportion of the sampled beneficiaries will be primarily 
Spanish-speaking and therefore have budgeted to mail both an English and a Spanish 
version of the survey to approximately 25 percent of the sample. We will select the 
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beneficiaries who should receive the two-booklet mailing by identifying those who 
indicate Spanish language preference in their Medi-Cal files, and according to those 
with a Hispanic surname. Among this cohort, we will randomly select 25 percent of the 
sample frame who will receive with their initial mailing a Spanish language survey 
booklet in addition to their English language survey booklet. 

Approximately two weeks after the first survey mailing, we will send a second survey 
invitation letter to survey invitees that have not completed the survey. The second 
survey mailing will again include an English version of the survey booklet for all invitees 
and additionally include a Spanish version of the survey booklet to another randomly 
selected 25 percent of the sampled beneficiaries who have expressed Spanish language 
preference or who have a Hispanic surname. 

Approximately two weeks after the second survey mailing, we will mail non-respondents 
a reminder postcard letting them know that there is still time to complete the survey 
either via the web, by mail, or by phone. We will simultaneously launch phone follow-up 
to those who have not completed the survey for whom we were able to obtain either a 
telephone number (landline) or a cellphone number through a tele matching vendor. 
Phone follow-up will be conducted in English and Spanish only. Respondents who don’t 
feel they will be able to complete the survey by phone in either English or Spanish will 
again be offered the option of completing the survey via the web or by mail, in which 
case we would mail them a copy of the survey in their preferred language (from among 
the languages we offer). To further maximize response rates, we will allow proxy 
respondents. 

In summary, the survey team is estimating a response rate of 10 percent for this 
population of Dual-insured individuals with recent plan changes, even with inducement 
and phone follow-up. Currently, initial mailing is planned to be to 4,000 individuals 
based upon a target of 400 completed surveys (see below). 

The revised survey design of MCP changers has three sets of comparison strata among 
individuals enrolled in MA plans [(1) resident county has the policy (yes/no); (2) member 
changes their baseline MA plan (yes/no); (3) baseline MCP is aligned/integrated with MA 
plan (yes/no)] plus the external comparison to Duals in traditional (fee-for-service) 
Medicare who reside in counties with and without the alignment policy. There are 12 
cells for MA plan enrollees and two cells for traditional Medicare enrollees. We plan to 
have 25 completed surveys per MA plan enrollee cell and up to 50 completed surveys 
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per traditional Medicare enrollee cell to yield a total goal of 400 completed surveys. 
These sample sizes ensure statistical stability for unadjusted estimates yet may not be 
adequately powered to detect underlying differences for comparisons between the 
targeted groups. We will oversample on non-White minorities and on individuals 
residing in zip codes with the lowest quartile SES to balance the sample. Given the 
shorter time frame required for completing the survey, the evaluation team is balancing 
ensuring adequate response rates with the survey budget. 

Survey Content and Development 
The short “Duals Survey” of knowledge and satisfaction of the Medi-Cal Matching Plan 
Policy will be developed at UCLA with input from DHCS and external stakeholders. 
Because of time constraints prior to fielding the survey, UCLA will convene post-survey 
focus group(s) to explore in depth themes and questions raised by the survey results. 
The survey will include a short introductory description of the Medi-Cal Matching Plan 
Policy followed by a series of questions on knowledge and satisfaction of the policy and 
their MCP assignment and MCP alignment with the MA plan, questions on participant 
preferred language, satisfaction with MCP (or Medi- Medi Plan) and use of healthcare 
services in the past year (for case-mix adjustment), and whether the participants had 
changed their MCP in the prior year and if their current MCP was aligned or not with 
their MA plan (to assess participant self-knowledge on their own enrollment). 

UCLA additionally recommends supplementing these transition-specific survey items 
with a small number of items from a standardized tool to enhance case-mix adjustment 
across surveyed groups and across other components of the overall CalAIM evaluations. 
Specifically, UCLA recommends drawing validated and standardized items from the 10-
item core Accountable Health Communities (AHC) Health-Related Social Needs (HRSN) 
Screening Tool. This tool is currently being used by CMS to better understand whether 
finding and dealing with the health-related social needs of Medicare and Medicaid 
beneficiaries has any effect on their total health care costs and makes their health 
outcomes better.￼ The tool can help providers find out patients’ needs in these five 
core domains that community services can help with: (1) Housing instability, (2) Food 
insecurity, (3) Transportation problems, (4) Utility help needs, and (5) Interpersonal 
safety. We will also use the eight supplemental validated items that measure (1) 
Financial strain, (2) Employment, (3) Family and community support, (4) Education, (5) 
Physical activity, (6) Substance use, (7) Mental health, and (8) Disabilities. UCLA also 
recommends using the Short Form Survey (SF12), a widely used 12-item measure of the 
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impact of overall health on an individual’s daily life. UCLA will pilot survey items to allow 
us to better understand how long the survey takes to complete and which portions may 
be too unwieldy. 

The current survey now includes the following domains. 

» Member knowledge and satisfaction of their recent plan change 
» Member report of their usual patterns of health services use 
» Member report of their health status 
» Member report of health-related social needs 

We anticipate the surveys will be translated into Spanish and two additional languages 
(Mandarin and Vietnamese). These languages have been identified as the most 
prevalent languages spoken within the state of California among those who do not 
speak English or Spanish.62 The survey will be piloted for readability and clarity at UCLA 
and/or UCLA-training sites among a convenience sample of up to ten Duals in MA plans 
who are seen as primary care patients. Feedback will be obtained in consultation with 
DHCS subject matter experts and pilot participants that will be incorporated into the 
final survey design to minimize burden and optimize utility. 

Once the survey design is finalized, the survey will be fielded in 2024 via mail and online 
with the option of responding via phone. Initial mailing will be followed by reminders. 
For non-respondents, a second survey will be sent. There will be an incentive (e.g., $20 
for a completed survey) to improve response rates. Each survey will be identified by a 
study ID that will allow for linkage to derived data from routinely collected data, 
including sampling weights. A crosswalk of study IDs and Medi-Cal client identification 
numbers will be kept separately from the survey results. 

Survey Analysis – Descriptive Analyses 
In descriptive analyses, the evaluation team will present results according to raw 
(unweighted) and weighted results, with survey weights according to the probability 
sampling and non-response rates. First, the raw respondent characteristics will be 
compared across the sampling strata to ensure balanced groups. This will include 
demonstrating that (1) the matching characteristics and (2) survey-elicited characteristics 

 
 
 

62 U.S. Census Bureau. (2022). 2018-2022 American Community Survey. [Retrieved from: 
https://data.census.gov/profile/California?g=040XX00US06] 

https://data.census.gov/profile/California?g=040XX00US06
https://data.census.gov/profile/California?g=040XX00US06
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(self-reported health, service use) are similar within strata. Duals’ responses on MCP and 
MA enrollment will be compared to metrics derived from the Medi-Cal and Medicare 
monthly enrollment files. For bivariate comparisons, a significance test will be performed 
using logistic regression. 

Second, survey weighted responses will be presented overall and stratified by whether 
an individual resided in a county with the Medi-Cal Matching Plan Policy or in a county 
without the policy. We will stratify individuals by whether their MA plan changed, 
whether their MCP was aligned or not at baseline and at follow-up, and whether they 
were in an MCP or Original Medicare (the internal control) at baseline. For bivariate 
comparisons, significance testing will be performed using logistic regression with 
sampling weights. If two waves of surveys are fielded, a similar design can be used for 
pre- and post- comparisons. 

Survey Analysis – Multiple Variable Regression with Sampling Weights 
Finally, UCLA will attempt to estimate Duals’ knowledge and Duals’ satisfaction with the 
Medi-Cal Matching Plan Policy using multiple variable regression with sampling weights 
(accounting for probability sample and non-response) with the primary predictor being 
“MCP change in the past twelve months” with covariates: plan aligned (baseline), Medi-
Cal Matching Plan Policy in county of residence, Medi-Medi Plan enrollment, Duals’ 
characteristics derived from enrollment data (age, gender, race/ethnicity, English 
speaking/Non-English speaking, county, quartile social needs metric), Duals’ self-
reported characteristics (health status, level of education, recent healthcare utilization). 

Power Calculations 
Churn rates in Medicare program choices for Duals suggest significant activity related 
for Duals’ MCP choices in general and the Medi-Cal Matching Plan Policy impact on 
choice specifically. For example, in March 2023, there were 722,676 Duals MA plan 
enrollees. Based upon preliminary data provided by DHCS to the independent 
evaluation team, between March and April 2023, 1.6 percent of dual eligible member 
MA enrollees switched MA plans and an additional 0.74 percent exited MA plans. An 
additional 2.4 percent entered MA plans from Original Medicare. In April, there were 
734,746 Duals MA plan enrollees. Between April and May 2023, another 1.2 percent of 
dually eligible member MA enrollees switched MA plans and 0.66 percent exited MA 
plans. An additional 2 percent entered MA plans from Original Medicare. Annualized 
numbers are likely lower than these estimates due to lower churn outside of open 
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enrollment months. Nevertheless, this gives confidence that there will be sufficient 
activity to evaluate as described. 

For the enrollment analyses, the large number of individual observations for MCP 
changes suggests that we will be able to detect extremely small differences between 
cases and controls. For example, using a two-year sample (2021 and 2022) with the 
original 12 policy counties versus remaining 15 non-policy counties (among counties 
with mandatory managed care enrollment), the total number of individual observations 
is the total number of months of enrollment for each group – which would 
conservatively be on the order of a million for each group. We should have adequate 
power to detect small differences – such as the original benchmark suggested by DHCS 
– 0.1 percent requests (either per month or per year). 

For the survey, using a two-way difference in means and equal standard deviations, a 
survey of 1500 individuals can detect a difference of 0.2 with 95 percent confidence 
interval and 80 percent power for the main comparison (satisfaction – five-point scale). 
Here we assume a mean of three and a standard deviation of 1.4. 

Methodological Limitations 
There are a number of limitations with the design approach for the evaluation. For Goal 
#1, which is focused primarily on understanding enrollment and disenrollment behavior 
among Duals in California, overlapping policy changes and secular events may make 
inference with regards to timing of the Medi-Cal Matching Plan Policy harder. Although 
the evaluation can account for certain elements of case-mix (e.g., matching 
demographics), it is not possible to account for selection effects (unmeasured severity 
correlated with the behavior of interest) that bias estimates in Goal #1 and the survey 
sample in Goal #2. Plan switching behavior is complex and requested changes (or not) 
and MCP changes (or not) may not be valid measures of MCP or Medi-Cal Matching 
Plan Policy satisfaction. Other areas of interest with regards to plan alignment – 
efficiency, cost effectiveness, improved access to care – which might add context and 
validate measures are outside of the scope of the evaluation of the Medi-Cal Matching 
Plan Policy. Nevertheless, the proposed evaluation design will provide valuable metrics 
for determining the success and maturation of the Medi-Cal Matching Plan Policy and 
the maintenance of Duals’ plan choice. With the expectation that policies associated 
with alignment between Medicare and Medicaid plans are likely to mature with time, the 
findings from this evaluation are likely to inform future efforts design and 
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implementation efforts by CMS and DHCS. Findings will also be of interest to Medicare 
and Medicaid health plans. 

Dissemination 
Results of the evaluation of the Medi-Cal Matching Plan Policy will be presented in the 
formal reports to CMS and in-person presentations will be made to the DHCS Duals 
Program and other stakeholders. We expect that the results from Goal #1 through 2024 
and for the survey results from the first wave in Goal #2 will be included in the Preliminary 
CalAIM Demonstration Evaluation Report. Overall results from Goal #1 through 2026 and 
for both waves of Goal #2 will be included in the Final CalAIM Demonstration Evaluation 
Report. Evaluation milestones are displayed in Exhibit 13 below. 

Exhibit 13: Evaluation Milestones 
 

Milestone Target Date 

1. Submission of revised evaluation design with responses to 
CMS internal reviewers 

January 2024 

2. Obtain existing Medi-Cal and Medicare monthly enrollment 
files and other existing data sources 

June 2024 

3. Respond to remaining critiques and questions from the CMS Summer 2024 

4. Goal #1 initial analyses Summer 2024 

5. Duals’ knowledge and satisfaction survey design and 
piloting 

August 2024 

6. Fielding Duals’ knowledge and satisfaction survey Oct to Dec 2024 

7. Goal #2 initial analyses Mid-Aug 2024 

8. Conduct post-survey focus groups on analysis findings 
regarding Duals knowledge and satisfaction on plan alignment 
and information on changing enrollment 
8. Preliminary CalAIM Demonstration Evaluation Report to 
CMS 

 

 
Winter 2025 

9. Goal #1 final analyses June 2026 

11. Goal #2 final analyses Winter 2027 

12. Final CalAIM Demonstration Evaluation Report to CMS June 2028 
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Evaluation Design for California’s Justice-
Involved Reentry Initiative (Reentry) 

General Background Information 
The California Advancing and Innovating Medi-Cal (CalAIM) REENTRY Evaluation will 
assess the degree to which incarcerated individuals preparing for reentry to the 
community who are exposed to the Justice-Involved (JI) Reentry Initiative interventions 
(i.e., the Reentry Waiver Exposed Group) experience different processes and outcomes 
than those not exposed (i.e. the Reentry Waiver Comparison Group). Evaluation activities 
will include assessments of changes over time between exposed and comparison groups 
in (1) access to medical and behavioral health services for incarcerated individuals 
eligible for the State’s Medicaid Program (Medi-Cal); (2) exposure to systems for 
effectively enrolling eligible detainees into Medi-Cal prior to release; (3) coordination of 
transitional care between the pre- and post-release setting; (4) coordination of 
community-based services through Enhanced care Management, and (5) provision of a 
supply of medications and durable medical equipment at release.63 

Reentry’s Role within the CalAIM Evaluation 
While California received federal authority to implement the CalAIM 1115 
Demonstration on December 29, 2021, the approval by the Centers for Medicare & 
Medicaid Services to provide limited coverage for services to a subset of incarcerated 
individuals for up to 90 days immediately prior to their expected date of release from 
the carceral setting was granted on January 26, 2023.64 Both are expected to be effective 
through December 31, 2026. Similar to other CalAIM components, the CalAIM JI Reentry 
Initiative has established a framework to address basic needs of individuals during high-
risk periods of life by using Medi-Cal to implement a target set of pre-release services 
including health care, behavioral health, and reentry services. 

 
 

 
 
 

63 Cronin-Furman, Margot, et al. "Breaking Ground: How California is Using Medicaid to Improve the 
Health of People Leaving Incarceration." (2023). 
64 11-W-00193/9: “California CalAIM Demonstration”. https://www.medicaid.gov/medicaid/section-1115-
demonstrations/downloads/ca-calaim-ca1.pdf 

https://www.medicaid.gov/medicaid/section-1115-demonstrations/downloads/ca-calaim-ca1.pdf
https://www.medicaid.gov/medicaid/section-1115-demonstrations/downloads/ca-calaim-ca1.pdf
https://www.medicaid.gov/medicaid/section-1115-demonstrations/downloads/ca-calaim-ca1.pdf
https://www.medicaid.gov/medicaid/section-1115-demonstrations/downloads/ca-calaim-ca1.pdf
https://www.medicaid.gov/medicaid/section-1115-demonstrations/downloads/ca-calaim-ca1.pdf
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CalAIM’s three primary stated goals are to “(1) Identify and managed comprehensive 
needs through whole person care approaches and social drivers of health; (2) Make 
Medi-Cal a more consistent and seamless system for enrollees to navigate by reducing 
complexity and increasing flexibility; and (3) Improve quality outcomes, reduce health 
disparities, and transform the delivery system through value-based initiatives, 
modernization, and payment reform.”65 Consistent with these goals, the Special Terms 
and Conditions (STCs) for the Justice-Involved Reentry Initiative, focused on five 
milestones: (1) increasing coverage and ensuring continuity of coverage for individuals 
who are incarcerated; (2) covering and ensuring access to the minimum set of pre-
release services for incarcerated individuals to improve care transitions upon return to 
the community; (3) promoting continuity of care; (4) connecting to services available 
post-release to meet the need of the reentering population; and (5) ensuring cross-
system collaboration. Through the JI Reentry Initiative, California is allowing the state 
prison system and the fifty-eight California counties the opportunity to bridge the gap 
between correctional and community health care during a window of time when 
incarcerated individuals experience an enhanced risk for physical and behavioral 
health concerns and complications, including higher rates of morbidity and mortality. 
Key features of CalAIM’s JI Reentry Initiative include efforts to improve access to needed 
health care services during the 90 days prior to release when incarcerated individuals 
prepare to leave the carceral setting and reenter the community setting. The period 
around release has been identified as a high-risk window associated with serious 
morbidity and mortality including higher risk of suicide and opioid overdose and higher 
rates of preventable adverse outcomes than among the general population.66 

It is estimated that as many as 80 percent of incarcerated individuals will be eligible for 
CalAIM JI services.67 As mandated by state law as of January 2023, counties are 
developing strategies for expanding Medi-Cal enrollment at intake and California’s 

 
 
 
 

65 CalAim 1115 Demonstration & 1915(b) Waiver. https://www.dhcs.ca.gov/provgovpart/Pages/CalAIM-
1115-and-1915b-Waiver-Renewals.aspx 
66 California Department of Health Care Services. Policy and Operational Guide for Planning and 
Implementing the CalAim Justice-Involved Initiative. October 2023. Plenary PPT. 
https://www.dhcs.ca.gov/provgovpart/pharmacy/Documents/CalAIM-JI-Policy-and-Operations-Guide-
FINAL-October-2023-updated.pdf 
67 Justice System Partners (JSP) and Health and Reentry Project (HARP). Implementing the Medicaid 
Reentry Waiver in California: Key Policy and Operational Insights From 11 Counties. October 2024. 

https://www.dhcs.ca.gov/provgovpart/Pages/CalAIM-1115-and-1915b-Waiver-Renewals.aspx
https://www.dhcs.ca.gov/provgovpart/Pages/CalAIM-1115-and-1915b-Waiver-Renewals.aspx
https://www.dhcs.ca.gov/provgovpart/Pages/CalAIM-1115-and-1915b-Waiver-Renewals.aspx
https://www.dhcs.ca.gov/provgovpart/Pages/CalAIM-1115-and-1915b-Waiver-Renewals.aspx
https://www.dhcs.ca.gov/provgovpart/pharmacy/Documents/CalAIM-JI-Policy-and-Operations-Guide-FINAL-October-2023-updated.pdf
https://www.dhcs.ca.gov/provgovpart/pharmacy/Documents/CalAIM-JI-Policy-and-Operations-Guide-FINAL-October-2023-updated.pdf
https://www.dhcs.ca.gov/provgovpart/pharmacy/Documents/CalAIM-JI-Policy-and-Operations-Guide-FINAL-October-2023-updated.pdf
https://www.dhcs.ca.gov/provgovpart/pharmacy/Documents/CalAIM-JI-Policy-and-Operations-Guide-FINAL-October-2023-updated.pdf
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managed care plans (MCPs) are developing systems to expand post-incarceration 
Enhanced Care Management68, reduce care gaps, and increase access to Community 
Supports (e.g., Housing Navigation). Key stakeholders are sharing strategies to enhance 
coordination of services between county jails, correctional health care, and MCPs with 
supports from multidisciplinary criminal justice partners including courts, pretrial 
services, and probation teams. 

The Incarcerated Population in California 
California incarcerates individuals at both state and county-level facilities with almost 
160,000 adults currently in state prison and county jail facilities.69 In addition, more than 
2,200 youth are incarcerated at the county level in juvenile halls, camps and ranches.70 

To facilitate a basic understanding of California’s Criminal Justice (CJ) system that is 
critical for the Reentry component’s evaluation design, below we highlight key features 
of the prison, jail, and juvenile incarcerated populations. 

With respect to the prison population, according to the California Department of 
Corrections and Rehabilitation’s (CDCR) Office of Research, Summary of Offender 
Data Points:71 The in-custody adult prison population as of December 2023, was 
94,188 with incarcerated individuals housed in 33 prison facilities across the state. 
The average age was 42.5 years with 96.0% male and by race/ethnicity 46.1% 
Hispanic, 27.5% Black, 20.0% White (non-Hispanic), and 6.4% other.72 The average 
number of individuals released from prison back to communities per month 

 
 
 

68 ECM is a whole-person, interdisciplinary approach to care that addresses the clinical 
and non-clinical needs of Members with the most complex medical and social needs. 
ECM provides systematic coordination of services and comprehensive care 
management that is community based, interdisciplinary, high touch and person 
centered. https://www.dhcs.ca.gov/CalAIM/ECM/Documents/ECM-Policy-Guide.pdf 
69 https://www.cdcr.ca.gov/research/wp-content/uploads/sites/174/2024/01/Tpop1d2312.pdf; 
https://www.bscc.ca.gov/wp-content/uploads/Jail-Pop-Trends-Through-Q3_2023.pdf, accessed 
January 14, 2024 
70 https://www.bscc.ca.gov/wp-content/uploads/JDPS-1Q2002-3Q2023_Trends_12.21.23.pdf. Numbers 
vary in the report between approximately 2200 and 2700 in the state for average daily population, 
accessed January 14, 2024. 
71 Obtained from California Department of Corrections Office of Research Offender Summary of Data 
Points website: 
https://public.tableau.com/app/profile/cdcr.or/viz/OffenderDataPoints/SummaryInCustodyandParole, 
accessed January 14, 2024 
72 Among the general population, the average age in California is 38.2, 49% of the population are male 
and by race/ ethnicity, 46.4% of the population are Hispanic, 6.5% Black, 34.3% White (non-Hispanic), 
and 23% other (https://www.census.gov/quickfacts/fact/table/CA/PST045223; 
https://data.census.gov/profile/California?g=040XX00US06) 

https://www.dhcs.ca.gov/CalAIM/ECM/Documents/ECM-Policy-Guide.pdf
https://www.cdcr.ca.gov/research/wp-content/uploads/sites/174/2024/01/Tpop1d2312.pdf
https://www.cdcr.ca.gov/research/wp-content/uploads/sites/174/2024/01/Tpop1d2312.pdf
https://www.dhcs.ca.gov/CalAIM/ECM/Documents/ECM-Policy-Guide.pdf
https://www.bscc.ca.gov/wp-content/uploads/Jail-Pop-Trends-Through-Q3_2023.pdf
https://www.bscc.ca.gov/wp-content/uploads/JDPS-1Q2002-3Q2023_Trends_12.21.23.pdf
https://www.bscc.ca.gov/wp-content/uploads/JDPS-1Q2002-3Q2023_Trends_12.21.23.pdf
https://public.tableau.com/app/profile/cdcr.or/viz/OffenderDataPoints/SummaryInCustodyandParole
https://public.tableau.com/app/profile/cdcr.or/viz/OffenderDataPoints/SummaryInCustodyandParole
https://www.census.gov/quickfacts/fact/table/CA/PST045223
https://www.census.gov/quickfacts/fact/table/CA/PST045223
https://www.bscc.ca.gov/wp-content/uploads/Jail-Pop-Trends-Through-Q3_2023.pdf
https://data.census.gov/profile/California?g=040XX00US06)
https://data.census.gov/profile/California?g=040XX00US06)
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ranged from 2,006 (June 2021) to 2,647 (December 2023). Of the 58 California 
counties, six -- Los Angeles, San Bernardino, San Diego, Riverside, Orange and 
Sacramento -- accounted for almost two-thirds of the released population in 
2023.73 

With respect to the jail population, as of year-end 2023, almost 60,000 adults were 
incarcerated in local jails, with the vast majority being held pre-trial.74 Fewer than 
a quarter are serving sentences. 

With respect to the juvenile population, until June 30, 2023, California operated the 
California Department of Juvenile Justice (DJJ), which housed youth who had 
been adjudicated and incarcerated. As of June 30th, 2023 all state-run juvenile 
operations ceased at DJJ, and youth custody cases were realigned to the care of 
counties. County probation chiefs opposed this change and established a 
transition group to help plan the transition of the approximately 400 youth 
returning to counties. County probation departments supervise justice-involved 
youth who are placed in local juvenile halls, camps, and ranches, or supervised in 
the community.75 76 

Reentry: Pre-Release Enrollment and Services 
CMS approved California’s 1115 Re-entry Demonstration Waiver, which is part of DHCS’ 
overall CalAIM Justice-Involved Reentry Initiative. As a group, incarcerated individuals 
have generally been historically underserved, marginalized, and adversely affected by 
persistent poverty and inequality. With the Waiver, California will cover a targeted set of 
pre-release services for Medi-Cal members who meet specified criteria, as applicable, 
and are incarcerated in state prisons, county jails and youth correctional facilities to 
improve re-reentry and their transitions (in particular, transitions of health coverage and 
care) back to the community. The provision of Medi-Cal pre-release and re-entry 
transition services, for the 90-days prior to the individual’s release, as well as Enhanced 

 
 
 

73 https://public.tableau.com/app/profile/cdcr.or/viz/OffenderDataPoints/SummaryInCustodyandParole, 
accessed January 14, 2024 
74 https://www.bscc.ca.gov/wp-content/uploads/Jail-Pop-Trends-Through-Q3_2023.pdf,accessed 
January 14, 2024. 
75 https://www.cdcr.ca.gov/ccjbh/wp-content/uploads/sites/172/2020/07/Juvenile-Justice-Factsheet-
6.30.2020.pdf. 
76 The most recent jail survey from the Bureau of State and Community Corrections (BSCC) lists almost 
1700 youth in halls and 600 in camps across the state, but the data are not complete: see 
https://www.bscc.ca.gov/wp-content/uploads/JDPS-1Q2002-1Q2023_Trends_6.20.23.pdf, accessed 
January 14, 2024. 

https://www.cdcr.ca.gov/ccjbh/wp-content/uploads/sites/172/2020/07/Juvenile-Justice-Factsheet-6.30.2020.pdf
https://public.tableau.com/app/profile/cdcr.or/viz/OffenderDataPoints/SummaryInCustodyandParole
https://public.tableau.com/app/profile/cdcr.or/viz/OffenderDataPoints/SummaryInCustodyandParole
https://www.bscc.ca.gov/wp-content/uploads/Jail-Pop-Trends-Through-Q3_2023.pdf
https://www.bscc.ca.gov/wp-content/uploads/Jail-Pop-Trends-Through-Q3_2023.pdf
https://www.cdcr.ca.gov/ccjbh/wp-content/uploads/sites/172/2020/07/Juvenile-Justice-Factsheet-6.30.2020.pdf
https://www.cdcr.ca.gov/ccjbh/wp-content/uploads/sites/172/2020/07/Juvenile-Justice-Factsheet-6.30.2020.pdf
https://www.cdcr.ca.gov/ccjbh/wp-content/uploads/sites/172/2020/07/Juvenile-Justice-Factsheet-6.30.2020.pdf
https://www.cdcr.ca.gov/ccjbh/wp-content/uploads/sites/172/2020/07/Juvenile-Justice-Factsheet-6.30.2020.pdf
https://www.bscc.ca.gov/wp-content/uploads/JDPS-1Q2002-1Q2023_Trends_6.20.23.pdf
https://www.bscc.ca.gov/wp-content/uploads/JDPS-1Q2002-1Q2023_Trends_6.20.23.pdf
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Care Management (ECM) upon release, is expected to increase continuity of health 
coverage, prevent unnecessary disruptions in care, reduce emergency department visits 
and inpatient hospital admissions; reduce mental health decompensation, suicide-related 
death, overdose, overdose-related death and all-cause death; and lead to improved 
health outcomes in general. This targeted set of pre-release services will be available to 
certain eligible Medicaid and CHIP members who are residing in state prisons, county 
jails, or youth correctional facilities, for up to 90 days immediately prior to the individual’s 
expected release date (see Special Terms and Conditions (STC) 9.8).77 

The objective of this component of the demonstration is to facilitate members’ access to 
certain healthcare services, including case management services to facilitate reentry 
planning and care transitions. These services will be provided by Medicaid enrolled 
providers, CHIP participating providers, or by correctional facilities enrolled as an 
exempt from licensure clinic, while members are incarcerated and allow them to 
establish relationships with community-based providers from whom they can receive 
services upon reentry to communities. This bridge to coverage begins prior to release 
and is expected to promote continuity of care and improve health outcomes for these 
individuals. The purpose of this Justice-Involved Reentry Initiative is to provide Medicaid 
enrollment assistance and pre-release coverage for certain services to facilitate 
successful care transitions, as well as improve the identification and treatment of certain 
chronic and other serious illnesses. 

All children/youth who are enrolled in Medi-Cal or CHIP and in custody of a 
participating youth correctional facility are eligible for the targeted set of pre-release 
services and, as required under section 5121 of the Consolidated Appropriations Act, 
screening and diagnostic services required under the Early and Periodic Screening, 
Diagnostic and Treatment benefit. Incarcerated adults must be enrolled in Medi-Cal and 
meet one or more of the specified criteria.78 The targeted set of pre-release services 
approved in the Reentry Demonstration Wavier include reentry case management 
services; physical and behavioral health clinical consultation services, laboratory and 
radiology services, medications and medication administration; medication-assisted 

 
 
 

77 https://www.dhcs.ca.gov/provgovpart/Documents/California-Reentry-Demonstration-Initiative-
Amendment-Approval.pdf 
78 Mental illness, Substance Use Disorder (SUD), Chronic Disease/Significant Clinical Condition, 
Intellectual or Developmental Disability (I/DD), Pregnant/Postpartum. 

https://secure-web.cisco.com/1uXcBZYNUqL140XMyaJflPtMCFEdm65SUIATLWzVLz5aChXVTwCSU4t-9TCtio8vQiMV7RxjyB8ZZeeLquaH5d0yFXkZ7nEKHjqCK3ASFT2F506qCdWCCYdni-qKJG-SSGsscJ-v-TCv1tAG8Q9Tln6e1CeR91OeNjaZ82ZPOc9regtSrrtRCltNtmwz72ewRW59SarnbOKeW9tqvkP3AWJzPuc-LlKO_Emj05A87wgW3C1Om6l6DQvDoL3voxs2Xu4xuuBsjhEI_8z1tJY7vs19eYiAkHUZMzaQxJUFbs_uWV5cTUlJV6tAuDqPetrX5Vclc5d3szyhtg-4ESIy8vecVw7iNE5mP4vxyhGXLcC6rkVGoU1OAMYzDKYWxKv5FbvTbV0hjee7rGISsiXL2nQfSAG3UbTzgO5bt6CAeaqQ/https%3A%2F%2Fwww.dhcs.ca.gov%2Fprovgovpart%2FDocuments%2FCalifornia-Reentry-Demonstration-Initiative-Amendment-Approval.pdf
https://secure-web.cisco.com/1uXcBZYNUqL140XMyaJflPtMCFEdm65SUIATLWzVLz5aChXVTwCSU4t-9TCtio8vQiMV7RxjyB8ZZeeLquaH5d0yFXkZ7nEKHjqCK3ASFT2F506qCdWCCYdni-qKJG-SSGsscJ-v-TCv1tAG8Q9Tln6e1CeR91OeNjaZ82ZPOc9regtSrrtRCltNtmwz72ewRW59SarnbOKeW9tqvkP3AWJzPuc-LlKO_Emj05A87wgW3C1Om6l6DQvDoL3voxs2Xu4xuuBsjhEI_8z1tJY7vs19eYiAkHUZMzaQxJUFbs_uWV5cTUlJV6tAuDqPetrX5Vclc5d3szyhtg-4ESIy8vecVw7iNE5mP4vxyhGXLcC6rkVGoU1OAMYzDKYWxKv5FbvTbV0hjee7rGISsiXL2nQfSAG3UbTzgO5bt6CAeaqQ/https%3A%2F%2Fwww.dhcs.ca.gov%2Fprovgovpart%2FDocuments%2FCalifornia-Reentry-Demonstration-Initiative-Amendment-Approval.pdf


596  

treatment (MAT) for all Food and Drug Administration (FDA)-approved medication, 
including coverage for counseling and services provided by community health workers 
or Peer Support Specialists with lived experience. Qualifying members will also receive 
covered outpatient prescription medication (a minimum 30-day supply, as clinically 
appropriate, consistent with the Medicaid State Plan) and durable medical equipment 
(DME) upon release. 

The goals for the Justice-Involved Reentry Initiative are to:79 

1. Increase coverage, continuity of care, and appropriate service uptake through 
assessment of eligibility and availability of coverage for benefits in carceral 
settings just prior to release; 

2. Improve access to services prior to release and improve transitions and continuity 
of care into the community upon release; 

3. Improve coordination and communication between correctional systems, 
Medicaid and CHIP systems, managed care plans, and community-based 
providers; 

4. Increase additional investments in health care and related services, aimed at 
improving the quality of care for beneficiaries in carceral settings, and in the 
community to maximize successful reentry post-release; 

5. Improve connections between carceral settings and community services upon 
release to address physical health, behavioral health, and health-related social 
needs; 

6. Provide intervention for certain behavioral health conditions and using stabilizing 
medications like long-acting injectable anti-psychotics and medications for 
addiction treatment for substance use disorders (SUDs), with the goal of reducing 
decompensation, suicide-related deaths, overdoses, and overdose-related deaths 
in the near-term post-release; and 

7. Reduce post-release acute care utilization such as emergency department visits, 
inpatient hospitalizations, and all-cause deaths among recently incarcerated 

 
 
 

79 We use the term “beneficiaries” here since this term is used by CMS. Goals are outlined under 9.1 in 
the Special Terms and Conditions for California (see Centers for Medicare & Medicaid Services (CMS) 
letter dated January 26 2023 to Ms. Jacey Cooper, State Medicaid Director, Chief Deputy Director, Health 
Care Programs, California Department of Health Care Services (CDHCS) – approval of California’s 
request to amend the section 1115(a) demonstration titled, “California Advancing and Innovating Medi-
Cal (CalAIM)” (Project Number 11-W-00193/9). 
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Medicaid beneficiaries and individuals otherwise eligible for CHIP if not for their 
incarceration status through robust pre-release identification, stabilization, and 
management of certain serious physical and behavioral health conditions that 
may respond to ambulatory care and treatment (e.g., diabetes, heart failure, 
hypertension, schizophrenia, SUDs) as well as increased receipt of preventive and 
routine physical and behavioral health care. 

To assess the Justice-Involved Reentry Initiative, DHCS and its independent evaluation 
team will engage in a comprehensive evaluation using mixed-methods to assess the 
impact and success of the demonstration, including detailed analysis of person-level 
routinely collected data and interviews. 

State law and the Waiver allow for a two-year ramp up for all correctional facilities. The 
UCLA-RAND Reentry Evaluation team’s research design will be responsive to the 
different start dates for facilities; facilities that come onboard later may have less follow-
up time for analyses. 

Overall Evaluation Strategy 
UCLA-RAND Reentry Evaluation Team 
The UCLA-RAND Reentry Evaluation team is responsible for the evaluation of the 
Justice-Involved Reentry Initiative. The team is led by researchers Drs. Lois Davis and 
Susan Turner from RAND. The team also includes researchers from RAND and UCLA as 
detailed in the section below titled “Reentry Evaluation Team.” The JI Reentry Initiative 
evaluation period covers October 2024 through December 2026. The UCLA-RAND 
Reentry evaluation contract period is from December 1, 2023, to May 31, 2029, which 
includes the development of the evaluation design, its implementation, and completion 
of all other contract deliverables (i.e. evaluation reports and responses to comments 
from DHCS and CMS). A detailed project timeline is provided in Exhibit 14. The total 
budget for the effort is $2,903,678.39. 

Timeline for Data Collection Activities 
Exhibit 14 on the next page shows the anticipated timeline for the Reentry Evaluation 
activities. The table shows the data collection activity, timeframe, and goals associated 
with each activity. 
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Exhibit 14. Study Timeline for Reentry Data Collection Activities 
 

Activity Timeframe Goals 
Revise evaluation research design; submit 
revisions to address CMS’ comments Fall of 2024 1-7 

In consultation with DHCS, select the four 
focal counties for jail and juvenile 
populations analyses 

 
2025 

 
1-7 

Develop research applications, data use 
agreements, etc. for CDCR and the four 
focal counties 

 
2024-2025 

 
1-7 

Submit research application to CDCR 
Research Oversight Committee (ROC) for 
identification of Waiver comparison 
cohorts, to obtain data on background 
characteristics, and pre-release services 

 
 

2024-2025 

 
 

1-7 

Work with Sheriff’s Departments and 
juvenile authorities in the four focal 
counties on research approvals & data use 
agreements; access data to identify Waiver 
comparison cohorts for jail population and 
juvenile populations 

 

 
2025 

 

 
1-7 

Qualitative Data Collection & Analysis 

Recruit and conduct interviews with Waiver 
participants (who were incarcerated in 
prisons, jails, & juvenile facilities) 

 
2025 

 
3,4,5 

Conduct key stakeholder interviews at state 
and county levels; analyze data 2025 3,4,5 

Analyze Waiver participants’ interview data 
and key stakeholders interview data 2025 3,4,5 

Quantitative Data Collection & Analysis 

Identify Waiver comparison cohorts (pre-
Waiver) 2025-2026 1,2,6,7 

Obtain Data for comparison cohorts (pre-
Waiver) 2025-2026 1,2, 6, 7 
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Activity Timeframe Goals 
Clean/merge/prepare pre-Waiver analytic 
data 2025-2026 1,2,6,7 

Obtain Data for Waiver cohorts (post-
Waiver) 2026 1,2,6,7 

Clean/merge/prepare post-Waiver analytic 
data 2026-2027 1,2,6,7 

Final analyses to include all comparison 
and treatment cohorts; including sensitivity 
analysis 

 
2027-2028 

 
1,2,6,7 

Reentry Waiver Populations and Counties Selected for the UCLA-RAND 
Reentry Evaluation 

The eligible Reentry Waiver populations in California include all 33 state prison facilities, 
county jails, and youth correctional facilities. The state prison facilities are operated by 
the California Department of Corrections and Rehabilitation (CDCR) as a single 
department. Each of California’s 58 counties operates its own jails and juvenile 
correctional facilities individually. Generally, jails are operated by county Sheriff 
Departments and juvenile facilities by county Probation Departments. In some cases, 
correctional health care services may be managed by the county public health or health 
department, which would the targeted entity for obtaining relevant pre-release 
healthcare information for the evaluation. The UCLA-RAND evaluation team will be 
working with all involved entities in targeted counties to complete the evaluation tasks. 

Qualifying conditions for individuals participating in the Reentry Waiver include adults 
who are incarcerated who meet one or more of the following criteria listed in STC 9.280: 

Mental illness, defined as confirmed or suspected mental health diagnosis based on 
specified criteria; 

Substance use disorder, defined as confirmed or suspected diagnoses based on 
specified criteria; 

 
 
 

80 As defined in the CMS Waiver Authority, Numbers 11-W-00193/9 and 21-W-00077/0, California CalAIM 
Demonstration document (https://www.dhcs.ca.gov/CalAIM/Documents/BH-CONNECT/CA-CalAIM-
STCs.pdf). For the list of the 38 Chronic Conditions or Significant Non-Chronic Clinical Conditions, see 
Attachment W page 322. 
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Chronic condition or significant non-chronic clinical condition, defined as confirmed 
or suspected diagnoses based on specified criteria; 

Intellectual or developmental disability (I/DD), defined as a disability that begins 
before an individual has turned 18 years of age and that is expected to continue 
indefinitely and present a substantial disability; 

Traumatic brain injury or other condition that has caused significant cognitive, 
behavioral and/or functional impairment; 

Positive test or diagnosis of human immunodeficiency virus (HIV) or acquired 
immunodeficiency syndrome (AIDS); or 

Currently pregnant or within a 12-month postpartum period. 

All youth under the age of 19 years who are eligible for Medi-Cal or CHIP including 
children in foster care and former foster care youth; and are in the custody of a county 
youth correctional facility are eligible for pre-release services.81 

All California counties are state mandated to implement the Reentry Waiver program no 
later than October 1, 2026. Correctional facilities must submit to DHCS a readiness 
review application for approval at least six months prior to the correctional facilities’ 
requested go-live date. The readiness review assessment focuses on five key areas 
needed to operationalize 90-day pre-release services (e.g., Medi-Cal application process, 
90-day pre-release service delivery). Correctional facilities are expected to attest to their 
ability to meet minimum requirements. Correctional facilities can go live with pre-
release services with an approved readiness assessment.82 

As of October 2024, three California counties—Inyo, Santa Clara, and Yuba—were 
approved to begin delivering a targeted set of Medi-Cal services to people returning to 
communities after incarceration.83 CDCR, including all 33 state prisons, will go live with 

 
 

 
 
 

81 Reentry Demonstration Initiative Populations are defined as persons who are enrolled in Medicaid or 
who would be eligible for CHIP except for their incarcerated status, and who are incarcerated in a state 
prison, county jail, or youth correctional facility and who meet the eligibility criteria under STC 9.2. See: 
ca-calaim-dmnstn-aprvl-12192023_0.pdf 
82 California Department of Health Care Services. Policy and Operational Guide for Planning and 
Implementing the CalAim Justice-Involved Initiative. October 2023. Plenary PPT. 
https://www.dhcs.ca.gov/provgovpart/pharmacy/Documents/CalAIM-JI-Policy-and-Operations-Guide-
FINAL-October-2023-updated.pdf 
83 DHCS News Release, October 9, 2024, “For the first time, California to provide Medi-Cal services for 
people returning home after incarceration.” 

https://www.dhcs.ca.gov/provgovpart/pharmacy/Documents/CalAIM-JI-Policy-and-Operations-Guide-FINAL-October-2023-updated.pdf
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pre-release services in February 2025. County correctional facilities will go live on a 
quarterly basis through September 30, 2026. 

The UCLA-RAND Reentry Evaluation research design includes all CDCR prison facilities 
as well as county jails and youth correctional facilities in four counties: Sacramento, 
Yuba, San Joaquin and Orange Counties. These four counties were selected in 
consultation with DHCS based on geography, population size, and timeliness of 
implementation. Note, it is not feasible to study all 58 counties as each is a separate 
entity that would require separate permissions and extensive data abstraction efforts at 
the county-level. 

Quantitative Goals 1, 2, 6, and 7 

Goals 1, 2, 6, and 7 focus on screening and enrollment, delivery of services and health 
outcomes of individuals. Research questions relevant to these goals will be addressed by 
using a difference-in-differences approach that compares individuals after the go-live 
date for correctional facilities with individuals who are similar to those who participated 
in the Reentry Waiver but were incarcerated and released before the go-live date. 

Identifying Qualifying Conditions for Reentry Waiver Groups 

The UCLA-RAND Reentry Evaluation team will work with the California Department of 
Corrections and Rehabilitation (CDCR) and the counties to develop plans for 
identification of Reentry Waiver groups for the evaluation, as well as data and other 
permissions that may be required by the UCLA-RAND Reentry Evaluation team. The 
plans will address access to the most reliable information on correctional facility 
eligibility screening and enrollment84; information on how correctional facilities 
developed criteria to identify those with qualifying conditions; selection of the release 
cohorts for the Reentry Waiver individuals; determination of background demographic 
characteristics, and health status services data available for creating comparison groups 
as described in the next paragraph. 

Identifying Qualifying Conditions for Comparison Groups 

As practicable, Reentry Waiver pre-intervention and post-intervention comparison 
groups will be identified by applying the Reentry eligibility criteria described above to 

 
 
 

84 This information may be obtained from the data portal used by correctional facilities. 
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individuals who had been incarcerated but released prior to the go-live date, as well as 
for those released after the go-live date. This will allow the UCLA-RAND Reentry 
Evaluation team to create and follow cohorts released around the go-live date to 
estimate cohort difference-in-difference models (the Methods section discusses this 
methodological approach in more detail).85 

For local county jails, the UCLA-RAND Reentry Evaluation team will determine whether 
the local data systems will allow identification of previously released individuals with 
qualifying conditions. For juveniles there are no qualifying health conditions. The 
Reentry evaluation will not restrict the analysis for youth in the same way proposed for 
prison releasees and will instead use all releases as specified in the STCs for youth (e.g., 
all children/youth who are enrolled in Medi-Cal or CHIP and in the custody of a county 
youth correctional facility are eligible for pre-release services). If the UCLA-RAND 
evaluation team is unable to use state and local health data to identify eligible cohorts 
based upon the detailed eligibility criteria, UCLA-RAND Reentry Evaluation may need to 
use full (100%) cohorts of released individuals for both the comparison (i.e., pre-go live) 
and Reentry Waiver (i.e., post-go live) groups rather than the roughly 80% of these 
cohorts who are actually eligible for services. 

Even if full cohorts rather than Reentry Waiver eligible cohorts are required (for data 
purposes) it is expected that the majority of the cohort will meet the health services 
criteria for the Waiver, since the prevalence of SUD and other health issues is high in the 
JI population. For example, it is estimated that about 85% of CDCR inmates have SUD, 
which is a conservative estimate.86 Prevalence rates in jails are harder to obtain, but a 
recent brief from the Bureau of Justice Statistics indicates that 63 percent of post-
adjudication jail inmates have an SUD and there have been increasing numbers of jail 
deaths from 2000 to 2019, particularly among those who died frum drug related 
intoxication (BJS, 2022).87 If full cohorts, rather than Reentry Waiver eligible cohorts are 
used, the study design would not be able to include case-mix adjustments for an 
individual’s illness. 

 
 
 
 

85 In conversations with the CDCR, they have indicated that they should be able to select previously 
released cohorts of individuals based on the same coding they are doing for current eligibility 
determination. This should result in similar individuals in both the comparison and Waiver groups. 
86 ISUDT Annual Outcomes Report 2024 (ca.gov) 
87 Managing Substance Withdrawal in Jails: A Legal Brief (ojp.gov) 

https://cchcs.ca.gov/wp-content/uploads/sites/60/Reports/Drug-Treatment-Program.pdf
https://bja.ojp.gov/doc/managing-substance-withdrawal-in-jails.pdf
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Data Sources for Waiver and Comparison Groups 

The UCLA-RAND Reentry Evaluation team intends to use Medi-Cal and prison/jail/youth 
correctional facilities databases (as available) for the Reentry Waiver and comparison 
groups for the evaluation. Cross-referencing CDCR identifiers with Medicaid data has 
successfully been accomplished in recent work conducted by the Council on Criminal 
Justice and Behavioral Health in their 2023 Medi-Cal Utilization project.88 This project 
matched data from the CDCR to Medi-Cal records from over 35,000 individuals released 
from CDCR in fiscal year 2019-2020 to analyze enrollment and utilization of Medi-Cal 
services. The evaluation design relies upon a similar strategy for matching CDCR 
releases to Medicaid databases; feasibility and protocols for county correctional facility 
matching of releasees is yet to be determined. 

The UCLA-RAND Reentry Evaluation will make use of a cohort difference-in-differences 
analysis, which will exploit the within year timing of the policy and across year exposure 
to the policy. More details of the design are in the Methods sections below. As an 
illustrative example, if one were to assume that the Waiver will be implemented in 
Month t of 2025, then individuals who are released from Month t through Month t+3 of 
2025 will be partially treated as they will not receive the full 90 days of pre-release 
services (e.g., those individuals released in Month t+1 will only receive up to 30 days of 
pre-release services), individuals released after Month t+3 in 2025 will be fully treated, 
and individuals released in 2025 prior to Month t (i.e. Months t-1 to Month t-6) will be 
untreated. However, it is worth noting that it is expected that that there will exist some 
people who are partially treated or not treated in all cohorts based on length of stay 
within the incarceration system (i.e., those individuals who are incarcerated for less than 
90 days will be partially treated). Analyses will explore how the magnitude of effect sizes 
varies dependent on length of treatment (i.e., under 30 days, 30 to 59 days, 60 to 89 
days, and those with the full 90 days of pre-release services, separately). 

The UCLA-RAND Reentry Evaluation will exploit the month by year variation in Waiver 
eligibility. Regardless of the date of actual go live, a 12-month window will be identified 

 
 
 

88 Council on Criminal Justice and Behavioral Health (CCJBH). Medi-Cal Utilization Project: A Report on 
the Medi-Cal Enrollment and Behavioral Health Services Utilization for Individuals Released from the 
California Department of Corrections and Rehabilitation in Fiscal Year 2019-20, October 2023. 
https://www.cdcr.ca.gov/ccjbh/wp-content/uploads/sites/172/2024/01/MCUP-FY-2019-2020-October-
2023-ADA-1.pdf 

https://www.cdcr.ca.gov/ccjbh/wp-content/uploads/sites/172/2024/01/MCUP-FY-2019-2020-October-2023-ADA-1.pdf
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around the timing of the go-live dates for specific correctional facilities to ensure 6 pre-
implementation monthly cohorts, 3 partially treated post-cohorts, and 3 fully treated 
post-cohorts. The UCLA-RAND Reentry Evaluation team will also explore augmenting 
models to cover a wider post-treatment period as well as monthly cohorts prior to 2025, 
given available data. The UCLA-RAND Reentry Evaluation team has selected 2021 as the 
earliest year for data to provide stability in measurement, but data availability will guide 
the actual study period. 

Testing the 90-day In-Reach Period for the Waiver 

California selected a 90-day pre-release services period for Waiver implementation. This 
timeframe was chosen to allow ample time within the carceral setting to conduct 
eligibility assessments, stabilize an incarcerated individual, prepare a post-release 
transition plan and allow the pre- and post-release care managers to do a warm hand-
off and transition of care with the individual. Variation in full vs. partial treatment (e.g., 
full 90-day pre-release services vs. <90-day pre-release services) due to the timing of 
release, relative to go-live date89 can be used to test how pre-release services period 
length impacts identified effectiveness. Dynamic models (i.e., event studies- see 
Methods section for more details) will be able to identify variation in the effect size for 
those that are partially treated and fully treated (compared to not treated cohorts - i.e., 
pre-go-live cohorts), separately. This will allow the UCLA-RAND team to identify the 
effect of the Waiver differentially for those individuals who receive less than 30 days, 30 
to 59 days, 60 to 89 days, and those with the full 90 days of pre-release services, 
separately. Jail stays are often much shorter than 90 days. Although the average time 
spent in jail is about a month, the majority of released individuals have been 
incarcerated for a week or less.90 In state prisons about 30 percent of individuals served 
less than a year in 2020-2021; almost 60 percent served less than two years. 

Outcome Measurement Period 

Goals 6 and 7 have defined the numerators and denominators for the outcomes of 
interest. Each outcome will be measured in the near-term (30 days) after an individual’s 
release into the community as well as longer term (6 and 12 months). Vulnerability to 

 
 
 

89 Actual analyses will take into account whether or not the county or institution is in the pre- or post-
period and what amount of the 90-day window the releasee is in. 
90 https://www.chcf.org/wp-content/uploads/2023/07/CalAIMExplainedCaringCaliforniansLeavingIncarceration.pdf 
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drug overdose and death can occur within the first few weeks after release, thus it is 
important to include measures soon after release. 

Additional Quantitative Evaluation Methods 

Analytic methods for addressing the Goals are presented in the sections below. Note 
that, in addition to the proposed approach in which UCLA-RAND Reentry Evaluation 
team plans to include fixed effects for facilities and time period, the team will also 
consider multi-level regression to account for shared variability within institutions. 

A crucial assumption underpinning difference-in-differences analysis is the parallel 
trends assumption. Generally, the parallel trends assumption states that the evolution of 
the outcomes in the control group (i.e., in the years prior to implementation) accurately 
reflects how those same outcomes would have evolved in partially or fully treated 
groups (i.e., in the years post-implementation) had the treatment groups not been 
treated. The UCLA-RAND Reentry evaluation will make use of both conditional (i.e. 
models that include controls) and unconditional (i.e. models without controls) event 
study models (which extend the above difference-in-differences models to include both 
lead (pre) and lag (post) period effects, identified from lead and lag release cohorts) to 
visually inspect the likelihood of passing the parallel trends assumption. In addition to 
the lag periods allowing one to visually inspect the likelihood of passing the parallel 
trends assumption, the lead periods allow one to identify dynamic effects of the Waiver. 
Effect sizes across release cohorts will be examined to identify whether a greater period 
of pre-release services is associated with more positive patient outcomes. The first three 
release cohorts are “partially treated” as they will not receive the full 90 days of pre-
release services, thus differences in effect sizes in the first three lead periods compared 
to later lead periods would indicate that a greater period of pre-release services is 
associated with differential effect sizes. 

If divergent trends pre-correctional facility Reentry Waiver implementation are present, 
Goodman-Bacon (2021) “detrended” difference-in-differences specification will be used 
to identify the size of a credibly causal effect of the Reentry Waiver, even if statistically 
significant pre-trends exist. Further, the sensitivity of event study models will be tested 
by implementing Rambachan & Roth’s (2023) “honest” differences-in-differences 
approach which involves constructing confidence intervals that allow deviations from 
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linearity, and in doing so estimates the amount of non-linearity that is allowable, while 
still rejecting the null hypothesis.91 

In addition to estimating difference-in-differences models of the form specified above, a 
donut regression discontinuity design (RDD) will be estimated that exploits the timing of 
the Reentry Waiver rollout, as an additional sensitivity analysis. The donut-RDD will be 
used given that the rollout of the Reentry Waiver may result in partially treated releasees 
(i.e., those individuals who are released within the first 90 days of the policy being 
implemented), which can be excluded in a donut-RDD model. Such models will provide 
local average treatment effects for those people who were released just after full 
implementation of (and exposure to) the Reentry Waiver compared to just before the 
Reentry Waiver was implemented. 

The UCLA-RAND Reentry Evaluation team expects to have a large enough sample size to 
address the proposed research questions. The sample size will be substantially larger 
than that which other scholars have had when utilizing similar approaches to answer 
research questions related to the effect of Medicaid waivers for incarcerated populations 
(Burns & Dague, 2024; Packham & Slusky, 2024), which have involved policies to 
increase access to Medicaid enrollment post-release.92 Based on the number of 
releasees in California per year the sample size should be least 150,000 releasees given 
that there are around 25,000 individuals released from the state prisons each year. This 
is far larger than the 38,508 releasees in Burns & Dague (2024). However, depending on 
design parameters, RDD models may have only one-third the power of a similarly sized 
randomized control trial (Schochet, 2009).93 Nonetheless, prior studies utilizing RDD 
approaches with smaller sample sizes than those expected for the present study have 
been sufficiently powered to identify effects of increasing access to Medicaid enrollment 
after release for re-entry populations in other states using RDD approaches (Packham & 
Slusky, 2024).94 For example, Packham and Slusky (2024) had a sample size of 14,568 for 

 

 
 

91 Rambachan, A., & Roth, J. (2023). A more credible approach to parallel trends. Review of Economic 
Studies, 90(5), 2555-2591. 
92 Burns, M & Dague, L. (2024). In-Kind Welfare Benefits and Reincarceration Risk: Evidence from 
Medicaid. NBER working paper 31394. 
Packham, A & Slusky, D. (2024). Accessing the Safety Net: How Medicaid Affects Health and Recidivism. 
NBER working paper 31971. 
93 Schochet, P. (2009) "Statistical Power for Regression Discontinuity Designs in Education Evaluations." 
Journal of Educational and Behavioral Statistics. 34(2) pp. 238—266. 
94 Packham, A & Slusky, D. (2024). Accessing the Safety Net: How Medicaid Affects Health and 
Recidivism. NBER working paper 31971. 
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their analysis with a 6-month window around the RDD, while the UCLA-RAND Reentry 
Evaluation team expect to have a sample size of around 25,000 for such an analysis, thus 
they also expect to be well-powered when using the donut RDD approach. 

Qualitative Goals 3, 4, and 5 

Goals 3, 4 and 5 will require interviews with key stakeholders and with individuals who 
have been previously incarcerated. The research questions related to these goals will 
focus on the Reentry Waiver time period (2024 to 2026) as well as the PATH 
demonstration timeframe. 

Interviews with Formerly Incarcerated Individuals 

The UCLA-RAND Reentry Evaluation team will conduct interviews in 2025 and 2026 of 
recently released individuals from CDCR, county jails and juvenile facilities in four 
counties. Within each county, the UCLA-RAND Reentry Evaluation team will identify 
community-based organizations (CBO), including JI ECM providers, to help identify and 
recruit respondents for the interviews. The budget includes a $500 payment for each 
CBO for their assistance in identifying potential interview participants. 

Prior to starting recruitment, Reentry Evaluation staff will meet with the designated 
liaison from the CBO to review recruitment goals, procedures, and materials. CBOs will 
be provided a flyer in English and Spanish that describes what participation in the 
interview entails, the eligibility criteria for the interviews, recruitment goals, a 
recruitment script, and a contact information release form. To be eligible for the 
interviews, individuals must have been released in the previous 90 days from one of the 
targeted facilities, enrolled in Medi-Cal, and have one of the conditions that make them 
eligible for the Reentry Demonstration. If a Waiver participant is interested in taking part 
in the interview, the CBO will ask the individual to sign a release form that authorizes the 
CBO to release their name and contact information (telephone number, cell phone 
number, email address) to the UCLA-RAND Reentry Evaluation team in order to contact 
them. Individuals will be contacted to verify Reentry Waiver status (e.g. that the 
individual was recently incarcerated and that their Medi-Cal enrollment was reactivated 
prior to or at release), provide details about what participation in the interview entails, 
answer any questions or concerns they may have, and if they are interested and 
available, schedule an appointment to complete the interview with a trained 
interviewer, either in person or by phone. If the Reentry Waiver participant is available to 
do the interview right away, they will be interviewed by phone. 
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If the CBO is unable to provide staff to help identify and recruit Reentry Waiver 
participants for the interviews, the UCLA-RAND Reentry Evaluation team will seek their 
permission to allow an interviewer to visit their office(s) to recruit Reentry Waiver 
participants onsite, either before or after their appointment with CBO staff. With the 
CBO’s permission, and in collaboration with CBO staff, interviewers will approach CBO 
clients to provide information about the survey and if they are interested, they will verify 
eligibility for the interviews and either conduct the interview on site (if possible) or 
schedule an appointment to do the interview later, either in person or by phone. 

For the prison sample, UCLA-RAND Reentry Evaluation team will conduct interviews with 
10-15 individuals who were formally incarcerated in prison and are recently released to 
one of the four focal counties. This will result in a total of 40-60 interviews with 
individuals newly released from prison in 2025. It is anticipated that 100 newly released 
individuals will need to be screened to yield 10-15 interviews per identified focus county 
per project year. 

For the county jail and youth correctional facility populations, 80 to 120 interviews will 
be conducted in the four focal counties in 2025, half of which will be with Reentry 
Waiver participants who were recently incarcerated in county jails and the other half will 
be with youth recently incarcerated in youth correctional facilities who are Reentry 
Waiver participants. It is estimated that between 100-125 individuals will need to be 
screened to complete 20-30 interviews per county (10-15 individuals released from jails 
and 10-15 individuals released from youth correctional facilities). The interviews will be 
administered by a bilingual interviewer, as a computer administered personal interview 
(CAPI) using a hand-held tablet. The interview will be conducted in English or Spanish, 
as applicable, and is estimated to take approximately 60 to 90 minutes. Respondents will 
be paid, which may be via gift card, for completing the interview. 

The interviews with newly released Reentry Waiver participants from prison, jail, or youth 
correctional facilities will ask about their experiences with enrollment in Medi-Cal (or 
reinstatement of benefits) during the pre-release period; their perceptions regarding 
their health care treatment needs and reentry support needs; and their experiences in 
receiving pre-release services while still incarcerated. Questions will also ask about their 
experiences with case management and the transition of their care to community 
providers; as well as what other support they may have received to help facilitate their 
transition of care to the community. Items will ask for feedback on their experiences, as 
applicable, in accessing primary care, mental health care, substance use treatment, and 
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care for chronic health conditions post-release from the carceral setting; and 
perceptions regarding barriers and facilitators to accessing health care pre-release and 
post-release. Reentry Waiver participants on prescription medications will be asked if 
they were released with a supply of medications and experiences in getting their 
medications refilled post-release. 

To do qualitative analysis of these interview data, qualitative coding of themes will be 
conducted using software such as Dedoose, which will provide a systematic way to code 
and reveal themes in the data. Qualitative analysis will inform the interpretation of Goals 
3, 4, and 5 by identifying strategies for improving coordination and connections 
between correctional systems, Medi-Cal systems, ECM, and community providers to 
address the physical health, behavioral health, and other health-related social needs of 
the JI population. The qualitative analysis will also inform understanding of factors that 
facilitated or hindered Reentry Waiver participants’ access to care pre-release and post-
release, and their perceptions of their treatment needs and experiences with pre-release 
care, case management, and post-release care. Convenience sampling will be used to 
recruit interviewees. Equity-based populations (e.g., women, persons of color) will be 
oversampled and analyses will be stratified by demographics (e.g., race/ethnicity, 
gender, age) to the extent that sample sizes will support stratification. 

The UCLA-RAND Reentry Evaluation team will identify CBOs which work specifically with 
different communities and work with younger individuals as well. The interview samples 
will be restricted to those individuals who speak English or Spanish as these are the 
languages that the UCLA-RAND Reentry Evaluation team are able to conduct interviews in. 

Interviews with Key Stakeholders 
In conjunction with the UCLA-RAND PATH Evaluation Team – which is focused on 
examining infrastructure investment – including Reentry - under the current 1115, 
interviews will be conducted with key stakeholders involved in the planning and 
implementation of the Waiver for the JI population. Key stakeholder interviewees will 
include at the state-level CDCR and California Correctional Health Care Services (CCHCS) 
staff. At the county-level, administrators of county jails, and youth correctional facilities 
will be selected with individuals who were involved with the planning and 
implementation of the Waiver for the JI population. 

Exhibit 15 summarizes, for the different interview topic areas, the entities who will be 
interviewed (including the lead entity), and who the system implementation partners 
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are. Specifically, at the prison-level, evaluation plans are to interview those individuals 
within CDCR and the CCHCS who were involved in planning for and implementing the 
Waiver for the incarcerated population in the state’s correctional system. Similarly, at the 
jail and youth correctional facilities, implementation partners listed in Exhibit 15 
including county sheriffs, county jail staff and juvenile facility administrators/staff, 
county probation staff, and state parole staff will be interviewed. 

The RAND Reentry Evaluation team will lead interviews with key informants within CDCR 
and CCHCS as well as in county correctional facilities, while the UCLA-PATH team will 
lead interviews with county social services agencies and other salient community-based 
implementation partners. 

Interview topics will include: system changes and supports needed to screen for Medi-
Cal eligibility, to enroll, and to re-instate eligibility for those who were suspended during 
their incarceration; process of identifying eligible individuals for the Waiver, the pre-
release Medi-Cal application and enrollment process; planning for and the provision of 
the targeted set of pre-release services 90- days prior to release from jail/prison/juvenile 
facilities; planning for and care in the carceral setting, as well as provision of needed 
medications and durable medical equipment; coordination with enhanced care and 
provision of comprehensive case management (as part of ECM); coordination with 
benefits in preparation for release to the community supports; and barriers and 
facilitators in planning for and implementing each component of the Waiver, the 
Justice-Involved Reentry Initiative and lessons learned. 

Exhibit 15. Interview Topic Areas, Lead Entity, and System Implementation 
Partners 

 

Topics Lead Entity System Implementation Partners 
Pre-Release Medi-
Cal Application 
Processes in County 
Correctional 
Facilities 

County Jails and 
Youth 
Correctional 
Facilities 

County Sheriff’s Offices, County Probation Offices, 
and County Social Services Departments (SSDs) and 
other partners responsible for correctional health 
care services. 
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Topics Lead Entity System Implementation Partners 
Provision of 
Targeted Set 
Services 90 Days 
Prior to Release from 
Jail or Prison 

State Prisons, 
County Jails, 
and Youth 
Correctional 
Facilities 
working in 
partnership with 
and 
Community-
Based Providers, 
as appropriate 

State Prisons, County Sheriffs, County Probation, 
County Jails and Youth Correctional Facilities, CA 
Department of Corrections and Rehabilitation, CA 
Correctional Health Care Services (CCHCS) 

Enhanced Care 
Management 

Medi-Cal 
Managed Care 
Plans 

County Behavioral Health, Reentry ECM Providers, 
Support Services Providers (e.g., Housing), County 
Correctional Facilities, CDCR, Probation and Parole 

Community 
Supports 

Medi-Cal 
Managed Care 
Plans 

County Behavioral Health, Service Providers (e.g., 
Housing), Probation and Parole 

Source: CCJBH “Brief Overview of the Department of Health Care Services (DHCS)’ California Advancing and 
Innovating Medi-Cal (CalAIM) CalAIM Justice-Involved Initiative,” Prepared by the Council on Criminal 
Justice and Behavioral Health (CCJBH) and reviewed by DHCS, March 2023. Note: For ECM, the support 
services providers will be determined after the UCLA-RAND Evaluation team review their plans. 

As noted above, the UCLA-RAND Reentry Evaluation team will coordinate with the 
UCLA-RAND PATH team on the key stakeholder interviews eliciting that team’s input on 
the development of the interview protocols and will share with them the results of the 
qualitative analyses. Similar to the interviews with Reentry Waiver participants, 
qualitative coding of themes for the stakeholder interviews using software such as 
Dedoose will be used, which will provide a systematic way to code and reveal themes in 
the data. Qualitative analysis of the stakeholder interviews will inform the interpretation 
of Goals 3, 4, and 5 by identifying strategies for improving coordination and 
connections between correctional systems, Medi-Cal systems, ECM, and community 
providers. The qualitative analysis will also inform understanding of factors that 
facilitated or hindered implementation of the different components of the Reentry 
Waiver and stakeholders’ suggestions for improving Medi-Cal enrollment processes, 
pre-release treatment services, and case management, and post-release care. 
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Evaluation Questions and Hypotheses 
This section begins with a summary of the seven evaluation goals and the evaluation 
questions and hypotheses and measures associated with each goal. In the Driver 
Diagram section that follows the specific aim(s) and primary and secondary drivers are 
identified. The Methods section describes in detail for each goal and research question 
the specific methods proposed for analyses. 

Goals 1 and 2 and their related hypotheses are designed to satisfy the STCs for a 
comprehensive analysis of services rendered by type of service over the duration of the 
90-day coverage period immediately prior to the expected date of release. The specific 
methods sections below discuss the analysis of the relationship between service 
provision and timing and the outcomes in Goals 6 and 7. Ninety days pre-release is used 
as the time period to align with the allowable time Reentry Waiver services can be 
provided for California within the carceral setting. 

Goals 3, 4, and 5 and their related hypotheses address the extent to which the Waiver 
coverage timeline facilitated providing more coordinated, efficient and effective reentry 
planning, enabled pre-release management and stabilization of physical and behavioral 
health conditions, and helped mitigate any potential operational challenges the state 
might have otherwise encountered in a more compressed timeline for coverage or pre-
release services. These are addressed in a qualitative manner. 

This UCLA-RAND Reentry Evaluation design kept the term “beneficiary” in exact 
language used by CMS; however, in other places the term “members” is used per DHCS 
guidance. It is worth noting that measures refer to the measured changes that related to 
evaluation questions and hypotheses, but the underlying measures needed to identify 
such changes come from underlying individual level data, discussed in more detail in 
Methods section. For each measure the numerator and denominator are defined. It is 
worth noting that the UCLA-RAND Reentry Evaluation design uses the full number of 
releasees within a cohort as the denominator to facilitate the identification of intention-
to-treat estimates. 

Exhibit 16 describes Goals, Evaluation Questions and Hypotheses, and Measures for the 
Reentry Evaluation. 
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Exhibit 16. Goals, Evaluation Questions, Hypotheses, and Measures 
 

G 1: Increase coverage, continuity of care, and appropriate service uptake 
through assessment of eligibility and availability of coverage for benefits in 
carceral settings just prior to release. 
Evaluation Questions and Hypotheses Measures 
EQ 1: Did the Waiver increase coverage 
for eligible Medi-Cal members? 

Medicaid Coverage (numerator = number 
enrolled in Medicaid; denominator = 
number of releasees) 

Eligibility screening (numerator = number 
screened for eligibility within 90 days 
of release; denominator = number of 
releasees) 

Eligibility (numerator = number found 
eligible for Justice-Involved Reentry 
Initiative services after screening; 
denominator = number of screened 
releasees) 

Suspended status (numerator = number 
with suspended status; denominator = 
number of releasees) 

H 1: The Waiver will increase coverage for 
eligible Medi-Cal members? 
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G 2: Improve access to services prior to release and improve transitions and 
continuity of care into the community upon release 
Evaluation Questions and Hypotheses Measures 
EQ 2: Did the Waiver improve access to 
services prior to release from 
prison/jail/juvenile hall? Improve transitions 
and continuity of care upon release for 
eligible Medi-Cal members? 

Pre-release care management (numerator = 
number who received pre-release care 
management during 90-day pre-release 
period; denominator = number of 
releasees) 

Pre-release medication billing (numerator = 
number who received any medication 
billed during the 90-day pre-release 
period; denominator = number of 
releasees) 

Pre-release MAT treatment (numerator = 
number who received MAT treatment 
during the 90-day pre-release period; 
denominator = number of releasees) 

Pre-release prescription fills (numerator = 
number who had a filled prescription in 
the 30 days prior to release; 
denominator = number of releasees) 

Post-release prescription fills (numerator = 
number who had a filled prescription in 
the 30 days following release; 
denominator = number of releasees) 

Assigned pre-release care manager 
(numerator = number who had an 
assigned pre-release care manager within 
90 days of release; denominator = 
number of releasees) 

Pre-release substance use disorder 
treatment (numerator = number who 
received substance use disorder 
treatment in the 90-day pre-release 
period; denominator = number of 
releasees) 

H1: The Waiver will increase access to 
services prior to release and improve 
transitions and continuing of care upon 
release for eligible Medi-Cal members. 
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G 2: Improve access to services prior to release and improve transitions and 
continuity of care into the community upon release 
Evaluation Questions and Hypotheses Measures 

 Necessary medications (numerator = 
number of releasees who received all 
necessary medications (as identified in 
their health records while incarcerated) 
for chronic disease in the community 
prior to completion of previous supply 
received during incarceration; 
denominator = number of releasees) 

Visit with an ECM provider (numerator = 
number of releasees who had a visit with 
their ECM provider within 30 days after 
release; denominator = number of 
releasees) 

Medicaid services (numerator = number of 
releasees who received any Medicaid 
service within 30 days, 90 days and six-
months post-release; denominator = 
number of releasees) 

Provider beneficiary rate (numerator = 
number of providers; denominator = 
number of releasees) 

Wait time (numerator =time from referral to 
appointment; denominator = all 
appointments)95 

Percent of incarcerated individuals found 
eligible for Justice-Involved Reentry 
Initiative services after screening - post-
Waiver cohorts compared to pre-Waiver 
cohorts 

 
 
 
 

 
 
 

95 This will be included provided reliable data are available for date of referral and date of appointment. 
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G 3 Improve coordination and communication between correctional systems, 
Medicaid and CHIP systems, managed care plans, and community-based 
providers. 
Evaluation Questions and Hypotheses Measures 
EQ 3A: Did the Waiver improve 
coordination between correctional systems, 
Medicaid and CHIP systems, managed care 
plans, and community-based providers? 
EQ 3B: Did the Waiver improve 
communication between correctional 
systems, Medicaid and CHIP systems, 
managed care plans, and community-based 
providers? 

Interviews with individuals released from 
prison/jail/juvenile facilities could cover: 

Challenges/facilitators in transitioning 
to the community after release 
(e.g., number of available 
providers) 

Continuity of care from incarceration 
to community 

Effectiveness of case managers 
Interviews with key stakeholders could 
cover: 

Newly established communication 
channels between correctional 
systems and community based-
providers, Medicaid/CHIP systems 

Data sharing put into place 
Handoff protocols between 

prisons/jails/juvenile facilities and 
community 

H1: The Waiver will improve coordination 
between correctional systems, Medicaid 
and CHIP systems, managed care plans, 
and community-based providers. 
H2: The Waiver will improve 
communication between correctional 
systems, Medicaid and CHIP systems, 
managed care plans, and community-
based providers. 
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G 4. Increase additional investments in health care and related services, aimed at 
improving the quality of care for beneficiaries in carceral settings and in the 
community to maximize successful reentry post-release. 
Evaluation Questions and Hypotheses Measures 
EQ 1: How did the Waiver influence 
investments in health care and related 
services in carceral settings aimed at 
improving quality of care and in the 
community aimed at maximizing successful 
reentry post-release? 

Interviews with key stakeholders could 
cover: 

How were Waiver funds used? 
What were the additional federal, 

state, and general fund 
investments for pre-release 
services, ECM, and PATH? H1: The Waiver (post-Reentry) will be 

associated with increased services 
associated with improved quality of care, 
such as medication-assisted treatment, care 
coordination, and enhanced care 
management. 
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G 5. Improve connections between carceral settings and community services 
upon release to address physical health, behavioral health, and health-related 
social needs. 
Evaluation Questions and Hypotheses Measures 
EQ 1: Did the Waiver Improve 
connections between carceral settings 
and community services upon release to 
address physical health, behavioral health, 
and health-related social needs? 

Interviews with individuals released from 
prisons/jails/juvenile facilities could cover: 

Health care needs of participants 
Provision of services during 90-day in- 

reach period 
Transition services provided, including 

case manager and medications 
upon release, appointments made 
in the community 

Community supports needed and 
received 

ECM services needed and received 
Interviews with key stakeholders could 
cover: 

Coordination of care between carceral 
settings (prison, jail, youth 
correctional facilities) and 
community service providers 
(behavioral health, medical care, 
social services) 

Type of formal arrangements (e.g., 
memorandums of understanding, 
regular meetings, etc.) to facilitate 
connections between carceral 
settings and providers 

Facilitators and barriers and how these 
may vary by type of services 
provided 

H1: The Waiver will improve connections 
between carceral settings and community 
services upon release to address physical 
health, behavioral health, and health-
related social needs. 
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G 6: Provide intervention for certain behavioral health conditions and use 
stabilizing medications like long-acting injectable antipsychotics and 
medications for addiction treatment for SUDs, with the goal of reducing 
decompensation, suicide-related death, overdose, and overdose-related death in 
the near-term post-release. 
Evaluation Questions and Hypotheses Measures 

EQ 1: Did the Waiver provide intervention 
for certain behavioral health conditions 
and use stabilizing medications like long-
acting injectable anti-psychotics and 
medications for addiction treatment for 
SUDs for eligible Medi-Cal members? 

Post-release substance use disorder 
treatment (numerator = number of 
releasees who received substance use 
disorder treatment within 30 days of 
release; denominator = number of 
releasees) Post-release mental health 
treatment (numerator = number of 
releasees who received mental health 
treatment within 30 days of release; 
denominator = number of releasees) 

Post-release MAT (numerator = number 
of releasees who received MAT within 
30 days of release; denominator = 
number of releasees) 

Post-release necessary medications 
(numerator = number of releasees 
who received all necessary 
medications (as identified in facility 
records) for chronic disease in the 
community prior to completion of 
previous supply received during 
incarceration; denominator = number 
of releasees) 

Receipt of behavioral health condition 
interventions (numerator = number of 
releasees who received behavioral 
health condition interventions 90 days 
pre-release and post-release (30 and 
90 days); denominator = number of 
releasees) 

H1: The Waiver will increase access to 
interventions for behavioral health 
conditions, access to long-acting 
injectable anti-psychotics, and access to 
medications for addiction treatment for 
SUDs for eligible Medi-Cal members. 
EQ 2: Did the Waiver reduce 
decompensation, suicide-related deaths, 
overdoses, and overdose-related deaths 
in the near-term post-release for eligible 
Medi-Cal members? 
H2: The Waiver will reduce 
decompensation, suicide-related deaths, 
overdoses, and overdose-related deaths 
for eligible Medi-Cal members. 
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G 6: Provide intervention for certain behavioral health conditions and use 
stabilizing medications like long-acting injectable antipsychotics and 
medications for addiction treatment for SUDs, with the goal of reducing 
decompensation, suicide-related death, overdose, and overdose-related death in 
the near-term post-release. 
Evaluation Questions and Hypotheses Measures 

 Medications for addiction treatment for 
SUDs (numerator = number of 
releasees who received medications 
for addiction treatment for SUDs in 
the 90 days pre-release and post-
release (30 days and 90 days); 
denominator = number of releasees) 

Suicide-related emergency department 
visits (numerator = number of 
releasees who had suicide-related 
emergency department visits post-
release (30 days and 90 days; 
denominator = number of releasees) 

Suicide-related inpatient hospitalizations 
(numerator = number of releasees 
who had inpatient hospitalizations 
post-release (30 days and 90 days; 
denominator = number of releasees) 

Suicide-related deaths (numerator = 
number of releasees who died by 
suicide (30 days and 90 days); 
denominator = number of releasees) 

Emergency department utilization for 
SUD (numerator = number of 
releasees who had emergency 
department utilization for SUD post-
release (30 days and 90 days); 
denominator = number of releasees) 
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G 6: Provide intervention for certain behavioral health conditions and use 
stabilizing medications like long-acting injectable antipsychotics and 
medications for addiction treatment for SUDs, with the goal of reducing 
decompensation, suicide-related death, overdose, and overdose-related death in 
the near-term post-release. 
Evaluation Questions and Hypotheses Measures 

 Inpatient stays for SUD (numerator = 
number of releasees who had 
inpatient stays for SUD post-release 
(30 days and 90 days); denominator = 
number of releasees) 

Overdose-related deaths (numerator = 
number of releasees who had an 
overdose-related death (30 days and 
90 days); denominator = number of 
releasees) 

Decompensation (numerator = number of 
releasees who had any (and each) 
post-release decompensation (include 
psychosis, suicide attempt, depression, 
anxiety, mania, drug overdose 
(regardless of intention), drug induced 
mental disorders, insomnia, social 
withdrawal, anorexia, aggression, 
increased substance use) 30 days and 
90 days; denominator = number of 
releasees) 
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G 7: Reduce post-release acute care utilization such as emergency department visits, 
inpatient hospitalizations, and all-cause deaths among recently incarcerated 
Medicaid beneficiaries and individuals otherwise eligible for CHIP if not for their 
incarceration status through robust pre-release identification, stabilization, and 
management of certain serious physical and behavioral health conditions that may 
respond to ambulatory care and treatment (e.g., diabetes, heart failure, 
hypertension, schizophrenia, SUDs) as well as increased receipt of preventive and 
routine physical and behavioral health care. 
Evaluation Questions and Hypotheses Measures 
EQ 1: Did the Waiver reduce post-release 
emergency department visits, inpatient 
hospitalizations, and all-cause deaths for 
eligible Medi-Cal members? 

All-cause deaths (numerator = number of 
releasees who died (30 days and 90 days); 
denominator = number of releasees) 

All-cause emergency room visits (numerator 
= number of releasees who had an 
emergency room visit (30 days and 90 
days); denominator = number of 
releasees) 

All-cause inpatient hospitalizations 
(numerator = number of releasees who 
had an inpatient hospitalization (30 days 
and 90 days); denominator = number of 
releasees) 

H1: The Waiver will reduce post-release 
emergency department visits, inpatient 
hospitalizations, and all-cause deaths for 
eligible Medi-Cal members. 
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Driver Diagrams 
The goals listed in the driver diagrams shown in Exhibit 17 are taken directly from the 
Special Terms and Conditions (STCs) number 9.1 for California.96 

Exhibit 17. Goals listed in the driver diagrams 

Goal 1: Increase coverage—in terms of individuals now eligible for Medi-Cal 
benefits—in carceral settings in prison/jail/juvenile hall just prior to release. 

 

Aim Primary Driver Secondary Driver 

Increase coverage—in 
terms of individuals now 
eligible for Medi-Cal 
benefits—in carceral 
settings in 
prison/jail/juvenile hall just 
prior to release. 

Increase the screening rate 
for Medicaid eligibility. 

Improve coverage for 
benefits in carceral settings 
prior to release. 

Increase administration of 
screening to identify 
eligible individuals. 

Conduct outreach to ensure 
beneficiary and applicant 
awareness of the policy and 
assist individuals with 
Medicaid application, 
enrollment, and renewal 
processes. 

Increase utilization of 
applicable pre- and post-
release services. 

Increase behavioral health 
linkages and enhanced care 
management linkages for 
health and social services 
pre- and post-release. 
Improve data systems in 
carceral settings. 

Causality 
 
 
 

 

 
96 https://www.dhcs.ca.gov/provgovpart/Documents/California-Reentry-Demonstration-Initiative-
Amendment-Approval.pdf 
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Goal 2: Improve access to services prior to release and improve transitions and 
continuity of care into the community upon release 

 

Aim Primary Driver Secondary Driver 

Improve access to services 
prior to release and 
improve transitions and 
continuity of care into the 
community upon release. 

Increase Medicaid coverage 
and MCP plan assignment. 
Improve care coordination 
between carceral and 
community providers. 
Increase utilization of 
applicable pre- and post- 
release services. 

Implement screening 
process to identify 
individuals who qualify for 
pre-release services. 
Increase availability of pre-
release services. 
Increase transition services. 
Increase referrals for health 
and social services pre- and 
post-release. 
As part of case 
management assessment, 
ensure all members receive 
a person-centered plan for 
coordination of their care 
post-release. 
Implement processes to 
ensure that all pre-release 
service providers have the 
necessary experience and 
training, and case managers 
are knowledgeable about 
community-based 
providers. 

Causality 
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Goal 3: Improve coordination and communication between correctional 
systems, Medicaid and CHIP systems, managed care plans, and community-
based providers. 

 

Aim Primary Driver Secondary Driver 

Improve system-level 
coordination and 
communication between 
correctional systems, 
Medicaid and CHIP systems, 
managed care plans, and 
community-based 
providers. 

Increase contacts and 
information-sharing 
between correctional 
systems, Medicaid and CHIP 
systems, managed care 
plans, and community-
based providers. 

Correctional facilities 
facilitate access to 
incarcerated members for 
community health care 
providers, including case 
managers, either in person 
or via telehealth. 

Develop data exchange and 
data sharing agreements. 

Develop and share 
strategies to improve 
awareness about Medicaid 
coverage and access. 

Create plans for 
establishing communication 
and engagement between 
systems. 

Causality 

Goal 4: Increase additional investments in health care and related services, aimed 
at improving the quality of care for beneficiaries in carceral settings and in the 
community to maximize successful reentry post-release. 

 

Aim Primary Driver Secondary Driver 

Increase additional 
investments in health care 
and related services, aimed 
at improving the quality of 
care for members in 
carceral settings and in the 
community to maximize 
successful reentry post-
release. 

Increase funding. 

Increase staff. 

Broaden available services. 

Identify additional 
infrastructure, data, and 
staffing needs. 

Identify service gaps. 

Develop mechanisms to 
capture funding 
requirements and track 
expenditures. 

Causality 
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Goal 5: Improve connections between carceral settings and community services 
upon release to address physical health, behavioral health, and health-related 
social needs. 

 

Aim Primary Driver Secondary Driver 

Improve person-level 
connections between 
carceral settings and 
community services upon 
release to address physical 
health, behavioral health, 
and health-related social 
needs. 

Increase service provision 
for physical health, 
behavioral health, and 
person-level, health-related 
needs. 

Increase contact with 
transition team and 
community providers to 
facilitate coordination of 
care. 

Implement screening 
process to identify 
individuals who qualify for 
pre-release services. 

Increase availability of pre-
release services. 

Increase transition services. 

Increase referrals for health 
and social services pre- and 
post-release. 

As part of case 
management assessment, 
ensure all members receive 
a person-centered plan for 
coordination of their care 
post-release. 

Causality 
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Goal 6: Provide interventions for certain behavioral health conditions and use 
stabilizing medications like long-acting injectable antipsychotics and medications 
for addiction treatment for SUDs, with the goal of reducing decompensation, 
suicide-related death, overdose, and overdose-related death in the near-term 
post-release. 

 

Aim Primary Driver Secondary Driver 

Increase access to 
interventions for behavioral 
health conditions, access to 
long-acting injectable anti-
psychotics, and access to 
medications for addiction 
treatment for SUDs. 

Reduce decompensation, 
suicide-related deaths, 
overdose, and overdose-
related deaths in the near-
term post-release. 

Increased utilization of 
interventions for behavioral 
health conditions. 

Increased utilization of 
long-acting injectable anti-
psychotics; increased 
utilization of medications 
for addiction treatment for 
SUDs. 

Increased education of 
providers and incarcerated 
persons on the availability 
of interventions for 
behavioral health 
conditions. 

Increased education of 
providers and incarcerated 
persons on availability of 
long-acting injectable anti-
psychotics. 

Increased education of 
providers and incarcerated 
persons on availability of 
medications for addiction 
treatment for SUDs. 

Causality 
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Goal 7: Reduce post-release acute care utilization such as emergency department 
visits, inpatient hospitalizations, and all-cause deaths among recently incarcerated 
Medicaid beneficiaries and individuals otherwise eligible for CHIP if not for their 
incarceration status through robust pre-release identification, stabilization, and 
management of certain serious physical and behavioral health conditions that may 
respond to ambulatory care and treatment (e.g., diabetes, heart failure, 
hypertension, schizophrenia, SUDs) as well as increased receipt of preventive and 
routine physical and behavioral health care. 

 

Aim Primary Driver Secondary Driver 

Reduce post-release acute 
care utilization such as 
emergency department 
visits, inpatient 
hospitalizations, and all-
cause deaths among 
recently incarcerated 
Medicaid members and 
individuals. 

Increase appropriate 
utilization of outpatient and 
inpatient services. 

Increase robust pre-release 
identification, stabilization, 
and management of certain 
serious physical and 
behavioral health 
conditions. 

Increase receipt of 
preventive and routine 
physical and behavioral 
health care. 

Increase availability of pre-
release services. 

Increase pre-release 
assessments of service 
need. 

Increase transition services. 

Increase referrals for health 
and social services pre- and 
post-release 

Increase the availability of 
preventive and routine 
physical and behavioral 
health care. 

Causality 
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Methodology 
Note, the goals are taken from CMS guidance in the STCS.97 

Goal 1: Increase coverage—in terms of individuals now eligible for Medi-Cal 
benefits—in carceral settings in prison/jail/juvenile hall just prior to release. 

Research Question 1: Did the Reentry Waiver increase coverage—in terms of individuals 
now eligible for Medi-Cal benefits—in carceral settings in prison/jail/youth correctional 
facilities just prior to release? 

Hypothesis: The Reentry Waiver will increase coverage. 

Measures: 
o Medicaid coverage 
o Medicaid suspended status 
o Medicaid eligibility screening 
o Medicaid eligibility 

Target Population: People who are eligible Medi-Cal members who met service 
criteria for the Waiver and then released from carceral settings following the go 
live of the Waiver (specific to each facility) 

Comparison Population: People who would have met Medi-Cal eligibility released 
from carceral settings prior to the go live of the Waiver (specific to each facility) 

Individual level data 

Evaluation Period: CY 2021 through CY 2026 

The approach will make use of cohorts of individuals released from facilities in order 
to select treatment groups and control groups around the timing of when the 
Waiver goes live. Additional control cohorts will be created from prior to the go 
live to be able to estimate models that can identify a causal effect. Thus, the 
UCLA-RAND Reentry Evaluation team will assess the feasibility of constructing 
control cohorts over the same periods in prior years (e.g., 6 months pre and 6 
months post the go live for years around the time of the facility roll-out and the 
same calendar periods for years prior to the policy rolling out). While in practice 

 
 
 

97 CENTERS FOR MEDICARE & MEDICAID SERVICES WAIVER AUTHORITY, NUMBERS: 11-W- 
00193/9 and 21-W-00077/0, TITLE: California CalAIM Demonstration. See: 
https://www.dhcs.ca.gov/CalAIM/Documents/BH-CONNECT/CA-CalAIM-STCs.pdf 

https://www.dhcs.ca.gov/CalAIM/Documents/BH-CONNECT/CA-CalAIM-STCs.pdf
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the year of the roll-out and one year before could be used to identify these 
groups (i.e., two cohorts), this may lead to less precise estimates. Such noise 
could result in the findings indicating that the Reentry Waiver had no impact due 
to precision rather than a true null effect. Increasing the number of control 
cohorts (back to 2021 for example) would allow for the identification of more 
precise estimates. More precision (afforded by these earlier cohorts) will therefore 
be important to provide precise estimates of the effect of the Reentry Waiver and 
ensure that the evaluation is powered to identify an effect if one exists. 

Methodological Design: The UCLA-RAND Reentry Evaluation team will use cohort 
difference-in-differences and event study analyses. The UCLA-RAND Reentry 
Evaluation team will identify a 12-month cohort of individuals released around 
the timing of the go live of the Waiver (i.e., groups released 6 months prior to 
waiver implementation (control) and the first 6 months after Waiver 
implementation(treated)). The UCLA-RAND Reentry Evaluation team will also 
explore whether control cohorts can be identified from the same 12-month 
period, for years prior to Reentry Waiver go live. 

The difference-in-differences models will explore how outcomes vary before and 
after Reentry Waiver go live compared to associated control cohorts (in earlier 
years) to identify the causal effect of the Reentry Waiver. Importantly, this 
approach is able to follow the outcomes of individuals who meet the criteria who 
transition from carceral settings to community over time, allowing exploration of 
the dynamic effect in event study models by using monthly data for the 
outcomes of each individual. Event study models will also allow exploration of 
whether control and treated cohorts were on parallel trends prior to Reentry 
Waiver go live (a crucial assumption in difference-in-differences models). 

The Reentry Waiver go live will likely be rolled out in staggered settings across 
jails/youth correctional facilities. As such, in these cases The UCLA-RAND Reentry 
Evaluation team will make use of staggered difference-in-differences and event 
study models that compare the outcomes of the re-entry population that are 
released after Waiver go live, compared to those released prior to the go live, for 
jails/youth correctional facilities that go live, compared to those that go live later. 
Given the staggered nature in these settings the UCLA-RAND Reentry Evaluation 
team approach will make use of models that deal with biases that may arise in 
such settings (Roth et al., 2023). 
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If those released after the Waiver go live, compared to those released prior to the 
roll-go live, in the treatment cohort compared to associated earlier control 
cohorts, have higher rates of Medi-Cal enrollment and suspended status then the 
hypothesis is affirmed. 

Data Sources: Medicaid claims data and correctional agencies’ health care utilization 
data and demographic information (e.g., gender, race/ethnicity, health/behavioral 
health condition, age, county) as well as release dates. 

Analytic Methods: Descriptive summary and t-tests will be used to provide sample 
characteristics over time (e.g., gender, race/ethnicity, health/behavioral health 
condition, age, county). Probit models will be estimated to take consideration of 
the binary nature of outcomes variables. Difference-in-differences analysis will be 
used to identify a causal effect. Event study models will be used to test for pre-
trends. Analyses will examine the three major populations targeted for Reentry – 
prisoners, jail inmates, and youth who are incarcerated. 

Goal 2: Improve access to services prior to release and improve transitions and 
continuity of care into the community upon release. 

Research Question 1: Did the Waiver improve access to services prior to release from 
prison/jail/juvenile correctional facilities and improve transitions and continuing of care 
upon release? 

Hypothesis: The Waiver will increase access to services prior to release and improve 
transitions and continuity of care upon release. 

Measures: 
o Pre-release case management 
o Pre-release medication billing 
o Pre-release MAT treatment 
o Pre-release prescription fills 
o Pre-release care manager 
o Pre-release substance-use disorder treatment 
o Medically necessary medications 
o Visits with ECM provider 
o Medicaid services 
o Provider beneficiary rate 
o Wait times 
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o Self-reported access to care based on interviews with individuals newly 
released from prison/jail/juvenile facilities 
 Interview questions regarding their health care treatment needs and 

reentry support needs prior to release; their experiences in receiving 
pre-release services while still incarcerated; their experiences with case 
management and the transition of their care to community providers; 
other support they may have received to help facilitate their transition 
of care to the community 

Target Population: People who are eligible Medi-Cal members who met Waiver 
service criteria and were enrolled and then released from carceral settings 
following the go live of the Waiver (specific to each facility) 

Comparison Population: People who would have met Medi-Cal eligibility released 
from carceral settings prior to the go live of the Waiver (specific to each facility) 

Individual level data 

Evaluation Period: CY 2021 through CY 2026 

Methodological Design: The UCLA-RAND Reentry Evaluation team will use cohort 
difference-in-differences and event study analyses. A 12-month cohort of 
individuals released around the timing of the go live of the Waiver (i.e., groups 
released 6 months prior to Reentry Waiver go live (control) and the first 6 months 
after Reentry Waiver go live (treated)) will be identified. The UCLA-RAND Reentry 
Evaluation team will also assess the feasibility of constructing control cohorts 
from the same 12-month period, for years prior to Reentry Waiver go live. The 
difference-in-differences models will explore how outcomes vary before and after 
Waiver go live compared to associated control cohorts (in earlier years) to 
identify the causal effect of the Reentry Waiver. Importantly, this approach allows 
one to follow the outcomes of releasees over time, allowing exploration of 
dynamic effects in event study models by using monthly data for the outcomes 
of each individual event. 

Event study models will also allow explore whether control and treated cohorts were 
on parallel trends prior to Reentry Waiver go live (a crucial assumption in 
difference-in-differences models). The Reentry Waiver will likely go live in 
staggered settings across jails/youth correctional facilities. As such, in these cases 
we will make use of staggered difference-in-differences and event study models 
that compare the outcomes of the re-entry population in the 90 days prior to 
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release that are released after Reentry Waiver go live compared to those released 
prior to the go live; for jails/youth correctional facilities that go live earlier 
compared to those that go live later. Given the staggered nature in these settings 
the UCLA-RAND Reentry Evaluation team will make use of models that deal with 
biases that may arise in such settings (Roth et al, 2023). 

If post-Reentry Waiver cohorts in the treatment cohort have higher rates of the 
measures listed above during the 90 days prior to release, compared to pre-
Reentry Waiver cohorts, and cohorts from earlier years, then the hypothesis is 
affirmed. 

Data Sources: Medicaid claims data and correctional agencies’ health care utilization 
and demographic information (e.g., gender, race/ethnicity, health/behavioral 
health condition, age, county) as well as release dates. State hospital inpatient 
discharge data, state hospital emergency department visit data, and state death 
data. Patient discharge and ED visit data will be obtained from HCAI data sources 
via DHCS. 

Analytic Methods: Descriptive summary and t-tests will be used to provide sample 
characteristics over time (e.g., gender, race/ethnicity, health/behavioral health 
condition, age, county). Probit models will be estimated to take consideration of 
the binary nature of outcomes variables. Difference-in-differences analysis will be 
used to identify a causal effect. Event study models will be used to test for pre-
trends. Analyses will examine the three major populations targeted for Reentry – 
prisoners, jail inmates, and youth who are incarcerated. 

Goal 3: Improve coordination and communication between correctional systems, 
Medicaid and CHIP systems, managed care plans, and community-based providers. 

Research Question 1: Did the Waiver improve system-level coordination and 
communication between correctional systems, Medicaid and CHIP systems, managed 
care plans, and community-based providers? 

Hypotheses: 
o Hypothesis 1: The Waiver will improve coordination between correctional 

systems, Medicaid and CHIP systems, managed care plans, and community-
based providers. 

o Hypothesis 2: The Waiver will improve communication between correctional 
systems, Medicaid and CHIP systems, managed care plans, and community- 
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based providers. 

Measures: emergent themes from interviews 

Target Population: key stakeholders in prison, jails, juvenile facilities, Medicaid, 
CHIP, managed care plans, and community-based providers 

Comparison Population: not applicable 

Individual level data: not applicable 

Evaluation Period: CY 2022 through CY 2026 

Methodological Design: qualitative interview-based design with semi-structured 
interview protocols that will be conducted via TEAMS or ZOOM once a year 
starting in Years 1-4. A minimum of 2-3 interviews within each of the stakeholder 
groups at the state-level will be conducted; interviews with county-level 
stakeholders will also be conducted within four counties. The interviews will ask 
about the context before the Reentry Waiver went into effect and during each 
year of implementation. The interviews will focus on questions related to 
coordination and communication between relevant stakeholders. For example, 
the evaluation team will use questions based on validated items from surveys 
such as CAHPS (e.g. Rating of All Health Care, Rating of Personal Doctor, Rating 
of Specialist Seen Most Often, Getting Needed Care, Getting Care Quickly, How 
Well Doctors Communicate, Customer Service, Shared Decision Making) to probe 
interviewees. In addition, interviews will be conducted with Reentry Waiver 
participants newly released from carceral settings in four counties. 

In the context of regular across project evaluation team meetings, the UCLA-RAND 
Reentry Evaluation team will regularly review project specific approaches to 
qualitative instrument development. To date, the Reentry Evaluation team and the 
UCLA-RAND PATH Evaluation team have already met to agree upon the 
important interface between the two evaluation components. For example, any 
administrative data from CDCR or from county jails and youth correctional 
facilities will be obtained and maintained by the UCLA-RAND Reentry Evaluation 
team who will run analyses of these data and stratify by whether a carceral facility 
received PATH funding on UCLA's behalf for inclusion in the PATH section of the 
report. The PATH team will lead the development of the organizational surveys, 
with input from the other projects. The Reentry Evaluation team will assist with 
disseminating the survey to carceral facilities. Similarly, responsibilities for key 
informant interviews within PATH and Reentry will be distributed with the UCLA-
RAND Reentry Evaluation team leading interviews in carceral settings, while the 



635  

UCLA-RAND PATH team will lead interviews with carceral facilities' "external" 
partners (e.g., county social service agencies assisting with eligibility 
determinations and community-based providers responsible for providing the 
90-day pre-release services). Interview data will be jointly analyzed. 

Data Sources: individual stakeholder interviews will be led by RAND project staff; 
interviews with Reentry Waiver participants will be conducted by RAND’s Survey 
Research Group (SRG); other data sources include any publicly available 
documentation and materials that the agencies can provide. 

Analytic Methods: To do qualitative analysis of the interview data, qualitative 
coding of themes using software such as Dedoose will be used, which will 
provide a systematic way to code and reveal themes in the data. Qualitative 
analysis will inform the interpretation of Goals 3, 4, and 5 by identifying strategies 
for improving communication and coordination and factors that facilitated or 
hindered, in addition to approaches for addressing identified barriers. Analyses 
will examine the three major populations targeted for Reentry – prisoners, jail 
inmates, and youth who are incarcerated. 

Goal 4: Increase additional investments in health care and related services, aimed 
at improving the quality of care for beneficiaries in carceral settings and in the 
community to maximize successful reentry post-release. 

Research Question 1: How did the Waiver influence investments in health care and 
related services in carceral settings aimed at improving quality of care and in the 
community aimed at maximizing successful reentry post-release? 

Hypothesis: The Waiver (post-Reentry) will be associated with increased services 
associated with improved quality of care, such as medication-assisted treatment, 
care coordination, and enhanced care management. 

Measures: emergent themes from interviews 

Target Population: key stakeholders in prison, jails, juvenile facilities, Medicaid, 
CHIP, managed care plans, and community-based providers 

Comparison Population: not applicable 

Individual level data: not applicable 

Evaluation Period: CY 2022 through CY 2026 

Methodological Design: The UCLA-RAND Reentry evaluation team will gather 
expenditure and staffing data post-Waiver. Semi-structured interviews will be 
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conducted via TEAMS or ZOOM with relevant financial personnel at the state 
prison-level, and at the jail and juvenile facility levels within the four counties. The 
interviews will focus on questions related to investment strategies in carceral 
settings as well as out in the community. 

Data Sources: available financial documents from key stakeholder agencies; 
interviews with stakeholder staff 

Analytic Methods: qualitative discussion of changes in expenditures and 
investments in health care and related services, aimed at improving the quality of 
care for members in carceral settings, and in the community to maximize 
successful reentry post-release. Qualitative coding of themes using software such 
as Dedoose will be used, which will provide a systematic way to code and reveal 
themes in the data and will examine the three major populations targeted for 
Reentry – prisoners, jail inmates, and juveniles who are incarcerated. 

Goal 5: Improve connections between carceral settings and community services 
upon release to address physical health, behavioral health, and health-related 
social needs. 

Research Question 1: Did the Waiver Improve connections between carceral settings and 
community services upon release to address physical health, behavioral health, and 
health-related social needs? 

Hypothesis: The Waiver will improve person-level connections between carceral 
settings and community services upon release to address physical health, 
behavioral health, and health-related social needs. 

Measures: emergent themes from interviews 

Target Population: key stakeholders in prison, jails, juvenile facilities, Medicaid, 
CHIP, managed care plans, and community-based providers 

Comparison Population: not applicable 

Individual level data: not applicable 

Evaluation Period: CY 2022 through CY 2026 

Methodological Design: qualitative interview-based design with semi-structured 
interview protocols that will be conducted via TEAMS or ZOOM once a year 
starting in Years 1-4. A minimum of 2-3 interviews within each of the stakeholder 
groups at the state-level will be conducted; the UCLA-RAND Evaluation team will 
also conduct interviews with county-level stakeholders within four counties. The 
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interviews will ask about the context before the Waiver went into effect and 
during each year of implementation. The interviews will focus on questions 
related to coordination and communication between relevant stakeholders. In 
addition, interviews with Reentry Waiver participants will be conducted with 
newly released from carceral settings in four counties. 

Data Sources: individual stakeholder interviews will be led by project staff; 
interviews with Waiver participants will be conducted by RAND’s Survey Research 
Group (SRG); other data sources include any publicly available documentation 
and materials that the agencies can provide. 

Analytic Methods: To do qualitative analysis of the interview data, UCLA will utilize 
qualitative coding of themes using software such as Dedoose, which will provide 
a systematic way to code and reveal themes in the data. Qualitative analysis will 
inform the interpretation of Goals 3, 4, and 5 by identifying strategies for 
improving connections between physical health, behavioral health, and health-
related social needs and factors that facilitated or hindered those connections 
and approaches to address identified barriers. The three major populations 
targeted for Reentry – prisoners, jail inmates, and juveniles who are incarcerated 
will be examined. 

Goal 6: Provide intervention for certain behavioral health conditions and use 
stabilizing medications like long-acting injectable antipsychotics and medications 
for addiction treatment for SUDs, with the goal of reducing decompensation, 
suicide-related death, overdose, and overdose-related death in the near-term 
post-release. 

Research Question 1: Did the Waiver provide intervention for certain behavioral health 
conditions and use stabilizing medications like long-acting injectable anti-psychotics 
and medications for addiction treatment for SUDs? 

Hypothesis: The Waiver will increase access to interventions for behavioral health 
conditions, access to long-acting injectable anti-psychotics, and access to 
medications for addiction treatment for SUDs. 

Measures: 
o Post-release substance use disorder treatment 
o Post-release mental health treatment 
o Post-release MAT 
o Post-release necessary medications 
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o Post-release receipt of behavioral health condition interventions 
 Medications for addiction treatment for substance use disorders 

Target Population: People who are eligible Medi-Cal members who met Waiver 
service criteria and were enrolled and then released from carceral settings 
following the go live of the Reentry Waiver (specific to each facility) 

Comparison Population: People who would have met Medi-Cal eligibility and 
Waiver service requirements and were released from carceral settings prior to the 
go live of the Waiver (specific to each facility) 

Individual level data 

Evaluation Period: CY 2021 through CY 2026 

Methodological Design: Cohort difference-in-differences and event study analyses 
will be used. The UCLA-RAND Reentry Evaluation team will identify a 12-month 
cohort of individuals released around the timing of the county go live date (i.e., 
groups released 6 months prior to Reentry Waiver go live (control) and the first 6 
months after Reentry Waiver go live (with the first 3 months being a group of 
partially treated individuals and the subsequent 3 months being a fully treated 
sample)). The UCLA-RAND Reentry Evaluation team will also assess the feasibility 
of constructing control cohorts from the same 12-month period, for years prior 
to Reentry Waiver go live. The difference-in-differences models will explore how 
outcomes vary before and after Reentry Waiver go live compared to associated 
control cohorts (in earlier years) to identify the causal effect of the Reentry 
Waiver. Importantly, this approach will be able to follow the outcomes of 
releasees over time, allowing exploration of dynamic effect in event study models 
by using monthly data for the outcomes of each individual. Event study models 
will also allow the UCLA-RAND Reentry Evaluation team to explore whether 
control and treated cohorts were on parallel trends prior to Reentry Waiver go 
live (a crucial assumption in difference-in-differences models). Event study 
models will also allow the UCLA-RAND Reentry Evaluation team to explore 
dynamics in the post-treatment period, allowing exploration of whether changes 
in outcomes occurred pre-release, post-release, or both. 

The Reentry Waiver go live will likely to be rolled out in staggered setting across 
jails/youth correctional facilities. As such, in these cases the UCLA-RAND Reentry 
Evaluation team will make use of staggered difference-in-differences and event 
study models that compare the outcomes of the reentry population in the 90 
days prior to release, that are released after Reentry Waiver go live, compared to 
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those released prior to the go live, for jails/ youth correctional facilities that go 
live earlier, compared to those that go live later. Given the staggered nature in 
these settings the UCLA-RAND Reentry Evaluation team will make use of models 
that deal with biases that may arise in such settings (Roth et al., 2023). 

If post-Waiver cohorts in the treatment cohort have higher rates of receiving 
behavioral health condition interventions, long-acting injectable anti-psychotic, 
and medications for addiction treatment for SUDs, during the 90 days prior to 
release, compared to pre-Waiver cohorts, and cohorts from earlier years then 
Hypothesis 1 is affirmed. 

Data Sources: Medicaid claims data and correctional agencies’ health care utilization 
and demographic information (e.g., gender, race/ethnicity, health/behavioral 
health condition, age, county) as well as release dates. State hospital inpatient 
discharge data, state hospital emergency department visit data, and state death 
data. 

Analytic Methods: Descriptive summary and t-tests will be used to provide sample 
characteristics over time (e.g., gender, race/ethnicity, health/behavioral health 
condition, age, county). Probit models will be estimated to take consideration of 
the binary nature of outcomes variables. Difference-in-differences analysis will be 
used to identify a causal effect. Event study models will be used to test for pre-
trends. The three major populations targeted for Reentry – prisoners, jail inmates, 
and juveniles who are incarcerated will be examined. Regression models will be 
used to determine the impact of specific services received and timing on 
outcomes for this Research Question. 

Research Question 2: Did the Waiver reduce decompensation, suicide-related deaths, 
overdoses, and overdose-related deaths in the near-term post-release? 

Hypothesis: The Waiver will reduce decompensation, suicide-related deaths, 
overdoses, and overdose-related deaths. 

Measures: 
o Suicide related ED visits 
o Suicide related inpatient hospitalizations 
o Suicide related deaths 
o ED utilization for substance use disorders 
o Inpatient stays for substance use disorders 
o Overdose related deaths 
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o Decompensation98 

Target Population: People who are eligible Medi-Cal members who met Waiver 
service criteria and were enrolled and then released from carceral settings 
following the go live of the Waiver (specific to each facility) 

Comparison Population: People who would have met Medi-Cal eligibility and 
Waiver service criteria and were released from carceral settings prior to the go 
live of the Waiver (specific to each facility) 

Individual level data 

Evaluation Period: CY 2021 through CY 2026 

Methodological Design: The UCLA-RAND Reentry Evaluation team will use cohort 
difference-in-differences and event study analyses. The UCLA-RAND Reentry 
Evaluation team will identify a 12-month cohort of individuals released around 
the timing of the go live of the Reentry Waiver (i.e., groups released 6 months 
prior to Waiver go live (control) and the first 6 months after go live (treated)). The 
UCLA-RAND Reentry Evaluation team will also assess the feasibility of constructing 
control cohorts from the same 12-month period, for years prior to Reentry Waiver 
go live. The difference-in-differences models will explore how outcomes vary 
before and after Waiver go live compared to associated control cohorts (in earlier 
years) to identify the causal effect of the Reentry Waiver. Importantly, the UCLA-
RAND Reentry Evaluation team will be able to follow the outcomes of releasees 
over time, allowing exploration of dynamic effect in event study models by using 
monthly data for the outcomes of each individual. Event study models will also 
allow the UCLA-RAND Reentry Evaluation team to explore whether control and 
treated cohorts were on parallel trends prior to Waiver go live (a crucial 
assumption in difference-in-differences models). 

The Reentry Waiver will likely go live out in staggered setting across jails/youth 
correctional facilities. As such, in these cases the UCLA-RAND Reentry Evaluation 
team will make use of staggered difference-in-differences and event study 
models that compare the outcomes of the reentry population that are released 

 
 
 

98 Direct objective measures of mental health decompensation will not be available in the absence of an 
electronic medical record. However, in addition to the listed utilization measures (including ED visits for 
psychosis), it is possible to examine other indicators that might reflect worsening mental health 
(decompensation): gaps in receipt of medication OR change in medication; need to check into sober 
center or long-term inpatient psychiatric facility; increase in use of outpatient mental health services. 
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after Waiver go live, compared to those released prior to the go live, for jails/ 
youth correctional facilities that go live earlier, compared to those that go live 
later. Given the staggered nature in these settings, the UCLA-RAND Reentry 
Evaluation team will make use of models that deal with biases that may arise in 
such settings (Roth et al, 2023). 

If those released after the Reentry Waiver go live, compared to those released 
prior to the Reentry Waiver go live, in the treatment cohort compared to 
associated earlier control cohorts, have lower rates of decompensation, suicide-
related deaths, non-fatal overdose hospitalizations, and overdose-related deaths 
then the hypothesis is affirmed. 

Data Sources: Medicaid claims data and correctional agencies’ health care utilization 
and demographic information (e.g., gender, race/ethnicity, health/behavioral 
health condition, age, county) as well as release dates. State hospital inpatient 
discharge data, state hospital emergency department visit data, and state death 
data. UCLA will work with other project teams who will also be accessing claims 
data. The UCLA-RAND Reentry Evaluation team will work with CDCR, and four 
county jail and juvenile incarceration facilities to gain access and obtain required 
data. This will involve setting up data sharing agreements for each source. 
RAND’s contract staff will assist in creating the data sharing agreements, as they 
have experience in drafting these for other projects. As for linking, the UCLA-
RAND Reentry Evaluation team will have to explore matching methods for 
Medicaid claims data with corrections' agency health care utilization data. 
Corrections agency data typically has name, DOB, gender, and SSN (although 
reliability is sometimes an issue). 

Analytic Methods: Descriptive summary and t-tests will be used to provide sample 
characteristics over time (e.g., gender, race/ethnicity, health/behavioral health 
condition, age, county). Probit models will be estimated to take consideration of 
the binary nature of outcomes variables. Difference-in-differences analyses will be 
used to identify a causal effect. Event study models will be used to test for pre-
trends. UCLA will examine the three major populations targeted for Reentry – 
prisoners, jail inmates, and juveniles who are incarcerated. Regression models 
will be used to determine the impact of specific services received and outcomes 
for this Research Question. 
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Goal 7: Reduce post-release acute care utilization such as emergency department 
visits, inpatient hospitalizations, and all-cause deaths among recently incarcerated 
Medicaid beneficiaries and individuals otherwise eligible for CHIP if not for their 
incarceration status through robust pre-release identification, stabilization, and 
management of certain serious physical and behavioral health conditions that may 
respond to ambulatory care and treatment (e.g., diabetes, heart failure, 
hypertension, schizophrenia, SUDs) as well as increased receipt of preventive and 
routine physical and behavioral health care. 

Research Question 1: Did the Waiver reduce post-release emergency department visits, 
inpatient hospitalizations, and all-cause deaths? 

Hypothesis: The Waiver will reduce post-release emergency department visits, 
inpatient hospitalizations, and all-cause deaths. 

Measures: 
o All-cause deaths post-release (30 days and 90 days) 
o All-cause emergency room visits post-release (30 days and 90 days) 
o All-cause inpatient hospitalizations post-release (30 days and 90 days) 

Target Population: People who are eligible Medi-Cal members who met Waiver 
service criteria and were enrolled and then released from carceral settings 
following the go live of the Waiver (specific to each facility) 

Comparison Population: People who would have met Medi-Cal eligibility and 
Waiver service criteria and then released from carceral settings prior to the go live 
of the Waiver (specific to each facility) 

Individual level data 

Evaluation Period: CY 2021 through CY 2026 

Methodological Design: The UCLA-RAND Reentry Evaluation team will use cohort 
difference-in-differences and event study analyses. The UCLA-RAND Reentry 
Evaluation team will identify a 12-month cohort of individuals released around 
the timing of go live (i.e., groups released 6 months prior to Reentry Waiver go 
live (control) and the first 6 months after Reentry Waiver go live (treated)). The 
UCLA-RAND Reentry Evaluation team will also assess the feasibility of 
constructing control cohorts from the same 12-month period, for years prior to 
Waiver go live. The difference-in-differences models will explore how outcomes 
vary before and after Waiver go live compared to associated control cohorts (in 
earlier years) to identify the causal effect of the Waiver. Importantly, the UCLA- 
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RAND Reentry Evaluation team will be able to follow the outcomes of releasees 
over time, allowing exploration of dynamic effect in event study models by using 
monthly data for the outcomes of each individual. Event study models will also 
allow the UCLA-RAND Reentry Evaluation team to explore whether control and 
treated cohorts were on parallel trends prior to go live (a crucial assumption in 
difference-in-differences models). 

The Reentry Waiver go live is likely to be staggered across jails/youth correctional 
facilities. As such, in these cases the UCLA-RAND Reentry Evaluation team will 
make use of staggered difference-in-differences and event study models that 
compare the outcomes of the reentry population that are released after go live, 
compared to those released prior to the go live date, for jails/youth correctional 
facilities that go live earlier, compared to those that go live later. Given the 
staggered nature in these settings the UCLA-RAND Reentry Evaluation team will 
make use of models that deal with biases that may arise in such settings (Roth et 
al., 2023). 

If those released after the Reentry Waiver go live, compared to those released 
prior to the Waiver go live, in the treatment cohort compared to associated 
earlier control cohorts, have lower rates of post-release emergency department 
visits, inpatient hospitalizations, and all-cause deaths then the hypothesis is 
affirmed. 

Data Sources: Medicaid claims data and corrections agencies’ health care utilization 
data and background information on inmates/releasees. State hospital inpatient 
discharge data, state hospital emergency department visit data, and state death 
data. 

Analytic Methods: Descriptive summary and t-tests will be used to provide sample 
characteristics over time (e.g., gender, race/ethnicity, health/behavioral health 
condition, age, county). Probit models will be estimated to take consideration of 
the binary nature of outcomes variables. Difference-in-differences analysis will be 
used to identify a causal effect. Event study models will be used to test for pre-
trends. UCLA-RAND Reentry Evaluation team will examine the three major 
populations targeted for Reentry – prisoners, jail inmates, and juveniles who are 
incarcerated. Regression models will be used to determine the impact of specific 
services received and timing on outcomes for this Research Question. 
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Cost 
To examine changes in health care utilization and expenditures by the JI population, the 
UCLA-RAND Reentry Evaluation team will compare utilization of select services post-
release and the payments associated with that utilization for Waiver participants that 
received pre-release services and a matched comparison group. To conduct these 
analyses, the UCLA-RAND Reentry Evaluation team will need to obtain identifiers from 
the correctional system (i.e., prisons and jails), which as previously noted, UCLA-RAND 
will attempt to obtain from CDCR and from correctional facilities in four purposively 
selected counties. 

The cost analysis will be limited to Medi-Cal covered costs post-release. This is because 
the UCLA-RAND Reentry Evaluation team anticipates that obtaining cost estimates for all 
services delivered while in prison and jail will not be feasible or practically available. 

For services delivered post-release, the UCLA-RAND Reentry Evaluation team will 
examine utilization of Medi-Cal covered outpatient services, ED visits, hospitalizations, 
and long-term stays, and associated Medi-Cal payments. In estimating Medi-Cal 
payments, the UCLA-RAND Reentry Evaluation team will use the methodology 
developed by the UCLA PATH team to attribute payment amounts to each claim. As 
detailed in the UCLA PATH Evaluation Design, to determine the expenditures of ECM 
and Community Supports services, the UCLA PATH team will ask MCPs to provide an 
average payment amount for each ECM or Community Supports service identified in 
Medi-Cal claims data by a HCPCS code. UCLA anticipates that MCPs payments to 
individual providers may vary for each ECM and Community Supports service identified 
by a HCPCS code, by region, by population of focus and potentially other factors. 
However, an average payment for each service may be calculated on a per service/per unit 
basis. UCLA-RAND will use this data to determine average payments and patterns of 
average payments for each ECM population of focus and for Community Supports services. 

UCLA-RAND will stratify these data by county or region, under-resourced community 
indices, and by provider types. These analyses depend on the feasibility of obtaining 
average payment rates from MCPs. If MCP are unable to estimate average payment 
amounts, then the UCLA-RAND Evaluation team will rely on DHCS-provided data 
pertaining to rates provided to MCPs. The limitation of this approach is that the UCLA-
RAND evaluation team would then only be able to examine expenditures in aggregate. 
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UCLA-RAND will attempt to assess cost savings by comparing Medi-Cal payments by 
category of service incurred by members receiving ECM or Community Supports to a 
matched comparison group of eligible members that did not participate in ECM or 
Community Supports. 

The UCLA-RAND Reentry Evaluation team will examine whether the Reentry Waiver led 
to a different pattern of health services utilization and associated payments. In other 
words, the analyses will not only provide estimates of the impact of the Reentry Waiver 
on use of each category of service or cost but will further demonstrate if there are 
reductions in acute care services or costs of such services as ED visits and 
hospitalizations were achieved. 

Alternative Research Design Possibilities 
The proposed Reentry evaluation design, especially for Goals 1,2, 6, and 7, depends 
heavily on establishing collaborations with the CDCR and four focal county correctional 
facilities to provide data on their populations, releases, inmate health status and service 
utilization. Thus, the UCLA-RAND Reentry Evaluation team may need to modify 
significantly the methods if securing the specific data sets is not possible. It is anticipated 
that the most difficult information to obtain will be automated health service utilization data 
from correctional facilities (that is not reimbursed by Medi-Cal) to help understand the 90-
days before release. The UCLA-RAND Reentry Evaluation team might add a small chart 
review effort for 100 individuals for services received during the 90-day in-reach period 
before and after the Waiver implementation to understand how the Waiver impacts the 90-
day period prior to release. However, a chart review will still require that the UCLA-RAND 
Evaluation team obtain specific data sets from correctional agencies. The UCLA-RAND 
Reentry Evaluation team may need to focus heavily on the Medi-Cal-reimbursed services 
that individuals receive and outcomes before and after release from prison or jail since that 
data will be automated and obtained through DHCS. 

The UCLA-RAND Reentry Evaluation team might explore the use of contemporaneous 
comparison groups post-Waiver including those who refused to sign up for the Waiver 
or for those who received no Waiver services. However, this will require careful control 
for factors that may be correlated with the decision to enroll or receive services, and that 
a large enough sample refused to sign up for the Waiver or did not receive waiver 
services to be able to draw inferences. The delivery of pre-release services is to be 
implemented using a phased-in approach; with all participating state prisons, county 
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jails, and youth correctional facilities needing to demonstrate readiness prior to 
participating in the Justice-Involved Reentry Initiative. Any delays will impact the 
evaluation timeline. 

Methodological Limitations 
As described in the evaluation design, the Reentry cohort is identified through specific 
eligibility criteria. Identifying these criteria may not be available for incarcerated 
individuals in the period prior to the Reentry program going live. Because most released 
individuals qualify for Reentry, even an intention to treat approach and including all 
released individuals will be a reasonable alternative approach for evaluation and will 
likely generate conservative estimates of the impact of the intervention. 

To the extent possible, we will be assessing data completeness and validity through 
concordant validity checks with other routinely collected data. Aspects of care within the 
carceral setting in window of time of eligibility for Reentry for care that should be 
covered by Reentry may have gold standard comparisons. For example, individuals who 
are hospitalized or seen in an emergency department will be captured by the carceral 
setting and by the state hospital discharge and emergency department encounter data 
sets. Because Reentry covered services should appear in the Medi-Cal data, these data 
will potentially be comparable to care captured by the carceral setting electronic health 
record (EHR), such as outpatient visits and prescriptions. Because individuals will be 
moving directly into managed care after release, post-release services should be more 
reliably identifiable across all periods. 

Despite these potential limitations, the evaluation team will have multiple remedial 
approaches – as described – to answer the evaluation questions and to ensure a robust 
assessment of the Reentry Program. 
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Evaluation Design for the Managed Care Plans 
Transition (MCP) 

General Background Information 

Objective 
This Evaluation Plan details the ways in which the State will evaluate the transition to 
limited choice, county-authorized managed care programs. This transition is an 
amendment to the section 1115(a) CalAIM demonstration and is subject to the 
limitations of the demonstration as outlined in the special terms and conditions (STCs).99 

In specific, the STCs require proper monitoring and evaluation of the transition to 
ensure continuity of care for members, adequate capacity and services, and 
maintenance of choice in primary care providers. 

Background 
The California Advancing and Innovating Medi-Cal (CalAIM) 1115 Demonstration, 
approved by the Centers for Medicare and Medicaid Services (CMS) on December 29, 
2021,100 leverages Medi-Cal as a tool to improve coverage and care for California's most 
vulnerable populations. The CalAIM Demonstration aims to enhance health care access 
and outcomes and promote health equity for Medi-Cal recipients and other low-income 
individuals across the state. Through the Demonstration and associated initiatives, 
including the 1915(b) waiver also approved by CMS on December 29, 2021, the state is 
strengthening a population health approach that prioritizes prevention and addresses 
the social determinants of health. 

The December 2021 waiver approvals also shifted authority for the State's managed care 
delivery systems (Medi-Cal Managed Care, Dental Managed Care, Specialty Mental 
Health Services, and the Drug Medi-Cal Organized Delivery System) from the previous 
Section 1115 Demonstration to the CalAIM 1915(b) waiver. This transition was aimed at 

 
 
 
 

99 MCP Transition STCs: https://www.dhcs.ca.gov/provgovpart/Documents/CalAIM-ManagedCare-
Amendment-Approved.pdf 
100 CMS Extension Approval: https://www.medicaid.gov/medicaid/section-1115-
demonstrations/downloads/ca-calaim-ext-appvl-12292021.pdf 

https://www.dhcs.ca.gov/provgovpart/Documents/CalAIM-ManagedCare-Amendment-Approved.pdf
https://www.dhcs.ca.gov/provgovpart/Documents/CalAIM-ManagedCare-Amendment-Approved.pdf
https://www.medicaid.gov/medicaid/section-1115-demonstrations/downloads/ca-calaim-ext-appvl-12292021.pdf
https://www.medicaid.gov/medicaid/section-1115-demonstrations/downloads/ca-calaim-ext-appvl-12292021.pdf
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streamlining and aligning the programs, improving oversight, and standardizing benefits 
and enrollment processes within Medi-Cal. 

Managed Care Plan (MCP) Transition Amendment 

California's Medi-Cal Managed Care delivery system comprises several managed care 
models that differ by county. Prior to the amendment implementation, all 58 counties in 
California offered one of the following models: 

County Organized Health System (COHS) -- one plan operated by the county; 

Two Plan -- one local initiative plan operated by the county and one commercial 
plan; 

Multiple commercial plans -- Geographic Managed Care, Regional, or Imperial 
models; or 

San Benito Model -- one commercial plan and a Fee-for-Service option. 

In advance of the State’s commercial plan procurement process in 2022, counties were 
given the chance to propose changes to their managed care models, and the California 
Department of Health Care Services (DHCS) provisionally approved model modifications 
in 17 counties; of these counties,15 sought to transition to a managed care model with a 
single plan per county, either by expanding an existing COHS model or by creating a 
new “Single Plan” model (plans that a MCP operates under contract with DHCS, with the 
authorization and sponsorship of a county or local authority).101 DHCS conditionally 
approved these county model changes in October, and by December 2021 the involved 
counties submitted network contracting strategies for operationalization, which were 
further defined and established between Spring 2022 and December 2023.102 

On November 4, 2022, DHCS requested an amendment to the CalAIM Section 1115 
Demonstration to include expenditure authority to limit choice of managed care plans in 
Metro, Large Metro, and Urban counties operating under the COHS and Single Plan 
Models. This limit to model choices was intended to simplify and align managed care 
programs, standardize benefits and enrollment processes, and strengthen oversight of 

 
 
 

101 Medi-Cal Managed Care Plan Model Fact Sheets: 
https://www.dhcs.ca.gov/services/Documents/MMCD/MMCD-Model-Fact-Sheet.pdf. 
102 County Plan Model Change Public Timeline: 
https://pan.dhcs.ca.gov/services/Documents/MMCD/County-Plan-Model-Change-Public-Timeline.pdf 

https://www.dhcs.ca.gov/services/Documents/MMCD/MMCD-Model-Fact-Sheet.pdf
https://pan.dhcs.ca.gov/services/Documents/MMCD/County-Plan-Model-Change-Public-Timeline.pdf
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these programs throughout the state. CMS approved the amendment request on 
August 23, 2023. Through a separate submission, DHCS also received an amendment to 
the CalAIM 1915(b) waiver to reflect use of the rural area exemption for plan choice in 
rural counties with existing and/or expanding COHS, and rural counties intending to 
operate a Single Plan. Collectively, the primary aim of these amendments is to reduce 
administrative complexity for providers, plans, and members, while streamlining State 
oversight and improving accountability of plans. 

Exhibit 18 shows the change in models by county. Not all Medi-Cal members in these 
counties transitioned to a new MCP, but close to 1.2 million members have been 
involved in the transition in 2024. Members transitioning to a new MCP received a 90-
day notice from their exiting MCP, 60-day and 30-day notices from DHCS’s enrollment 
broker, and a welcome packet from their receiving MCP in January 2024. 

During the MCP Transition (“the Demonstration”), DHCS aimed to minimize service 
interruptions for members, and particularly for under-resourced groups; provide 
adequate communications, including outreach and education, to members, providers, 
and MCPs; and effectively measure and ensure accountability of MCP’s transition 
responsibilities. 

Exhibit 18. Counties Transitioning to a County-Organized Health System (COHS) 
Model or Single Plan Model under the MCP Transition Amendment 

 

County 
County Plan Model Type 2023 MCP(s) 2024 MCP(s) 

Alameda 
Two-Plan model (2023) 
Single Plan model (2024) 

Anthem Blue Cross 
Partnership Plan 

Alameda Alliance for 
Health 

Alameda Alliance for 
Health 

Kaiser Permanente 

Butte 
Regional model (2023) 
County-Organized Health 
System model (2024) 

Anthem Blue Cross 
Partnership Plan 

Partnership Health Plan of 
California 

California Health & 
Wellness 
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County 
County Plan Model Type 2023 MCP(s) 2024 MCP(s) 

Colusa 
Regional model (2023) 
County-Organized Health 
System model (2024) 

Anthem Blue Cross 
Partnership Plan 

Partnership Health Plan of 
California 

California Health & 
Wellness 

Partnership Health Plan of 
California 

Contra Costa 
Two-Plan model (2023) 
Single Plan model (2024) 

Anthem Blue Cross 
Partnership Plan 

Contra Costa Health Plan 

Contra Costa Health Plan Kaiser Permanente 

Glenn 
Regional model (2023) 
County-Organized Health 
System model (2024) 

Anthem Blue Cross 
Partnership Plan 

Partnership Health Plan of 
California 

California Health & 
Wellness 

Partnership Health Plan of 
California 

Imperial 
Imperial model (2023) 
Single Plan model (2024) 

California Health & 
Wellness 

Community Health Plan of 
Imperial Valley 

Molina Healthcare of 
California 

Kaiser Permanente 

Mariposa 
Regional model (2023) 
County-Organized Health 
System model (2024) 

Anthem Blue Cross 
Partnership Plan 

Central California Alliance 
For Health 

California Health & 
Wellness 

Kaiser Permanente 

Nevada 
Regional model (2023) 
County-Organized Health 
System model (2024) 

Anthem Blue Cross 
Partnership Plan 

Partnership Health Plan of 
California 

California Health & 
Wellness 

Partnership Health Plan of 
California 

Placer 
Regional model (2023) 
County-Organized Health 
System model (2024) 

Anthem Blue Cross 
Partnership Plan 

Partnership Health Plan of 
California 

California Health & 
Wellness 

Partnership Health Plan of 
California 

Kaiser Permanente Partnership Health Plan of 
California 
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County 
County Plan Model Type 2023 MCP(s) 2024 MCP(s) 

Plumas 
Regional model (2023) 
County-Organized Health 
System model (2024) 

Anthem Blue Cross 
Partnership Plan 

Partnership Health Plan of 
California 

California Health & 
Wellness 

Partnership Health Plan of 
California 

San Benito 
San Benito model (2023) 
County-Organized Health 
System model (2024) 

Anthem Blue Cross 
Partnership Plan 

Central California Alliance 
For Health 

Medi-Cal Fee-For-Service Central California Alliance 
For Health 

Sierra 
Regional model (2023) 
County-Organized Health 
System model (2024) 

Anthem Blue Cross 
Partnership Plan 

Partnership Health Plan of 
California 

California Health & 
Wellness 

Partnership Health Plan of 
California 

Sutter 
Regional model (2023) 
County-Organized Health 
System model (2024) 

Anthem Blue Cross 
Partnership Plan 

Partnership Health Plan of 
California 

California Health & 
Wellness 

Kaiser Permanente 

Tehama 
Regional model (2023) 
County-Organized Health 
System model (2024) 

Anthem Blue Cross 
Partnership Plan 

Partnership Health Plan of 
California 

California Health & 
Wellness 

Partnership Health Plan of 
California 

Yuba 
Regional model (2023) 
County-Organized Health 
System model (2024) 

Anthem Blue Cross 
Partnership Plan 

Partnership Health Plan of 
California 

California Health & 
Wellness 

Kaiser Permanente 

SOURCE: DHCS Medi-Cal Managed Care Plans by County, 
https://www.dhcs.ca.gov/CalAIM/Documents/MCP-County-Table-2023-2024.pdf 

Also, effective January 1, 2024, DHCS entered a direct contract with Kaiser Permanente 
(Kaiser) as a Medi-Cal MCP for a five-year contract term. For eligible Medi-Cal members 
in transition counties in which Kaiser will operate in 2024, Kaiser is included as a MCP 
option. In effect, Kaiser will operate in parallel with the single plan or COHS county 
systems Kaiser has committed to growth of new Medi-Cal members of 25 percent from 
July 1, 2024, (after the end of the PHE unwinding redetermination period and excluding 

https://www.dhcs.ca.gov/CalAIM/Documents/MCP-County-Table-2023-2024.pdf
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any population growth resulting from the 2024 default enrollment requirements 
between January 1, 2024, and June 30, 2024) to the end of the contract term, or 
December 31, 2028. Kaiser enrollment growth will come from geographic expansion, 
foster care youth and former foster care youth who elect to enroll in Kaiser, and 
members dually eligible for Medi-Cal and Medicare residing in Kaiser's geographic 
service areas, as well as annual enrollment growth through default enrollments in 
specific counties. There is no enrollment limit for the number of children in foster care, 
members dually eligible for Medi-Cal and Medicare, and other enrollment resulting from 
continuity of care rights. 

Evaluation Questions and Hypotheses 
Implementing expanded COHS and new Single Plan models in select Metro, Large 
Metro, and Urban counties is consistent with the goals of CalAIM, which include 
improving quality, access, and accountability. Key drivers in support of this aim are 
described in Exhibit 19. 
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Exhibit 19. Driver Diagram for the MCP Transition 
 

Aim Primary Driver Secondary Driver 

Maintain or improve 
quality, access to 
care, and 
accountability 

Maintain or improve 
access to care 

Enhanced protections, included extended 
eligibility period for out-of-network provider 
use at the Receiving MCP, for special 
populations^ 

Monitor MCPs’ implementation of transition 
responsibilities 

Ensure continuity of 
care 

Continue medically necessary services for 
members in an ongoing course of treatment 
without any form of prior approval and 
without regard to whether such services are 
provided by in-network or out-of-network 
providers 
Allow the member to keep their current PCP 
Automatically enroll dual-eligible members in 
Medi-Cal Matching Plan counties in a Medi-
Cal MCP that matches their Medicare 
Advantage plan 
Allow transitioning members to keep their 
out-of-network providers for a 12-month 
period at their Receiving MCP 
Provide clear communications around the 
transition (e.g. choice packet sent to 
members with 60-notice, Welcome Packet 
from new MCP sent in early January 2023 

Maintain or improve 
quality of care 

Ensure a whole-person, interdisciplinary 
approach for populations with complex 
health care needs 
Report on and regularly monitor quality of 
care measures during the transition period 
Strengthen and maintain quality of care for 
vulnerable populations 
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Aim Primary Driver Secondary Driver 
 Ensure accountability 

of MCPs’ transition 
responsibilities 

Establish—and provide additional support for 
existing—Community Advisory Committees 
Provide opportunities to file grievances and 
appeals, and ensure the State responds 
within a reasonable period 
Provide transparent information to managed 
care members by publicly posting MCP and 
subcontractors’ activities (e.g. Population 
Needs Assessment, CAHPS survey results) 
Expand DHCS oversight responsibilities, 
including an independent access assessment 
for network adequacy 

NOTE: ^See DHCS 2024 Medi-Cal Managed Care Plan Transition Policy Guide for definitions. 

The evaluation will assess the overall impact of the MCP Transition by analyzing trends 
prior to and after the implementation of the amendment (i.e., 2021-2023 and 2024-
2026). We will also contextualize these changes against the backdrop of the existing 
CalAIM Demonstration initiatives and other statewide care transformation efforts 
affecting the managed care model in California overall. Exhibit 20 Exhibit 20. Summary 
of MCP Transition Evaluation Designprovides an overview of the high-level evaluation 
hypotheses and evaluation questions as they relate to the goals of the MCP Transition. 

https://www.dhcs.ca.gov/Documents/Managed-Care-Plan-Transition-Policy-Guide.pdf
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Exhibit 20. Summary of MCP Transition Evaluation Design 
 

Goal 1: Maintain or improve overall access to and continuity of care. 

Evaluation Questions & Hypotheses Measures Population(s) Data Source(s) 
Analytic 
Methods 

EQ1A. How many Medi-Cal members were 
in the 15 MCP Transition counties? How 
many Med-Cal members switched plans 
under the MCP Transition? 
H1A. N/A (descriptive) 

» Medi-Cal members 
residing in MCP 
Transition counties 

» Medi-Cal members 
required to switch MCPs 
under the MCP 
Transition 

Members in 
MCP Transition 
counties; 
members who 
switched MCPs 
under the 
transition 

» Enrollment data Descriptive 
analyses 

EQ1B. What were the characteristics of 
Medi-Cal members in MCP Transition 
counties? 
H1B. N/A (descriptive) 

» Sociodemographic 
characteristics of 
members in MCP 
Transition counties 

Members in 
MCP Transition 
counties 

» Enrollment data Descriptive 
analyses, pre-
post analyses 

EQ1C. What was the effect of the 
Demonstration on access to care? 
H1C. The Demonstration will maintain or 
improve access to care: network adequacy 
will stay the same or increase, and access to 
care grievances will stay the same or 
decrease. 

» Network adequacy (i.e., 
member-to-provider 
ratios) 

» Access to care 
grievances 

MCP Transition 
counties 

» Interviews with 
members 

» DHCS grievance data 

» DHCS Network 
Adequacy Monitoring 
data (i.e., 274 Provider 
File and MIS/DSS 
enrollment data) 

Descriptive 
analyses; 
thematic 
analysis of 
interviews 

EQ1D. To what extent did access to 
preventive/ ambulatory health services 
change under the MCP Transition? 
H1D. The Demonstration will maintain or 
improve access to preventive/ ambulatory 
health services: rates of well-child visits, 
immunizations for adolescents, and 
timeliness of prenatal and postpartum care 
will stay the same or increase. 

» Well-child visits 

» Immunizations for 
adolescents 

» Timeliness of prenatal 
and postpartum care 

Members in 
MCP Transition 
counties 

» MCAS data; Core Set 
data 

Descriptive 
analyses; pre-
post analyses 
(Paired t-tests; 
chi-squared 
tests) 

EQ1E. To what extent did access to 
behavioral health services change under 
the Demonstration? 
H1E. The Demonstration will maintain or 
improve access to behavioral health 
services: rates of follow up after ED visit for 
mental illness and non-specialty mental 
health member-to-provider ratios will stay 
the same or increase. 

» Follow up after ED visit 
for mental illness 

» Non-Specialty 
outpatient mental 
health member-to-
provider ratio 

Members in 
MCP Transition 
counties 

» MCAS data; DHCS 
Network Adequacy 
Monitoring data (i.e., 
274 Provider File and 
MIS/DSS enrollment 
data) 

Pre-post 
analyses 
(Paired t-tests; 
chi-squared 
tests) 

EQ1F. What was the effect of the 
Demonstration on continuity of care? 
H1F. The Demonstration will maintain or 
improve continuity of care: continuity of 
care grievances will stay the same or 
decrease. 

» Continuity of care 
grievances 

MCP Transition 
counties 

» DHCS grievance records 

» Interviews with 
members 

Pre-post 
analyses 
(Paired t-tests; 
chi-squared 
tests); 
thematic 
analysis of 
interviews 
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Goal 2: Maintain or improve quality of care. 

Evaluation Questions & Hypotheses Measures Population(s) Data Source(s) 
Analytic 
Methods 

EQ2A. What was the impact of the 
Demonstration on quality of care? 
H2A. The Demonstration will maintain or 
improve quality of care: rates of breast 
cancer screening and immunizations for 
adolescents will stay the same or increase, 
and all-cause readmissions will stay the 
same or decrease. 

» Breast cancer screening 

» Immunizations for 
adolescents 

» Plan all-cause 
readmissions 

Members in 
MCP Transition 
counties 

» MCAS data; Core Set 
data 

» Interviews with 
members 

Difference-in-
Differences or 
Comparative 
Interrupted 
Time Series; 
thematic 
analysis of 
interviews 

 
Goal 3: Maintain or improve access to high-quality, continuous care among historically marginalized and under-resourced populations. 

Evaluation Questions & Hypotheses Measures Population(s) Data Source(s) 
Analytic 
Methods 

EQ3A. To what extent were historically 
marginalized and under-resourced 
populations, who were members living in 
MCP Transition counties, enrolled in the 
Demonstration? 
H3A. N/A (descriptive) 

» Sociodemographic 
characteristics of 
members in MCP 
Transition counties 

Members in 
MCP Transition 
counties by 
equity relevant 
sub-
populations^ 

» Enrollment data Directed 
content 
analysis of 
secondary 
data; 
Descriptive 
analyses; Pre-
post analyses 

EQ3B. What was the effect of the 
Demonstration on access to care among 
historically marginalized and under-
resourced populations? 
H3B. The Demonstration will maintain or 
improve access to care among historically 
marginalized and under-resourced 
populations: network adequacy will stay the 
same or increase, and access to care 
grievances will stay the same or decrease, 
within subgroups of such populations. 

» Network adequacy (e.g. 
member-to-provider 
ratio) 

» Access to care 
grievances 

Members in 
MCP Transition 
counties by 
equity relevant 
sub-
populations^ 

» Interviews with 
members 

» DHCS grievance data 

» DHCS Network 
Adequacy Monitoring 
data (i.e., 274 Provider 
File and MIS/DSS 
enrollment data) 

Descriptive 
analyses; 
thematic 
analysis of 
interviews 

EQ3C. To what extent did access to 
preventive/ ambulatory health services 
change under the Demonstration among 
historically marginalized and under-
resourced populations? 
H3C. The Demonstration will maintain or 
improve access to preventive/ ambulatory 
health services among historically 
marginalized and under-resourced 
populations: rates of well-child visits, 
immunizations for adolescents, and 
timeliness of prenatal and postpartum care 
will stay the same or increase within 
subgroups of such populations. 

» Well-child visits 

» Immunizations for 
adolescents 

» Timeliness of prenatal 
and postpartum care 

Members in 
MCP Transition 
counties by 
equity relevant 
sub-
populations^ 

» MCAS data; Core Set 
data 

Descriptive 
analyses; Pre-
post analyses 
(Paired t-tests; 
chi-squared 
tests) 

EQ3D. To what extent did access to 
behavioral health services change under 
the Demonstration among historically 
marginalized and under-resourced 
populations? 
H3D. The Demonstration will maintain or 
improve access to behavioral health 
services among historically marginalized 
and under-resourced populations: rates of 
follow-up after ED visits for mental illness 
will stay the same or increase within 
subgroups of such populations. 

» Follow up after ED visit 
for mental illness 

Members in 
MCP Transition 
counties by 
equity relevant 
sub-
populations^ 

» MCAS data Pre-post 
analyses 
(Paired t-tests; 
chi-squared 
tests) 

EQ3E. What was the effect of the 
Demonstration on continuity of care among 
historically marginalized and under-
resourced populations? 
H3E. The Demonstration will maintain or 
improve continuity of care among 
historically marginalized and under- 
resourced populations: continuity of care 

» Continuity of care 
grievances 

Members in 
MCP Transition 
counties by 
equity relevant 
sub-
populations^ 

» DHCS grievance records 

» Interviews with 
members 

Pre-post 
analyses 
(paired t-tests; 
chi-squared 
tests); 
Thematic 
analysis of 
interviews 
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Goal 3: Maintain or improve access to high-quality, continuous care among historically marginalized and under-resourced populations. 

Evaluation Questions & Hypotheses Measures Population(s) Data Source(s) 
Analytic 
Methods 

grievances will stay the same or decrease 
within subgroups of such populations. 

    

EQ3F. What was the effect of the 
Demonstration on quality of care outcomes 
for members among historically 
marginalized and under-resourced 
populations? 
H3F. The Demonstration will maintain or 
improve quality of care outcomes among 
historically marginalized and under-
resourced populations: rates of breast 
cancer screening and immunizations for 
adolescents will stay the same or increase, 
and all-cause readmissions will stay the 
same or decrease, within subgroups of such 
populations. 

» Breast cancer screening 

» Immunizations for 
adolescents 

» Plan all-cause 
readmissions 

Members in 
MCP Transition 
counties by 
equity relevant 
sub-
populations^ 

» MCAS data; Core Set 
data 

Difference-in-
Differences or 
Comparative 
Interrupted 
Time Series 

 
Goal 4: Reduce administrative complexity for plans. 

Evaluation Questions & Hypotheses Measures Population(s) Data Source(s) 
Analytic 
Methods 

EQ4A. To what extent did the MCP 
Transition impact plan administrative 
workflows, and how? 
H4A. The Demonstration will reduce 
administrative complexity for plans. 

» Qualitative data- plan 
perspectives 

Plans in MCP 
Transition 
Counties 

» Interviews with health 
plan officials 

Thematic 
analysis of 
interviews 
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Goal 5: Maintain plan accountability and improve transparency. 

Evaluation Questions & Hypotheses Measures Population(s) Data Source(s) 
Analytic 
Methods 

EQ5A. To what extent did plans establish 
and execute their Community Reinvestment 
Plans, and how? 
H5A. Plans will adhere to transition 
requirements and execute Community 
Reinvestment plans. 

» Proportion of plans 
meeting planned 
reinvestment targets (as 
defined in Community 
Reinvestment Plans)^^ 

» Qualitative data—plan 
and stakeholder 
perspectives 

Plans in MCP 
Transition 
Counties 

» Document review of 
Community 
Reinvestment Plans, 
MCP Annual Reports, 
financial information^^ 

» Interviews with health 
plan officials 

» Focus groups with DHCS 
Member Stakeholder 
Committee 

Directed 
content 
analysis of 
secondary 
data, thematic 
analysis of 
interviews 

EQ5B. To what extent did plans publish 
required performance and operations 
documentation as required? 
H5B. Plans will adhere to transition 
requirements and publish required 
performance and operations 
documentation. 

» Proportion of plans 
developing and making 
publicly available 
programmatic and 
financial documentation 
(i.e., Community 
Reinvestment Plans, 
Population Needs 
Assessments, MCP 
Annual Reports, etc.) 
within required 
timeframes 

MCP Transition 
Counties 

» Websites for plans in 
MCP transition counties 

Web scan with 
directed 
content 
analysis 

NOTES: ^ Equity relevant subgroups include race/ethnicity, age, sex, and preferred language. For additional information on equity relevant 
subgroups, see the “Identifying Target and Comparison Populations” subsection. ^^Data content and availability permitting; to be included in 
Summative Evaluation Report only. 
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Methodology 
This evaluation will employ both quantitative and qualitative methods to assess overall 
impact of the MCP Transition on members, plans, and providers. The proposed 
approach reflects the aims that DHCS has identified as priorities for this evaluation, 
which in turn will guide the framing of hypotheses, data sources, measures, analytic 
approaches, and findings. The evaluation will use both primary and secondary data. 
Qualitative analysis will be used to describe the core components and status of 
transition activities in each county, as well as the experiences of directly affected parties 
(i.e., members, plan officials, and other interest holders) and their perceptions of the 
transition’s impact on care continuity and access. Quantitative analysis will be used to 
better understand trends in selected process and outcome measures before and after 
the transition. Exhibit 21 provides a visual overview of the evaluation design. 

Exhibit 21. Overall Approach to the Evaluation of the MCP Transition 
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Evaluation Period 
The evaluation period will cover the implementation of the MCP Transition on January 1, 
2024, through the end of the amendment approval on December 31st, 2026. Our 
quantitative impact analysis will use data from 2021-2023 as a baseline period and 
2024-2026 as the implementation period. In the Interim Evaluation Report, our 
quantitative analyses will include all outcome data available up to the time of analysis, 
and in the Summative Evaluation Report, we will be able to evaluate the entire post-
implementation period. 

Quantitative Evaluation 
The below sections detail our approach to evaluating the MCP Transition, including 
identification of target and comparison populations, data sources, outcome measures, 
and statistical analyses. 

Target Population: Medi-Cal members in MCP Transition counties. The target 
population will be all Medi-Cal members enrolled for at least one year residing in the 15 
MCP Transition counties (Alameda, Butte, Colusa, Contra Costa, Glenn, Imperial, 
Mariposa, Nevada, Placer, Plumas, San Benito, Sierra, Sutter, Tehama, and Yuba) over the 
course of 2021-2026, the baseline and implementation period.103 Medi-Cal members in 
these counties who have been enrolled one year or more are included in the target 
population to assess whether the county-level MCP Transition affected access and 
quality outcomes for all members in the county (including members whose individual 
coverage did not change under the MCP Transition). As discussed in more detail below, 
we will assess the differential effects on members whose coverage changed under the 
MCP Transition and those whose coverage did not change, if sufficient data permit. 

Comparison Population: The Medi-Cal members residing in non-MCP Transition 
counties that were eligible to request to participate in the MCP transition but did not 
make that request will serve as the pool for selecting a comparison group. Using a 
propensity score or coarsened exact matching method, we will identify comparison 
counties based on their similarity to MCP transition counties on key county-level 
characteristics (e.g. availability of services, county governance structure and delivery 

 
 
 

103 DHCS (December 2023) “Medi-Cal Managed Care Plans By County (As Of 2023 And 2024)” 
https://www.dhcs.ca.gov/CalAIM/Documents/MCP-County-Table-2023-2024.pdf 

https://www.dhcs.ca.gov/CalAIM/Documents/MCP-County-Table-2023-2024.pdf
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system characteristics), working closely with the state to determine the full list of 
characteristics. 

Addressing selection bias. Because the MCP transition was implemented non-
randomly (i.e., counties requested to implement the MCP transition), there may be 
systematic differences between Medi-Cal members in the treatment and comparison 
counties. To obtain unbiased estimates of impacts, we propose addressing selection bias 
using entropy balancing (EB). Unlike other matching or weighting methods such as 
propensity scores, ensuring a balance between groups on key covariates is the primary 
objective of EB104. Additionally, unlike matching methods, EB uses all available 
comparison observations, which retains as much information as possible. The EB models 
will include member-level demographics and coverage characteristics, member-level 
clinical characteristics, and area-level community and healthcare delivery system 
characteristics, which will ensure that the treatment and comparison groups are similar 
on these key factors. 

We will work closely with the state to determine the full set of EB covariates. We 
anticipate incorporating the following covariate domains in our EB models: 

» Member-level demographics and coverage characteristics: e.g., age, sex, 
race/ethnicity, dual eligibility status, type of Medicaid coverage, and months of 
enrollment in Medicaid. 

» Area-level community characteristics: e.g., educational attainment, provider 
density, unemployment rate, area deprivation index (ADI), HPI, SDI/SVI, or 
comparable index. 

After producing EB weights, we will assess the balance of each covariate by measuring 
the standardized difference between the treatment and comparison groups. We will 
consider a characteristic to be adequately balanced if the standardized difference 
between the groups is within (-0.1, 0.1) and will document this with covariate balance 
plots. In the event that a suitable comparison group cannot be identified (i.e. balance 
cannot be achieved on key characteristics), we will select statistical analyses that do not 
require a comparison group. 

 
 
 

104 Hainmeuller J. (2012). Entropy balancing for causal effects: A multivariate reweighting method to 
produce balanced samples in observational studies. Political Analysis 25(1) 1:25-46. 
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Quantitative Data Sources 
We will use quantitative data sources to construct evaluation measures assessing access 
to and quality of care, continuity of care, and equity outcomes in each treatment and 
comparison county. We propose using member-level Medi-Cal enrollment data, 
member-level Medi-Cal Managed Care Accountability Set (MCAS) data and Medicaid 
and CHIP Core Sets of Health Care Quality measures data,105 and publicly available 
community-level data to conduct our analyses. These data sources are summarized in 
Exhibit 22. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 

105 Based on the limitations associated with NORC reconstructing outcome measures using claims data 
and the desire to leverage existing metrics already being reported by the state, we will use the person-
level pre-calculated values from the MCAS and Core Set data for outcome metrics. 
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Exhibit 22. Quantitative Data Sources for the MCP Transition Evaluation 
 

Data Source Proposed Use 

Data Provided by DHCS 

Medi-Cal Enrollment Data Medi-Cal enrollment data contain member-level 
demographic and coverage information. We will use 
the enrollment data to identify Medi-Cal members in 
treatment and comparison groups, and construct 
member-level covariates that reflect members’ 
demographic and coverage characteristics. 

Medi-Cal Managed Care 
Accountability Set (MCAS) 
and Medicaid and CHIP Core 
Sets of Health Care Quality 

These files represent datasets of standardized health 
care quality measures that states must submit to CMS 
annually. Person-level MCAS and Core Set files in each 
year will be used to construct outcome measures on 
access to, quality, and continuity of care for each 
member. 

MCP Grievances Data Grievance data contains member level information on 
grievances from the MCP. Grievances are summarized 
with the grievance type (e.g., access to care, provider 
availability), grievance category, benefit type and 
resolution date and status. We will use the grievance 
data to assess access to care and continuity of care. 

Community-Level Data 

American Community Survey 
(ACS) 

The ACS is a national survey providing area-level data 
on topics such as demographics, education, 
employment, income, and housing. We will use ACS 
data to identify county-level sociodemographic 
characteristics of counties as a basis for selecting 
comparison counties, conducting entropy balancing, 
and adjusting regression models. 
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Data Source Proposed Use 

Area Deprivation Index (ADI), 
Healthy Places Index (HPI), 
Social Deprivation Index (SDI), 
Social Vulnerability Index 
(SVI), or similar data 
measuring community health 
and resilience 

The ADI, HPI, and SDI/SVI are examples of tools that 
assess a community's characteristics impacting health, 
and well-being. We will work with DHCS to determine 
the appropriate data source for measuring community 
health and resiliency, and use this data at the county-
level in entropy balancing models and adjusted 
regression models to control for an individual’s 
environmental characteristics affecting access and 
equity of care. 

Rural-Urban Continuum 
Codes (RUCCs)^ 

RUCCs are used to categorize rurality based on a 
county's level of urbanization and proximity to 
metropolitan areas. We will use RUCC data to select 
comparison counties, conduct entropy balancing, and 
adjust regression models. 

COVID-19 Pandemic 
Vulnerability Index (PVI) 

The PVI is a tool that integrates multiple data sources 
into an overall county-level score derived from key 
indicators in four domains: current infection rates, 
baseline population concentration, current 
interventions, and health and environmental 
vulnerabilities. The last full year of available data is 
calendar year 2022—we plan to use this index to 
adjust for baseline variation in COVID-19 vulnerability 
scores. 

NOTE: ^There are many rural classification systems; NORC will work with DHCS to select the most 
appropriate definitions and data sources for defining and adjusting for rurality. 

Quantitative Evaluation Measures 
The quantitative evaluation measures that will be constructed from the person-level 
MCAS and Core Set files and provider 274 files are summarized in Exhibit 23. Measures 
cover the domains of access to care, behavioral, maternal, and preventive healthcare 
and are based on CMS Core Set and or NCQA/HEDIS technical specifications. Before 
inclusion in the IER and/or SER, NORC will work with DHCS to conduct a thorough 
feasibility assessment for each metric based on data quality, timeliness, and availability. 
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In particular, NORC and DHCS will determine whether the MCAS or Core Set data are a 
more appropriate source for each metric. 

Exhibit 23. Quantitative Measures for MCP Transition Evaluation 
 

Measure 
Name Description Numerator Denominator 

Child and 
adolescent 
well-care visits 

Percentage of children ages 
3 to 21 who had at least 
one comprehensive well-
care visit with a primary 
care practitioner (PCP) or 
an 
obstetrician/gynecologist 
(OB/GYN) during the 
measurement year 

Number of 
members in 
the eligible 
population 
with one or 
more well-
care visits 
during the 
measurement 
year 

Number of members 
in the eligible 
population 

Follow-up 
after ED visit 
for mental 
illness 

Percentage of emergency 
department (ED) visits for 
members ages 18 and 
older with a principal 
diagnosis of mental illness 
or intentional self-harm 
and who had a follow-up 
visit for mental illness 
within 7/30 days. 

Number of 
eligible 
follow-up 
visits within 7 
or 30 days of 
the eligible ED 
visit including 
visits that 
occur on the 
date of the ED 
visit 

Number of eligible 
ED visits with a 
principal diagnosis of 
mental illness or 
intentional self-harm 

Plan all-cause 
readmissions 

For members ages 18 to 64, 
the number of acute 
inpatient and observation 
stays during the 
measurement year that 
were followed by an 
unplanned acute 
readmission for any 
diagnosis within 30 days. 

Number of 
observed 30-
day 
readmissions 

Number of index 
hospital stays in the 
eligible population 
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Measure 
Name Description Numerator Denominator 

Well-child 
visits in the 
first 30 
months of life 

Percentage of children who 
had the appropriate 
number of well-child visits 
with a primary care 
practitioner (PCP) during 
the last 15 months. 
Separate rates are reported 
for children who turned 
ages 15 and 30 months 
within the measurement 
year. 

The number 
children in the 
eligible 
population 
with the 
appropriate 
number of 
well-child 
visits on 
different 
dates of 
service on or 
before the 
15/30 month 
birthday. 

Number of members 
in the eligible 
population 

Immunizations 
for 
adolescents 

Percentage of adolescents 
aged 13 who had one dose 
of meningococcal vaccine, 
one tetanus, diphtheria 
toxoids and acellular 
pertussis (Tdap) vaccine, 
and have completed the 
human papillomavirus 
(HPV) vaccine series by 
their 13th birthday. The 
measure calculates a rate 
for each vaccine and two 
combination rates. 

Number of 
patients in the 
eligible 
population 
that are 
vaccine 
compliant 

Number of members 
in the eligible 
population 
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Measure 
Name Description Numerator Denominator 

Prenatal and 
postpartum 
care 

• Timeliness of Prenatal 
Care: Percentage of 
deliveries that received a 
prenatal care visit in the 
first trimester, on or 
before the enrollment 
state date or within 42 
days of enrollment. 

• Postpartum Care: 
Percentage of deliveries 
that had a postpartum 
visit on or between 7 and 
84 days after delivery 

Prenatal care: 
A prenatal 
visit during 
the required 
time frame. 
Postpartum 
care: A 
postpartum 
visit on or 
between 7 
and 84 days 
after delivery. 

Members within the 
eligible population 
with a live birth. 
Members can count 
multiple times if they 
have multiple births. 

Breast cancer 
screening 

Percentage of women ages 
50 to 74 who had a 
mammogram to screen for 
breast cancer. 

Number of 
members in 
the eligible 
population 
who had one 
or more 
mammograms 
any time on 
or between 
October 1 two 
years prior to 
the 
measurement 
year and 
December 31 
of the 
measurement 
year. 

Number of members 
in the eligible 
population 
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Measure 
Name Description Numerator Denominator 

Non-Specialty 
outpatient 
mental health 
member-to-
provider ratio 

Number of members per 
outpatient mental health 
(non-psychiatry) provider 
(shown as # members to 1 
provider) 

Number of 
members 
enrolled in 
plan 

Number of outpatient 
mental health (non-
psychiatry) providers 
contracting with plan 

Member-to-
provider ratio 

The ratio of members to 
providers. 

Number of 
members 
enrolled in 
plan 

Number of providers 
contracting with plan 

NOTE: Measures constructed from enrollment and claims/encounter data; all measures listed except the 
provider member ratio are endorsed by the National Committee for Quality Assurance (NCQA). 

Statistical Analyses 
We will conduct quantitative descriptive and impact analyses for evaluating the MCP 
Transition, based on data availability and feasibility of assessing outcomes in groups 
over time, described in more detail below. Before starting analyses, we will conduct 
evaluability assessments to ensure we are selecting the most appropriate approach for 
each analysis, that key assumptions are met, and that we have sufficient sample size to 
estimate impacts. 

Descriptive Analyses. Descriptive statistics, including frequency distributions and rates 
over time, will be calculated to highlight trends over time in member-level 
characteristics and key outcomes. We will tabulate descriptive statistics in each year 
(time-series analyses) and pooled in baseline and treatment periods (pre-post analyses) 
to assess changes over time in the baseline years (January 2021 – December 2023) and 
years after the MCP Transition (January 2024 – December 2026). We will conduct 
descriptive analyses for both member-level characteristics, to show changes in member 
populations over time before and after the MCP transition, as well as for all outcome 
measures (Exhibit 23). We will present the descriptive analyses in tables and exhibits in 
the Interim Evaluation Report and Summative Evaluation Report. 

Pre-Post Analysis. We will use pre-post analyses to report statistically significant 
changes in outcome measures before and after the transition. These analyses will also 
inform the development of impact analyses below. 
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Impact Analysis. If a suitable comparison group is available, we propose using 
difference-in-differences (DID) or comparative interrupted time series (CITS) analysis as 
our primary approach to estimate the impact on access, quality, and continuity of care 
under the MCP transition.106 The DID models will compare the changes in means during 
the baseline (2021-2023) and post-MCP Transition (2024-2026) periods between the 
treatment and comparison counties, controlling for any time-invariant differences 
between the groups to estimate the impact of the MCP transition. 

The DID model will be specified as: 

𝑔𝑔𝑔𝑔[𝐸𝐸𝐸𝐸(𝑌𝑌𝑌𝑌𝑖𝑖𝑖𝑖𝑖𝑖𝑖𝑖𝑖𝑖𝑖𝑖 )] = 𝛽𝛽𝛽𝛽0 + 𝛽𝛽𝛽𝛽1𝑀𝑀𝑀𝑀𝑀𝑀𝑀𝑀𝑀𝑀𝑀𝑀𝑖𝑖𝑖𝑖 + 𝛽𝛽𝛽𝛽2𝑀𝑀𝑀𝑀𝑀𝑀𝑀𝑀𝑀𝑀𝑀𝑀𝑀𝑀𝑀𝑀𝑖𝑖𝑖𝑖 + 𝛽𝛽𝛽𝛽3𝑀𝑀𝑀𝑀𝑀𝑀𝑀𝑀𝑀𝑀𝑀𝑀𝑖𝑖𝑖𝑖 ∗ 𝑀𝑀𝑀𝑀𝑀𝑀𝑀𝑀𝑀𝑀𝑀𝑀𝑀𝑀𝑀𝑀𝑖𝑖𝑖𝑖 + 𝛾𝛾𝛾𝛾𝑀𝑀𝑀𝑀𝛾𝛾𝛾𝛾𝛾𝛾𝛾𝛾𝛾𝛾𝛾𝛾𝛾𝛾𝛾𝛾𝛾𝛾𝛾𝛾𝑖𝑖𝑖𝑖𝑖𝑖𝑖𝑖𝑖𝑖𝑖𝑖 + 𝛿𝛿𝛿𝛿𝑀𝑀𝑀𝑀𝑀𝑀𝑀𝑀𝛿𝛿𝛿𝛿𝛿𝛿𝛿𝛿𝑀𝑀𝑀𝑀𝛿𝛿𝛿𝛿𝑖𝑖𝑖𝑖𝑖𝑖𝑖𝑖𝑖𝑖𝑖𝑖 + 𝜌𝜌𝜌𝜌𝑀𝑀𝑀𝑀𝑀𝑀𝑀𝑀𝛿𝛿𝛿𝛿𝛿𝛿𝛿𝛿𝑀𝑀𝑀𝑀𝛿𝛿𝛿𝛿 ∗ 𝑌𝑌𝑌𝑌𝛾𝛾𝛾𝛾𝑌𝑌𝑌𝑌𝛾𝛾𝛾𝛾𝑖𝑖𝑖𝑖 

In this model, i indexes an individual member and t indexes the time period (baseline or 
post-MCP transition), and c indexes county. Y represents the outcome of interest, for an 
individual, MCP is an indicator for treatment or comparison group, and Post is an 
indicator for time period (post-MCP transition). Member-level covariates are included in 
the model for risk adjustment. To control for time-invariant differences across counties, 
we will include fixed effects for each county and county-specific time trend.107 Analyses 
will be conducted on data pooled across all MCP transition and comparison counties, 
allowing us to estimate one estimate of impact for the MCP transition overall (i.e., no 
county-level impacts will be estimated). An additional analysis will compare the counties 
in which Kaiser has a direct contract with the state to their matched control county. We 
will compare results with that of the main analysis to determine whether there are 
meaningful differences. 

A key assumption of the DID model is that baseline trends between the treatment and 
comparison groups are parallel, meaning that any differences in outcomes between the 
two groups remain constant over time in the absence of the MCP transition. If we 
empirically observe that this assumption is violated (i.e., that baseline trends between 
the groups are not parallel), we will be unable to produce unbiased estimates of impact 
using a DID model. Instead, in these cases we propose assessing the feasibility of using 
a CITS model; this model is more flexible than the DID model in that it does not require 
baseline trends to be parallel between the two groups (i.e., it allows for changes in both 

 
 
 

106 If constructing a suitable comparison group is not feasible, we will instead include pre-post analyses 
and time-series analyses without a comparison group. 
107 If these fixed effects result in multicollinearity, we will instead control for a set of area-level 
characteristics. 
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the level and the rate of change of the outcome in the treatment group relative to the 
comparison group). 

Covariate Adjustment. We will account for key covariates that affect the relative risks of 
the study measures through covariate adjustment. We will adjust for member-level 
covariates such as sex, age, race and ethnicity, and chronic conditions. Potential area-level 
covariates include socioeconomic characteristics (e.g., median income, education) derived 
from publicly available datasets like the American Community Survey, the ADI, HPI, SDI/SVI, 
or a comparable index, and the Rural-Urban Continuum Code data. Finally, to account for 
potential differential effects of the COVID-19 Public Health Emergency, we will adjust for 
area-level COVID-related variables, such as Pandemic Vulnerability Index. 

Because beneficiary- and market-level characteristics are largely time-invariant, we 
propose that these covariates be measured at baseline. Because area-level COVID data 
is not available after the end of the Public Health Emergency in May 2023, COVID-
related covariates would also be measured at baseline and included as time-invariant. 
For all models, we will consider interactions and higher-order terms. 

Subgroup Analysis. Recognizing that the impact of the MCP Transition may be 
heterogeneous across different member populations, we will carry out subgroup 
analyses to evaluate whether and how program impacts vary. As with the overall 
analyses, we will conduct evaluability assessments and confirm that all relevant 
assumptions (e.g., sample size) are met for any proposed statistical analyses within 
subgroups of interest. We will assess conducting subgroup analysis for both descriptive 
and impact analyses. We anticipate being able to conduct descriptive analyses for most 
if not all subgroups; the feasibility of conducting impact analyses for subgroups will be 
determined empirically based on sample size and outcome distributions. 

We will first consider analyses within subgroups defined by member characteristics (e.g., 
member age, sex, race/ethnicity, preferred language), including all relevant 
subpopulations (as described previously). We will also explore other subgroups as 
observed in eligibility data (e.g., Medicaid-only, dual) or by belonging to under-
resourced communities (defined by deprivation indices such as ADI, HPI, SDI/SVI, or a 
comparable index). We will also explore subgroups of members who transitioned out of 
their previous MCPs as compared to members retained by their incumbent plan in the 
county. Finally, because the MCP Transition in Metro, Large Metro, and Urban counties 
fall under different waiver authorities than in Rural counties, we will assess whether 
there were differential outcomes for these two subgroups. 
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Qualitative Evaluation 
In addition to the quantitative assessments described above, we propose collecting and 
analyzing qualitative data via 1) document review of transition-related documentation 
and 2) key informant interviews with health plan officials, Community Advisory 
Committee members, and providers and members in transitioning counties. Collectively, 
these data will provide a richer understanding of the depth and breadth of transition 
activities at ground level, as well as how various key groups (implementation partners, 
providers, and members) experienced the transition and their perspective on changes 
and impacts they have observed. 

Primary data collection and document review will focus primarily on the waiver 
implementation period. Interviews may include discussion of pre-implementation 
activities and differences in member experience of care before and after the transition, 
and document review will similarly consider descriptions of the plan and service 
landscape before and after the transition occurred. These retrospective, largely open-
ended data will enable us to understand waiver implementation and impacts, and can 
help understand the “pre” and “post” period but should not be considered a true 
“pre”/”post” assessment as we are not able to systematically gather qualitative data 
before the transition occurred. 

Qualitative Data Sources and Data Collection 
Document Review 
To better understand the components, context and status of the transition in each 
participating county, we will review select transition-related documentation generated 
by MCPs, the State, and other relevant groups including but not limited to 
Demonstration quarterly reports, and documents that must be developed and made 
public by each transitioning plan (i.e., Community Investment Plans and related annual 
reports, Population Needs Assessments, CAHPS survey results, financial information, 
such as profits and reserves, and third party Memoranda of Understanding (MOUs)108). 
We will prioritize for review documents for which we have comparable data for all 
transitioning counties. Publicly available data will be collected via web scan and 

 
 
 

108 DHCS (2023). Understanding the 2024 Medi-Cal Managed Care Plan (MCP) Transition. Prepared by 
the California Primary Care Association. December 12, 2023. Available at: https://www.dhcs.ca.gov/MCP-
Transition/Documents/CPCA-MCP-Transition-Webinar-December-2023.pdf. 

https://www.dhcs.ca.gov/MCP-Transition/Documents/CPCA-MCP-Transition-Webinar-December-2023.pdf
https://www.dhcs.ca.gov/MCP-Transition/Documents/CPCA-MCP-Transition-Webinar-December-2023.pdf
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analyzed on an annual basis; additional, non-public documentation will be collected and 
analyzed on an ongoing basis as it is made available. 

Primary Data Collection 
We aim to conduct semi-structured interviews and focus groups with individuals from 
key groups directly involved in and/or affected by the MCP Transition process in a 
sample of counties participating. These interviews will provide critical perspective of how 
the transition was understood and experienced by the individuals who stand to be 
affected by it (i.e., MCP officials, providers, and members) as well as those advising on its 
rollout (i.e., DHCS Stakeholder Committee). 

Participants and Data Collection Approach 
Members: We propose conducting 30-45-minute 1:1 virtual interviews with 2-3 adult 
(i.e., 18 years or older) members in each MCP Transition county, for a total of up to 45 
interviews. Interviews will be conducted in English and Spanish. Participants will be 
compensated with a gift card incentive (for non-resalable goods or services) in 
recognition of their time. 

» Timing: Year One (2025), to limit recall bias about the transition. 

» Sampling: We will consider two options for identifying participants, pending 
availability and quality of contact information in MIS/DSS data. 

o If contact information is available in MIS/DSS, we will draw a random sample of 
adult members who experienced a transition of plans from each of the 15 
counties. 

o If contact information is NOT available in secondary data, we will work with 
DHCS and the DHCS Stakeholder Committee group and county-specific 
Community Advisory Committees to identify a convenience sample of adult 
members from each of the 15 counties. 

» Recruitment: Our recruitment approach will be largely determined based on the 
type and quality of contact information available; we will work with DHCS to identify 
the optimal approach (e.g., U.S.-mailed postcard, phone, email) once data availability 
and quality are determined. Recruitment materials will be translated into and made 
available in Spanish. 
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» Topics: How and when they were notified of the transition and their plan options; 
barriers/challenges and facilitating factors they encountered during the transition; 
and any perceived changes or interruptions in care access, quality and continuity 

Health plan officials: We propose to conduct 60-minute group interviews with health 
plan officials from each MCP transition county, for a total of up to 17 group interviews. 

» Timing: Years One and Two, to assess planned and actual transition-related activities 
and the degree to which activities aligned with plan- and Demonstration-specific 
objectives regarding care access and continuity. 

» Sampling: Purposeful sample of health plan officials within counties, with a focus on 
health plan leadership and other key roles associated with the transition. 

» Recruitment Approach: Recruitment via email and/or phone, after securely 
gathering contact information from DHCS. 

» Topics: Plan’s outreach and enrollment strategies; investments in primary care and 
prevention; efforts to improve the integration of behavioral health care services; 
Community Reinvestment Plans; and engagement with Community Advisory 
Committees. 

DHCS Stakeholder Advisory Committee Members: NORC will conduct a 90-minute 
virtual focus group with DHCS Stakeholder Advisory Committee members at two time 
points (two sessions, up to eight individuals at each session for a total of 16 
participants). Participants will be compensated with a gift card incentive (for non-
resalable goods or services) in recognition of their time. 

» Timing: Year One and again in Year Three, to assess planned and actual transition-
related activities and the degree to which activities aligned with plan- and 
Demonstration-specific objectives regarding care access and continuity. 

» Sampling: Convenience sample of individuals serving on DHCS Stakeholder Advisory 
Committee, identified in consultation with DHCS and prioritizing those with 
active/substantial engagement in transition-focused Committee feedback gathering prior. 

» Recruitment Approach: Recruitment via email and/or phone, after securely 
gathering contact information from DHCS. 
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» Topics: Community awareness/experience of transition, and changes or interruptions 
in care received and service offerings; implementation and impacts of Community 
Reinvestment Plans. 

Qualitative Analyses 
Directed Content Analysis of Secondary Data 
Using both a programmatic and direct content analytic approach to document review, 
we will review, code, and construct measures from plan and DHCS-developed 
documentation related to the transition, including MCP Annual Reports, Population 
Needs Assessments, Community Reinvestment Plans, and MOUs. Data will be 
descriptively analyzed and maintained in a county-level dataset. Where relevant, 
measures will be linked to interview and focus group data to examine the transition 
experience of different county subgroups. 

Thematic Analysis of Interviews and Focus Groups 
We will analyze member, provider, plan and DHCS Stakeholder Advisory Committee 
interviews using a thematic analytic approach. To this end, we will deductively develop a 
codebook in alignment with evaluation framework domains and qualitative-driven 
hypotheses, and inductively refine it based on emergent themes and concurrent findings 
arising from the document review. To organize program documents and interview 
transcripts for coding, we will use Dedoose, a cloud-based analytic software. Before 
coders analyze study data, they will be trained and will complete several rounds of pilot 
coding exercises to establish robust inter-rater reliability. Whenever possible, coders will 
have been involved in interview data collection, to leverage their insights gained 
through first-hand experience. 

Methodological Limitations 
Evaluations of 1115 demonstrations necessitate a flexible and adaptive approach, and 
we anticipate that methodological challenges will arise during the evaluation process. 
Exhibit 24 outlines the anticipated challenges along with proposed mitigation strategies. 
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Exhibit 24. Anticipated Methodological Challenges and Proposed Mitigation 
Approaches 

 

Challenge Mitigation Approach 

Timeliness and 
quality of MCAS 
and Core Set data 

» Work closely with DHCS data stewards to receive the most 
recent data, identify appropriate timeframes for run out, and 
quickly address any data quality issues. 

» Create automated reports that identify potential quality 
issues (e.g., missingness, disallowed values) in data elements 
used in evaluation analyses, which will be conducted 
immediately upon receipt of data from DHCS. 

Constructing a 
valid comparison 
group 

» Select comparison counties based on eligibility for the MCP 
transition as well as key county-level characteristics (e.g., 
aggregate sociodemographic characteristics, rurality) to 
ensure we are selecting similar counties as comparators. 

» Use entropy balancing to weight comparison group members 
to be similar to members in MCP transition counties on key 
characteristics in descriptive and impact analyses. 

Non-parallel pre-
intervention 
(baseline) trends 

» Assess baseline trends in intervention and non-intervention 
counties; if baseline trends are not parallel, conduct CITS 
analyses instead of DID analyses. 

 
Insufficient post-
intervention 
cases to establish 
a trend 

» Empirically assess the appropriate level of analysis from 
available data (e.g., annual, quarterly, monthly) that will 
establish stable trends while retaining the most granular level 
of data to feasibility conduct analyses. 

» Consider reserving DID or CITS analyses until the Summative 
Evaluation Report, when complete data on outcomes for 
members in 2024-2026 are available. 

Potential bias 
introduced by 
primary data 
collection 
recruitment 
approach 

» Pending type and quality of contact information available in 
secondary data, utilize sequential, multi-mode outreach 
approach (e.g., mail with phone follow-up) to reduce bias 
that may be introduced by using a single mode alone (i.e., 
inadvertent exclusion of those with limited or inconsistent 
access to technology, or with recent changes in residence). 
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Challenge Mitigation Approach 

Primary data 
collection 
respondent 
burden 

» Thoroughly assess and leverage existing data sources (for 
example, program documents) before considering primary 
data collection. 

» Conduct primary data collection over videoconferencing 
rather than in person to be more flexible with respondents’ 
time. 

» Compensate members and DHCS Stakeholder Committee 
members for their time. 

Primary data 
collection 
respondent recall 
bias 

» Provide framing language to remind participants of timeline 
of transition and transition notification. 

» Focus interview topics on perceived changes arising during 
and after the transition occurred, allowing for feedback on 
changes observed over broader transition period. 

» Conduct primary data collection in the first half of 2025, to 
maximize recall. 

Independent Evaluator 
In June 2024, DHCS selected NORC at the University of Chicago as the Independent 
Evaluator for the Managed Care Transition 1115 Demonstration via a direct contract 
process due to Public Contract Code exemption. The evaluation contract was finalized in 
October 2024. NORC will conduct an evaluation of the Demonstration to ensure that the 
necessary data is collected at the level of detail needed to research the approved 
hypotheses. NORC agreed to conduct the Demonstration evaluation in an independent 
manner in accordance with the CMS-approved, draft Evaluation Design. 

In addition to the design, NORC will be responsible for developing draft and final 
versions of the evaluation design, final measure selection, conducting data collection 
and analysis, interpreting results, and drafting the Interim and Summative Evaluation 
Reports. 
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Conflict of Interest Compliance Process 
Overview 
NORC has robust policies and procedures for avoiding and mitigating potential conflicts 
of interest on programs such as this. For this solicitation, Evaluation of the California 
Managed Care Transition 1115 Waiver NORC has no known actual or potential 
conflict of interest. NORC has no known organizational or personal conflicts of interest 
that might cause biased judgment. NORC does not have access to nonpublic 
information that will provide an unfair competitive advantage. 

Introduction 
National Opinion Research Center (“NORC”) is a prominent not-for-profit research firm 
that is well known for its scientific excellence, independence, and integrity. The majority 
of NORC’s business is performed through contracts and grants with the federal 
government. Given the importance of NORC’s reputation for successful business activity 
and its position as a federal contractor, a robust and well-proven Conflict of Interest 
(“COI”) regime is in place to ensure (1) the prevention of COIs from developing in the 
first place, and (2) the identification and remediation of any COIs effectively and 
immediately in the rare cases they do occur. NORC has developed COI procedures 
described herein to fulfill the requirements set forth in Evaluation of the California 
Managed Care Transition 1115 Waiver We provide details on our tailored COI 
processes in the remainder of this document. 

NORC Compliance Officer 
NORC Vice President, Bess Welch, serves as NORC’s Conflicts Compliance Officer. The 
Conflicts Compliance Officer reports directly to NORC’s Board of Trustees for all 
compliance and conflicts matters. NORC’s Conflicts Compliance Officer reviews and has 
auditing authority for all business and contractual relationships and activities of NORC. 

Independent and Impartial 
NORC is an independent 501 (c) 3 not-for-profit organization. NORC has its own Board 
of Trustees (16). NORC is affiliated with the University of Chicago in that the President of 
the University can nominate 51% of NORC’s Trustees. However, all of NORC’s Trustees 
have a fiduciary responsibility to act in NORC’s best interest while making decisions as 
Trustees of NORC. The University of Chicago has its own independent Board of Trustees 
which is required to make decisions in the best interest of the University. 
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Conflicts Policies and Procedures 
NORC maintains policies and procedures for organizational conflicts of interest and 
personal conflicts of interest, each described in turn below. Each item below describes 
the particular conflicts oversight process including how conflicts are identified and 
resolved. 

1. Organizational Conflicts 
All staff are required to identify potential conflicts of interest on an on-going basis. All 
NORC staff receive annual conflicts and ethics training that include series of self-
administered training modules and exams supplemented by regularly conducted 
training sessions. NORC’s Conflicts Compliance Officer reviews all existing and potential 
new business for NORC and its staff, subcontractors, consultants, and vendors to 
determine if there are any actual, potential, or apparent conflicts. Any actual, potential, 
or apparent conflicts are categorized into any or all of the following conflict types: 
unequal access to information, biased ground rules, or impaired objectivity. If any of the 
aforementioned conflicts exist as determined by the Conflicts Compliance Officer, the 
Conflicts Compliance Officer works with the project team and NORC’s Contracts 
department to create a mitigation plan for submission to the cognizant awarding 
agency’s conflicts officer and/or the program’s assigned Contracting Officer along with 
any other information that may be useful in assisting the review of NORC’s proposed 
solution to mitigate or neutralize the conflict. 

Additionally, the Conflicts Compliance Officer has full authority to audit all relevant areas 
of NORC’s business and individual projects to determine if staff and management are 
complying with NORC’s conflicts policies and procedures at all times. NORC maintains a 
reporting hotline where anyone can call in to report an issue. Issues reported to the 
hotline are resolved by the Conflicts Compliance Officer and Board of Trustees members 
that participate in NORC’s Conflict Transactions Committee. All such reported issues are 
treated seriously and investigated thoroughly. 

2. Personal Financial Conflicts 
NORC also adheres to a robust Personal Financial Conflict of Interest (FCOI) Policy. This 
is a federally mandated policy by certain agencies of the government including HHS. 
Under this policy all principal investigators, and other staff who can influence the results 
of an affected government contract, are required to at least annually complete a 
certificate identifying potential conflicts of interest with the work they are performing on 
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the affected contract (Personal Conflicts disclosures are also completed on per project 
and/or per proposal basis as required by individual sponsors). These employees are also 
required to undergo specific training on how to identify a potential conflict of interest 
and the requirements to disclose it. FCOI compliance is overseen by the NORC FCOI 
Committee, of which the Conflicts Compliance Officer is a member. All personal conflict 
disclosures are evaluated by the Conflicts Compliance Officer. Under the direction of 
NORC’s Conflicts Compliance Officer, the Contracts department administers the annual 
certifications and trainings required to satisfy the organization’s compliance obligations 
for FCOI. If an FCOI disclosure is identified, it is immediately sent to the FCOI Committee 
for review, discussion, and further remediation by other cognizant NORC officers, if 
necessary. The Conflicts Compliance Officer ensures a mitigation plan is created and 
submitted to the appropriate governing agency for review where any actual, potential, 
or apparent conflict has been identified. Conflicted and/or potentially conflicted 
individuals are prohibited from participating in any component of the program or work 
that gave rise to the conflict until the conflict has been neutralized and cleared by the 
governing agency. 

Authority, Audits and Remediation 
NORC’s Conflicts Compliance Officer has independent authority to audit all relevant 
areas of NORC’s business and individual projects to determine if staff and management 
are complying with NORC’s conflicts policies and procedures at all times. In coordination 
with NORC’s Contracts department, Accounting and Finance, and other stakeholders 
within the organization, the Conflicts Compliance Officer conducts regular random 
audits of project and personnel activities to ensure compliance with NORC’s conflicts 
policies and procedures. Additionally, NORC contracts with an independent external 
auditor to conduct an independent audit of any mitigation plans as directed. The 
findings and recommendations of any external audit including any corrective action plan 
developed by NORC will be shared with our client for review and approval. 

NORC maintains a third party administered Hotline for reporting conflicts, fraud, 
misconduct, and illegal or unethical practices. Staff, contractors, sponsors, or interested 
parties can anonymously call this third-party administrator and report any suspected 
wrongdoing including conflict of interest at any time. The third-party administrator 
reports directly to the Board of Trustees Chairman of the Audit and Finance Committee 
and NORC’s Conflicts Compliance Officer. All such reported issues are treated seriously 
and investigated thoroughly. In accordance with FAR 52.203-14, the Conflicts 
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Compliance Officer works with NORC’s Human Resources and Facilities Departments to 
ensure these conflicts policies and hotline number are posted in locations that are 
accessible to all staff including hard copy posters in common areas of office sites and on 
NORC’s intranet. NORC routinely prompts staff to review these policies. 

Violation of NORC’s conflicts policies and procedures are handled in a manner 
commensurate to the nature of the violation. Violations may range from corrective 
action by a supervisor, termination of employment/contractor, referral to authorities, as 
well as civil and criminal prosecution where warranted or necessitated by law. 

 
 

11/4/2024 
Adil Moiduddin, Senior Vice President, Health Care Evaluation 
Research 
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Appendix A: UCLA-RAND Projected Budget for PATH, GPP, Duals and Reentry 
Evaluation Components 

 

COSTS Year 1: 
12/1/23- 
6/30/24 

Year 2: 
7/1/24 – 
6/30/25 

Year 3: 
7/1/25- 
6/30/26 

Year 4: 
7/1/26- 
6/30/27 

Year 5: 
7/1/27- 
6/30/28 

Year 6: 
7/1/28- 
5/31/29 

Total 

Personnel (including fringe 
benefits) 

1,321,479 2,653,368 2,793,107 2,596,758 2,618,758 1,091,227 13,074,697 

Other Direct Costs (Rent, 
TIF, etc.) 

58,031 103,768 108,370 112,586 113,012 67,686 563,453 

UCLA Department of Medicine 
Statistics Core (DOMSTAT) - data 
cleaning, analysis, programming, 
etc. 

79,688 121,570 124,467 127,491 130,525 108,027 691,768 

Survey non-personnel costs (e.g. 
translation, printing, mailing, 
incentives) 

0 200,000 0 75,000 75,000 0 350,000 

Interview or focus group costs 
(e.g. interpretation, incentives) 

7,500 37,500 7,500 17,500 0 0 70,000 

Indirect Costs (F&A) 230,992 385,785 410,835 412,873 406,197 254,400 2,101,082 

Other (e.g. materials, supplies, 
software) 

9,000 8,000 8,000 8,000 8,000 8,000 49,000 

TOTAL       16,900,000 

More information about these costs is as follows: 
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Personnel. This includes all staff time to complete the evaluation plan and deliverables. Staff roles include research 
scientists, project managers, research analysts, research associates, and statisticians, and data programmers. Their work 
covers all oversight and planning, design, data collection, analysis, reporting, coordination, and all other tasks related to 
the successful completion of the evaluation plan and deliverables. The personnel budget line includes fringe benefits. 

Other direct costs. This includes office rent, Technology Infrastructure Fees (TIF), and General and Employment Liabilities 
(GAEL). 

Department of Medicine Statistics Core (DOMSTAT). DOMSTAT consists of a team of experienced faculty and staff 
biostatisticians, data managers, and research assistants. They provide investigators at UCLA with state-of-the-art statistical 
support and advise on study design, data management and statistical analyses. 

Survey non-personnel costs. This includes all survey costs including subcontractor costs, translation, printing, and 
mailing. Compensation for survey respondents is also included in this budget line. 

Interview or focus groups. Cost associated with interviews and/or focus groups include subcontractor costs, incentives, 
translation of materials, verbal translation services, and transcription fees. 

Indirect costs. This includes Facilities and Administrative rate (F&A). The University of California F&A rate (base: modified 
total direct costs) pertains to this California State-Funded off-campus project. 

Other. Other costs include software, materials, supplies, etc. 
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Appendix B: NORC Projected Evaluation Budget for the MCP Transition 
 

Activity Y1 Y2 Y3 Y4 Y5 Total 

Quantitative Data Collection & 
Analysis 

$42,069 $293,991 $185,938 $263,490 $46,573 $832,060 

Qualitative Data Collection & 
Analysis 

$21,034 $251,992 $123,959 $105,396 $46,573 $548,954 

Evaluation Design $189,310 - - - - $189,310 

Interim Evaluation Report Draft $105,172 $251,992 - - - $357,164 

Quarterly Evaluation Reports $63,103 $41,999 $41,320 $52,698 $23,286 $222,406 

Summative Evaluation Report 
Draft 

- - $61,979 $105,396 $116,432 $283,807 

Total $420,689 $839,974 $413,195 $526,980 $232,863 $2,433,701 
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Appendix G. Evaluation Design for Community 
Supports authorized through the CalAIM Section 
1115 and 1915(b) Waivers 
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General Background Information 
On December 29, 2021, CMS approved the California Advancing & Innovating Medi-Cal 
(CalAIM) 1115 demonstration and 1915(b) waiver. Community Supports, launched in 2022, 
are foundational components of CalAIM’s transformational focus on breaking down the 
traditional walls of health care by more holistically addressing member needs and 
introducing better strategies for care coordination and person-centered care. Community 
Supports focus on addressing health-related social needs (HRSNs), e.g., for food or 
housing, of Medi-Cal members. Addressing members’ HRSNs is expected to help improve 
member function, health, and access to care, and reduce avoidable utilization of higher, 
costlier levels of care. Community Supports supplement a suite of other broad-based 
delivery system, program, and payment reforms across CalAIM to make Medi-Cal more 
coordinated and person-centered to help people maximize their health and life 
trajectory.109 

A key goal of Community Supports is to allow members to obtain services in the least 
restrictive setting possible and to keep them in the community as medically appropriate. 
Building on California’s prior experience with Home and Community-Based Services 
(HCBS) Waivers, the Whole Person Care (WPC) Pilots, Medi-Cal Health Homes Program 
(HHP), stakeholder input, and experiences elsewhere in the nation, the Department of 
Health Care Services (DHCS) has approved a list of 14 Community Supports that managed 
care plans (MCPs) are strongly encouraged to offer, such as, housing transition navigation 
services, medically tailored meals or medically supportive food and nutrition, asthma 
remediation, recuperative care, and short-term post-hospitalization housing. A 15th 

Community Support, transitional rent, was approved in 2025. Community Supports are 
designed to substitute for covered Medi-Cal services or settings as cost-effective 
alternatives, decreasing the need for avoidable hospital care, nursing facility care, and 
emergency department (ED) use. In California, over 90 percent of Medi-Cal members are 
enrolled in Medicaid managed care. Medicaid managed care plans can choose to offer any 
or all of the approved Community Supports to members that meet DHCS eligibility criteria 
for receipt of these services. 

 
 
 
 
 

109 CalAIM 1115 Demonstration & 1915(b) Waiver; https://www.dhcs.ca.gov/provgovpart/Pages/CalAIM-
1115-and-1915b-Waiver-Renewals.aspx 

https://www.dhcs.ca.gov/provgovpart/Pages/CalAIM-1115-and-1915b-Waiver-Renewals.aspx
https://www.dhcs.ca.gov/provgovpart/Pages/CalAIM-1115-and-1915b-Waiver-Renewals.aspx
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Exhibit 1 provides a brief overview of the Community Supports, their eligibility criteria / 
target population(s), and allowable service durations, while Exhibit 2 shows additional 
policy guidance related to the Community Supports initiative. Additional information 
about Community Supports is available in the CalAIM Community Supports Policy 
Guide.110,111 These Community Supports are intended to be integrated with enhanced care 
management for eligible members and are intended to serve as cost-effective and 
medically appropriate substitutes for State Plan services or settings. 

The evaluation of Community Supports will cover the five-year approval of the 
demonstration, from December 29, 2021 to December 31, 2026. This evaluation design 
starts with the presentation of three Exhibits that orient the reader to the key foundations 
of the evaluation of Community Supports. Exhibit 1 on the next page summarizes data for 
member eligibility for use of any of the 14 Community Supports described above as 
documented in the DHCS Community Supports Policy Guide (July 2023). 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 

110 CalAIM Community Supports Policy Guide, Vol. 1; https://www.dhcs.ca.gov/Documents/MCQMD/DHCS-
Community-Supports-Policy-Guide.pdf 
111 CalAIM Community Supports Policy Guide, Vol. 2; https://www.dhcs.ca.gov/Documents/MCQMD/DHCS-
Community-Supports-Policy-Guide-Volume-2.pdf 

https://www.dhcs.ca.gov/Documents/MCQMD/DHCS-
https://www.dhcs.ca.gov/Documents/MCQMD/DHCS-


 

Exhibit 1: Community Services Eligibility Criteria 
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Eligibility criteria                
1. Homeless* • • • • •  •        • 
2. At-risk of homelessness** • • • • •  •        • 
3. Eligible for transitional rent • • •             

4. At-risk of hospitalization or post-hospitalization    •            
5. Living alone with no formal supports    •            
6. Housing insecurity ***    •            
7. Exiting recuperative care     •           
8. Discharged inpatient hospital or nursing facility    • •       •   • 
9. Discharged from residential or correctional facility    • •          • 
10. Chronic conditions •           •    
11. Qualifying clinical risk factor • • •            • 
12. Living in community, compromised in ADLs, and 
require relief to avoid institutional placement 

     
• 

         

13. Resided 60+ days in nursing facility and willing and 
able to live in assisted living 

       
• 

       

14. Living in community, willing and able to live in 
assisted living, and meet medically necessary nursing LOC 

       
• 

       

15. Resided 60+ days in nursing facility or medical 
respite, willing and able to reside safely in community, 
and meet medically necessary nursing LOC 

        
• 

      

16.  Interested in moving back to the community and 
can reside safely in the community with appropriate and 
cost-effective supports and services. 

         
• 

      

17. At-risk for hospitalization          •      
18. At-risk for institutionalization in a nursing facility          • •     
19. Approved for IHSS          •      
20. Functional deficits and no other adequate support          •      
21. Adults who are intoxicated and would otherwise be 
transported to ED or jail**** 

            
• 

  

22. Individuals with poorly controlled asthma and 
provider documentation 

             
• 

 

23. Complete in-home environmental trigger 
assessment within last 12 months 

             
• 
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24. Transitioning***** or eligible for FSP               • 

Individuals with extensive care coordination needs            •    

Service duration******                
Once per demonstration period  •              

 
 
 
 
 
Maximum duration allowed 

 

 
N/A 

 

 
N/A 

 

 
N/A 

6mo 
per 

rolling 
12mo 
period 

6mo 
per 

rolling 
12mo 
period 

 
336 
hr/yr 

  
 

$7.5k 
max 

 
 

$7.5k 
max 

 

 
12 wks 

 
24hr/st 

ay 

 

 
$7.5k max 

6mo 
per 

rolling 
12mo 
perio 

d 
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Exhibit 1 Table Notes: 

Community Supports are only available to Medi-Cal members enrolled in Medicaid managed care whose 
plan chose to offer the Community Support, and who meet DHCS eligibility criteria for receipt of the service. 
Specific target population(s) for each Community Support are reflected in the DHCS-specified eligibility 
criteria above. 
+Within each column of Exhibit 1, individual Community Supports are shown as column headings. Rows 
display potential DHCS eligibility criteria for the specific Community Service displayed as column headings. 
For each row, a bullet within a column indicates that the row-specific eligibility criteria are pertinent to the 
Community Service that heads the column. Members may need to meet more than one of these criteria in 
order to be eligible for a given Community Supports (e.g., clinical risk factor requirement and a social risk 
factor requirement). 
Note: Transitional rent is not included in this table because even though it is a Community Support, it is 
being implemented under the BH-CONNECT 1115 waiver. 
MTM/MSF&N = Medically tailored meals / medically supportive food & nutrition; ADL = Activities of Daily 
Living; HUD = Housing and Urban Development; LOC = level of care; FSP = Full-Service Partnership 
* HUD definition of homeless 
** HUD definition of at-risk of homelessness with qualifying health or behavioral health conditions OR 
children or youth that qualify as homeless under other provisions 
***Housing insecurity or housing that could jeopardize member health and safety without modification 
**** Must also be conscious, cooperative, able to walk, nonviolent, and free from medical distress 
***** Transitioning out of institutional, congregate residential, or carceral setting; interim housing; 
recuperative or short-term post-hospitalization housing; or foster care, 
***** This table does not include allowable exceptions, e.g., circumstances under which the Community 
Support can be provided more than once in a lifetime or for longer than the maximum duration 

Data Source: Medi-Cal Community Supports Policy Guide, Volumes 1 and 2 April 2025; requirements subject to 
change as the Community Supports policy guide is updated and will be revised accordingly. 

 
Exhibit 2 summarizes key principles from CMS and DHCS related to the goals and 
implementation of the Community Supports initiative. 

 

Exhibit 2: Key principles from CMS and DHCS related to the Community Supports Initiative 
 

1.  A key goal of Community Supports is to allow members to obtain care in the least restrictive setting 
possible and to keep them in the community as medically appropriate. 
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2. Community Supports are designed to substitute for, and decrease avoidable utilization of, a range of 
covered Medi-Cal benefits, such as hospital care, nursing facility care, and emergency department 
(ED) use.112 Federal regulation allows states to offer ILOS as an option to MCPs and members. 

3. DHCS has determined the 12 approved Community Supports covered under the CalAIM 1915(b) 
waiver to be cost-effective and medically appropriate substitutes for covered Medi-Cal services or 
settings. The remaining three Community Supports (recuperative care, short-term post-
hospitalization housing, and transitional rent) are considered room and board services, are subject to 
a global cap, and must meet requirements in 1115 waiver STCs. DHCS selected these 15 services 
based on prior experience with the Medi-Cal Whole Person Care and Health Home Pilots and 
evidence that these services can be medically appropriate substitutes for Medi-Cal covered services 
that are more costly. 
Starting on January 1, 2022, MCPs in all counties have been strongly encouraged to offer one or 
more of 14 approved Community Supports covered under the CalAIM 1115 and 1915(b) waivers. 
Effective January 1, 2026 MCPs in all counties will be required to offer transitional rent, which is 
covered under the BH-CONNECT 1115 waiver. as a contractually covered service. 

4. MCPs must report to DHCS which Community Supports are offered in which county. 
5. MCPs must also report on data regarding the utilization and cost of Community Supports for the 

purposes of rate setting but do not need to actively reassess cost-effectiveness for Community 
Supports at the MCP or individual level for the purposes of compliance with federal requirements. 
MCPs may apply utilization management techniques as applicable and as permitted by federal 
managed care regulations and as required to ensure appropriate monitoring and oversight of 
Community Supports services from a program integrity perspective and to adhere to service 
definitions and eligibility criteria. 

6. DHCS is conducting further statewide aggregate analyses of the cost-effectiveness of each of the 
approved Community Supports services in the 1915(b) waiver. The evaluation team will also conduct 
cost or cost-effectiveness analyses as required in the 1115 and 1915(b) waiver STCs. 

 
Community Supports Evaluation Requirements 
Exhibit 3 highlights common and unique themes in the Special Terms and Conditions 
(STCs) for evaluation of the CalAIM 1115 and the 1915(b) waivers that authorize delivery of 
Community Supports under Medi-Cal. Two Community Supports are authorized under the 
CalAIM 1115 waiver (short-term post-hospitalization services and recuperative care; 
hereafter referred to as 1115 waiver Community Supports). An additional Community 
Support, transitional rent, is authorized under the BH-CONNECT 1115 waiver and will also 

 

 
112 DHCS CalAIM Enhanced Care Management (ECM) and Community Supports (ILOS), Contract 
Template Provisions. https://www.dhcs.ca.gov/Documents/MCQMD/MCP-ECM-and-ILOS-
Contract-Template-Provisions.pdf 

https://www.dhcs.ca.gov/Documents/MCQMD/MCP-ECM-and-ILOS-Contract-Template-Provisions.pdf
https://www.dhcs.ca.gov/Documents/MCQMD/MCP-ECM-and-ILOS-Contract-Template-Provisions.pdf
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be considered an 1115 waiver Community Support. The remaining 12 Community 
Supports are authorized under the 1915(b) Managed Care waiver (hereafter referred to as 
1915(b) waiver Community Supports). This Evaluation Design has been developed to cover 
the evaluation requirements of both waivers. 

While the specific language used to describe the 1115 and 1915(b) waivers varies by 
waiver type as shown in the respective columns of Exhibit 3, the respective STCs address 
similar issues or themes. For example, both 1115 and 1915(b) waivers include STCs that 
focus on the impact of receiving Community Supports on health care utilization, 
associated costs, and member health outcomes. 

Both waivers also include STCs that focus on whether Community Supports were effective 
at addressing member needs, with the 1915(b) STCs also requiring measurement of cost-
effectiveness.113 Both waivers also include STCs focused on assessing member experiences, 
with the 

 

Exhibit 3: Special Terms and Conditions for the Evaluation of Community Supports Authorized in the 
CalAIM 1115 Waiver and in the 1915(b) Waiver 
Common STC 17 for 1115 Waiver Community Supports STC 21 for 1915(b) Waiver 
evaluation themes (2) Community Supports (12) 
across 1115 and   

1915(b) STCs   

Impact of Focus on assessing how the initiatives affect Impact each Community Support 
Community utilization of preventive and routine care, had on utilization of state plan- 
Supports on utilization of and costs associated with covered services or settings, 
utilization of potentially avoidable, high acuity health care, including the associated cost 
health care, and member physical and behavioral health savings, trends in MCPs and 
associated costs, outcomes. enrollee use of each Community 

 

 
113 It is important to distinguish between the traditional definition of cost-effectiveness and the way that this 
is stated in the STCs. Per CMS, cost-effectiveness analysis is a way to examine both the costs and health 
outcomes of one or more interventions. It compares an intervention to another intervention (or the status 
quo) by estimating how much it costs to gain a unit of a health. 
Cite: https://www.cdc.gov/policy/polaris/economics/cost-
effectiveness/index.html#:~:text=Cost%2Deffectiveness%20analysis%20is%20a,gained%20or%20a%20death 
%20prevented. 

 
To be eligible for inclusion in the 1115 and 1915(b) Waivers, prior research has already established medical 
appropriateness and cost-effectiveness of the 14 Community Supports. Thus, per STC 8.6 in the 1115 Waiver, 
cost-effectiveness in the context of the UCLA-RAND evaluation is focused on ensuring that aggregate costs 
of providing Community Supports do not exceed aggregate costs of providing other services, particularly 
the institutional care and other services that the Community Supports are expected to substitute for. 

https://www.cdc.gov/policy/polaris/economics/cost-effectiveness/index.html#%3A%7E%3Atext%3DCost%2Deffectiveness%20analysis%20is%20a%2Cgained%20or%20a%20death%20prevented
https://www.cdc.gov/policy/polaris/economics/cost-effectiveness/index.html#%3A%7E%3Atext%3DCost%2Deffectiveness%20analysis%20is%20a%2Cgained%20or%20a%20death%20prevented
https://www.cdc.gov/policy/polaris/economics/cost-effectiveness/index.html#%3A%7E%3Atext%3DCost%2Deffectiveness%20analysis%20is%20a%2Cgained%20or%20a%20death%20prevented
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Exhibit 3: Special Terms and Conditions for the Evaluation of Community Supports Authorized in the 
CalAIM 1115 Waiver and in the 1915(b) Waiver 
Common 
evaluation themes 
across 1115 and 
1915(b) STCs 

STC 17 for 1115 Waiver Community Supports 
(2) 

STC 21 for 1915(b) Waiver 
Community Supports (12) 

and health 
outcomes 

 Supports, and impact of each 
Community Supports on quality of 
care. 

Effectiveness of 
Community 
Supports for 
addressing 
member needs 

Focus on the effectiveness of Community 
Supports services in mitigating identified 
needs of members. 

Evaluation of whether encounter 
data supports the state’s 
determination that each 
Community Supports is a 
medically appropriate and cost-
effective substitute for identified 
covered services and settings 
under the state plan. 

Member 
experiences 

If the data system is unable to capture 
necessary data for a quantitative evaluation, 
then must conduct a qualitative assessment 
leveraging suitable primary data collections 
efforts (e.g., member surveys). 

Appeals, grievances, and state fair 
hearings data, reported separately 
and for each Community Support, 
including volume, reason, 
resolution status, and trends. 

Health equity Focus on understanding the impact of 
Community Supports initiatives on advancing 
health quality, including through the 
reduction of health disparities. 

Impact each Community Support 
had on health equity initiatives 
and efforts undertaken by the 
state to mitigate health 
disparities. 

Measuring 
contextual 
changes in HRSN 

Examine whether and how state and local 
investments in housing and any other type of 
allowable HRSN change over time in concert 
with new Medicaid funding toward those 
services. 

 

Measuring costs of 
providing 
Community 
Supports 

Include, in alignment with the evaluation 
required in the state’s 1915(b)(1)/(4) Waiver 
for California Advancing and Innovating Medi-
Cal (CalAIM) special terms and conditions for 
other similar services, a cost analysis to 
support developing comprehensive and 
accurate cost estimates of covering such 
services. 

Evaluate whether the 1915(b) 
Community Supports are 
medically appropriate and cost-
effective substitutes for the 
services and settings covered 
under the state plan. 
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Exhibit 3: Special Terms and Conditions for the Evaluation of Community Supports Authorized in the 
CalAIM 1115 Waiver and in the 1915(b) Waiver 
Common STC 17 for 1115 Waiver Community Supports STC 21 for 1915(b) Waiver 
evaluation themes (2) Community Supports (12) 
across 1115 and   
1915(b) STCs   
Assessment of Include a robust assessment of potential  
downstream improvements in the efficiency, quality, and 
impacts of effectiveness of downstream services that can 
Community be provided under the state plan authority, 
Support and associated cost implications related to the 

 provision of upstream Community Supports 
 services. 

 
1115 Waiver noting direct collection of data from members if required, and the 1915(b) 
Waiver examining existing appeals and grievances. Finally, both waivers focus on health 
equity, with the 1115 Waiver assessing whether Community Supports improve health 
equity for members, and the 1915(b) Waiver focused on assessing the impact of 
Community Supports on broader, statewide health equity initiatives and efforts. 

The 1115 Waiver further focuses on examining trends in state and local investments in 
Community Supports observed over time; a cost analysis to support developing 
comprehensive and accurate cost estimates associated with covering Community Support 
services, and an analysis of potential impacts on quality, health outcomes, and delivery 
and cost offsets associated with Medi-Cal covered services. 

Evaluation Questions and Hypotheses 
Community Supports evaluation requirements and research questions are informed by the 
CalAIM demonstration Special Terms and Conditions (STCs) goals and requirements, 
including STCs 8.1-8.15, 15.4-15.5, 16.5, 17.6, 17.10, 18.8-18.9, and Attachment U. The 
questions are further informed by the Donabedian model described in the overall CalAIM 
evaluation design, conceptual framework for how addressing health-related social needs 
may affect health outcomes in Figure 1, and the Community Supports evaluation-specific 
driver diagram shown in Figure 2. 

Figure 1. Logic model for how addressing members’ health-related social needs can 
impact health outcomes 
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Figure 2. Driver diagram for Community Supports evaluation 
 

 

 
A list of specific first order and additional program goals is shown below. First order 
program goals refer to service goals that must be met before additional goals can be 
achieved. 

First Order Goals 

1. Increase offering of Community Supports by MCPs 
2. Increase contracts between providers and MCPs for Community Supports services. 
3. Increase utilization of Community Supports by eligible members 

Additional Goals 

4. Examine whether and how public investments in housing and other HRSN services 
change over time in concert with new Medicaid funding 

5. Increase members’ access to outpatient care including behavioral health services 
and reduce acute care utilization and long-term care admissions and stays 

6. Improve quality and outcomes of care for eligible members 
7. Reduce disparities in service utilization, quality, and outcomes of care for eligible 

members 
8. Ensure Community Supports are cost-effective alternatives to State Plan services 

and settings. 
To evaluate the Community Supports program goals, UCLA-RAND developed related 
evaluation questions and measures to determine whether the goals were achieved as 
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anticipated. Program goals and related evaluation questions and measures are 
described in Exhibit 4 on the following pages. 
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Exhibit 4. Community Supports program goals and related evaluation questions, hypotheses, and 
measures 

Evaluation Questions (EQ) & Hypotheses (H) Measures 
Goal 1: Increase offering of Community Supports by MCPs 

EQ 1: Did the number of MCPs offering 
Community Supports increase over time? 

 
H1: The number of Community Supports offered 
by MCPs will increase over time. 

• Number of MCPs offering each Community 
Support 

• Proportion of counties in which each 
Community Support is offered 

• Proportion of MCPs in each county offering 
each Community Support 

• MCPs’ self-reported reasons for offering or not 
offering Community Supports 

Goal 2: Increase contracts between providers and MCPs for Community Supports services 
EQ2: Did the number and diversity of providers 
contracted to provide Community Supports 
increase over time? 

 
H2: The number and diversity of providers 
contracted to provide Community Supports will 
increase over time 

• Number of providers contracted to provide 
each Community Supports 

• Number of providers providing multiple 
Community Supports 

• Ownership and types of providers contracted to 
provide each Community Supports 

EQ3: What factors influence provider 
participation in Community Supports? 

 
H3: Provider capacity and infrastructure and local 
service availability and need will influence 
provider participation in Community Supports. 

• Providers’ self-reported reasons for contracting 
or not contracting with MCPs to provide 
Community Supports 

• MCPs and providers’ perceptions of whether 
the number of eligible and contracted providers 
are sufficient to meet service need 

Goal 3: Increase utilization of Community Supports by eligible members 
EQ4: Did the number of members receiving 
Community Supports increase over time? 

 
H4: The number of members receiving 
Community Supports will increase over time 

• Proportion of eligible members that are 
authorized for and subsequently utilize 
Community Supports 

• Number and types of Community Supports 
used 

• Frequency114 and duration of Community 
Supports use 

 
 
 

114 Frequency will only be assessed for Community Supports that can be offered more than once in a 
lifetime. 
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Exhibit 4. Community Supports program goals and related evaluation questions, hypotheses, and 
measures 

Evaluation Questions (EQ) & Hypotheses (H) Measures 
H4b: Members with housing-related needs will 
receive more than one Community Supports to 
address these needs 

• Number and proportion of eligible Medi-Cal 
members that used each Community Supports 

• Demographic and health characteristics of 
Community Supports users, compared to the 
population of non-users eligible for these 
services 

• Proportion of members with housing needs 
that receive more than one Community Support 
simultaneously 

• Most frequently co-occurring Community 
Supports 

• Demographic and health characteristics of 
members receiving more than one Community 
Support, relative to members only receiving 
one Community Support 

• MCPs and providers’ perceptions of factors 
affecting member utilization of Community 
Supports 

EQ5: What strategies are being used to identify 
and refer eligible members to Community 
Supports? 

 
H5: Members will primarily be connected to 
Community Supports via community-based 
provider referrals 

• MCPs and providers’ self-reported processes for 
identifying members eligible for Community 
Supports and connecting them to services 

• Member self-reports of mechanisms for 
learning about how their Community Supports 
needs can be recognized and addressed: family, 
community orgs, PCP, specialty care 

• Member self-report of who, how, and when 
MCP or provider offered information about 
options for managing their need and/or how 
Community Supports might address their need 

• Member self-reports of number, types, and 
timing of exposure to and use of different types 
of Community Supports 

Goal 4: Examine whether and how public investments in housing and other HRSN services change 
over time in concert with new Medicaid funding for those services 
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Exhibit 4. Community Supports program goals and related evaluation questions, hypotheses, and 
measures 

Evaluation Questions (EQ) & Hypotheses (H) Measures 
EQ6: How is new Medicaid funding for 
Community Supports impacting existing systems 
of care? 

 
H6: Medicaid funding for Community Supports 
will be perceived as complementing state and 
local investments in housing and other HRSN 
services. 

• Number of people experiencing homelessness 
in California, 2015-2024 

• U.S. Department of Housing and Urban 
Development (HUD) funding to Continuums of 
Care (CoCs) in California, 2015-2024 

• CoC Homeless Assistance Programs Housing 
Inventory, California, 2015-2024 

• Low-Income Housing Tax Credit (LIHTC) housing 
units, California, 2015-2024 

• MCPs and providers’ perceptions of how new 
Medicaid funding for Community Supports has 
impacted existing systems of care, including 
non-Medicaid funding for similar supports or 
services 

• MCP and provider descriptions of how they are 
using new Medicaid funding in concert with 
state and local investments in housing or other 
social services to address member needs. 

Goal 5: Increase members’ access to outpatient care including behavioral health services and reduce 
acute care utilization and long-term care admission and stays 

EQ7a: Will Community Supports affect access to 
outpatient care? 

 
H7a: Members receiving Community Supports 
will use more outpatient services than members 
who do not 

• Primary care visits 
• Specialty care visits 
• Mental health services 
• Substance use disorder services 
• Member self-report of downstream impacts of 

receiving Community Supports (e.g., on 
finances and access to needed health care) 

EQ7b: Will Community Supports reduce avoidable 
acute care utilization or long-term care stays? 

 
H7b: Members receiving Community Supports 
will experience greater reductions in avoidable 
acute care utilization and long-term care stays 
than members who do not 

• Emergency department visits (total; needed, 
preventable, primary care treatable, non-
emergent; mental health-related, alcohol-
related or substance use related) 

• Hospitalizations (total; from ED; potentially 
avoidable) 

• Long-term care stays 
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Exhibit 4. Community Supports program goals and related evaluation questions, hypotheses, and 
measures 

Evaluation Questions (EQ) & Hypotheses (H) Measures 
 • Housing stability (as feasible) 

Goal 6: Improve quality of care and outcomes of care 

EQ8: Are members satisfied with Community 
Supports referral processes and services? 

 
H8a: Members who receive Community Supports 
will be satisfied with services 

 
H8b: Member dissatisfaction with services, as 
indicated by appeals and grievances for each 
Community Supports relative to total service use, 
will decrease over time. 

• Volume of appeals and grievances for each 
Community Supports 

• Reasons and resolution status for appeals and 
grievances. 

• Members’ self-reported knowledge and 
satisfaction with anticipated and actual 
Community Supports received 

• Providers’ self-reported perception of 
Community Supports’ effectiveness at 
addressing members’ identified HRSN 

• MCPs’ self-reported perception of Community 
Supports’ effectiveness at addressing members’ 
identified HRSN 

EQ9: Following receipt of housing-related 
Community Services, are members being 
transitioned to other appropriate supports, when 
needed? 

 
H9: The proportion of members transitioned to 
appropriate HRSN supports will increase over 
time 

• Proportion of members receiving recuperative 
care that transition to short-term post-
hospitalization housing 

• Proportion of members receiving recuperative 
care or short-term post-hospitalization housing 
that receive housing transition navigation 
supports 

• Proportion of members receiving housing 
navigation, housing deposits, recuperative care, 
or short-term post-hospitalization housing that 
subsequently receive other public housing 
assistance 

EQ10: Will Community Services improve quality 
and outcomes of health care? 

 
H10a: Community Supports will improve member 
receipt of appropriate care 

 
H10b: Community Supports will reduce member 
receipt of avoidable care 

• Initiation and engagement of alcohol and other 
drug dependence treatment 

• Follow-up after ED visit for alcohol and other 
drug abuse or dependence 

• Health Equity and Quality Measure set 
(HEQMS) and Healthcare Effectiveness Data and 
Information Set (HEDIS) measures not already 
in the HEQMS data set, e.g., A1C control for 
patients with diabetes and blood pressure 
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Exhibit 4. Community Supports program goals and related evaluation questions, hypotheses, and 
measures 

Evaluation Questions (EQ) & Hypotheses (H) Measures 
H10c: Community Supports will promote 
maintenance of member function 

 
H10d: Community Supports will reduce cause- 
specific complications 

control for those with a history of high blood 
pressure or high risk of coronary artery disease. 

• Receipt of medications / adherence to 
recommended medications (based on 
medication fill rates for chronic conditions) 

• Overall summary quality metric(s) based upon 
the full set of measured quality metrics 

• Maintenance of function 
• Mortality 
• Cause-specific complications 
• Provider and member self-report of appropriate 

care processes (as needed and feasible) 

Goal 7: Reduce disparities in service utilization, quality of care, and outcomes of care 

EQ11: Are there disparities in Community 
Supports utilization based on member 
demographic characteristics or health conditions 
or community characteristics? 

 
H11: Community Supports utilization will be 
higher in urban communities, communities with 
street medicine programs, and among members 
with English as preferred language 

• Number and type of Community Supports used, 
stratified by member housing status, 
demographic and health characteristics, and 
geographic indicators 

• Proportion of eligible members that used 
Community Supports, stratified by member 
housing status, demographic and health 
characteristics, and geographic indicators 

EQ12: Will Community Supports impact 
disparities in downstream physical or behavioral 
health service utilization, quality of care, and 
outcomes of care? 

 
H12a: Community Supports will reduce age, sex, 
racial/ethnic, linguistic, and functional (disability) 
disparities in downstream physical or behavioral 
health service utilization, quality of care, and 
outcomes of care 

 
H12b: Community Supports will reduce 
disparities in physical or behavioral health service 

• Select measures from Goals 5-6, stratified by 
member demographic and health 
characteristics and geographic indicators 

• MCPs and providers’ self-reported participation 
in health equity initiatives or other efforts to 
reduce health disparities 

• Member self-report of discrimination or 
disparities 
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Exhibit 4. Community Supports program goals and related evaluation questions, hypotheses, and 
measures 

Evaluation Questions (EQ) & Hypotheses (H) Measures 
utilization and outcomes of care for individuals 
experiencing homelessness 

 

Goal 8: Ensure Community Supports are cost-effective alternatives to State Plan services or settings 

EQ13: Will Community Supports impact cost of 
care? 

 
H13: Community Supports are cost-effective 
alternatives to State Plan services and settings. 

• Estimated change in Medi-Cal payments for 
services such as ED visits, hospitalizations, and 
long-term care stays for members utilizing 
Community Supports 
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Methodology 
Data Sources 
UCLA-RAND will use multiple data sources for the Community Supports evaluation. To 
improve cost-efficiencies and consistency across the CalAIM evaluation as well as enhance 
the evaluation’s understanding of potential differential Community Supports’ impact on 
subpopulations of Medi-Cal members, UCLA-RAND will use relevant data already obtained 
for the PATH, GPP, Duals, and Reentry evaluations when possible. UCLA-RAND has already 
submitted a consolidated data request for the four initial components of the CalAIM 
Evaluation to facilitate efficiencies in data accession. The Community Supports’ evaluation 
will also request new administrative data sources from DHCS as needed to address 
Community Supports’ evaluation questions. The UCLA-RAND Evaluation will further obtain 
available external secondary data on community-based providers and their characteristics, 
as well as on geographic indicators such as urbanicity, social vulnerability, and health 
inequity. When appropriate, UCLA-RAND will also draw on data previously collected by 
UCLA-RAND as part of prior 1115 Waivers or other evaluations (e.g., for GPP, WPC, or 
HHP). Exhibit 5 lists the data sources that UCLA-RAND plans to use as part of the 
evaluation, along with the baseline period, follow-up period and/or collection date(s) for 
each data sources. Periods/dates may change based on data availability and level of effort 
for data collection as noted below. 

Exhibit 5. List of Data Sources for Community Supports Evaluation with Baseline 
Period, Follow-Up Period, or Collection Date(s)115 

 

Data Source Baseline Period Follow-Up Period or Collection 
Date(s) 

Primary Data   
Managed Care Plan Semi-Structured 
Interviews and Surveys 

Prior to Community Support 
implementation – select 
measures 

Q2/Q3 2024 and Q2/Q3 2026 
(two collection dates) 

Community Support Provider Semi-
Structured Interviews and Surveys 

Prior to Community Support 
implementation – select 
measures 

Q4 2024-Q3 2025 and Q2/Q3 2026 (two 
collection dates) 

Member Survey n/a 2026 (one collection date) 
DHCS Administrative Data   

 

 
115 Prospective data collection (member surveys, focus groups, interviews, and chart abstraction) are only for 
the two 1115 Waiver CS services. 
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Data Source Baseline Period Follow-Up Period or Collection 
Date(s) 

Quarterly Implementation and 
Monitoring Reports 

n/a January 1, 2022 – December 31, 2026 

Medi-Cal Eligibility and Claims Data January 1, 2020 – December 
31, 2021 

January 1, 2022 – December 31, 2026 

Data on Appeals, Grievances, and State 
Fair Hearings for Community Supports 

n/a January 1-2022-December 31, 2026 

Other documents (e.g., Community 
Supports Policy Guides, MCP-Submitted 
Model of Care Templates, Reports on 
HRSN Capacity Building and 
Infrastructure Efforts) 

n/a January 1, 2022 – December 31, 2026 or 
As Available/Collected 

Other Member-Level Data   

California Interagency Council on 
Homelessness (CalICH)’s Homeless Data 
Integration System (HDIS) 

January 1, 2020 – December 
31, 2021 

January 1, 2022 – December 31, 2026 

California Department of Health Care 
Access and Information (HCAI) Hospital 
Discharge and Emergency Department 
Visit Data 

January 1, 2020 – December 
31, 2021 

January 1, 2022 – December 31, 2026 

In Home Support Services (IHSS) Annual 
Functional Evaluation 

January 1, 2020 – December 
31, 2021 

January 1, 2022 – December 31, 2026 

State Death Statistical Master File January 1, 2020 – December 
31, 2021 

January 1, 2022 – December 31, 2026 

State Cancer Registry January 1, 2020 – December 
31, 2021 

January 1, 2022 – December 31, 2026 

State Vaccine Registry January 1, 2020 – December 
31, 2021 

January 1, 2022 – December 31, 2026 

MCAS measures January 1, 2020 – December 
31, 2021 

January 1, 2022 – December 31, 2026 

Medicaid Core Set Measures January 1, 2020 – December 
31, 2021 

January 1, 2022 – December 31, 2026 

Minimum Data Set (MDS) of Long-Term 
Care Assessments 

January 1, 2020 – December 
31, 2021 

January 1, 2022 – December 31, 2026 

Outcome and Assessment Information 
Set (OASIS) Home Care Assessments 

January 1, 2020 – December 
31, 2021 

January 1, 2022 – December 31, 2026 

Hospital Chart Abstraction Period during 
which Members were hospitalized 

n/a Select individuals hospitalized between 
July 2025 through December 2026 

Secondary Data   
National Institute for Medical Respite 
Care Directory 

January 1, 2020 – December 
31, 2021 

January 1, 2022 – December 31, 2026 

Continuum of Care Providers January 1, 2020 – December 
31, 2021 

January 1, 2022 – December 31, 2026 

Uniform Data System January 1, 2020 – December 
31, 2021 

January 1, 2022 – December 31, 2026 
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Data Source Baseline Period Follow-Up Period or Collection 
Date(s) 

Lists of PATH CITED and TAM recipients n/a January 1, 2022 – December 31, 2026 
Enrollment and utilization data on WPC 
and HHP users 

January 2017 to December 
2021 

 

Publicly Available Geographic Data (e.g., 
Health Places Index) 

January 1, 2020 – December 
31, 2021 

January 1, 2022 – December 31, 2026 

Notes: The CalAIM waiver was authorized for the time period January 1, 2022 – December 31, 
2026. Baseline period refers to the time frame prior to CalAIM implementation that will be used to 
help evaluate impact of Community Supports. Follow-up period refers to the time frame after 
CalAIM implementation used to evaluate impact of Community Supports. Baseline and follow-up 
periods and collection dates are subject to change based on data availability. Member survey and 
hospital chart extraction will only be used for evaluation of the two CalAIM 1115 waiver 
Community Supports, recuperative care and short-term post-hospitalization housing. 

Per STC 15.4, UCLA-RAND will attempt, with support from DHCS, to access several 
databases necessary to characterize our exposed population and comparison groups, as 
well as member reports of utilization of services and receipt of recommended care 
services, and data elements describing key structures related to homelessness and other 
social needs. In all instances, we emphasize the importance of seeking support from DHCS 
as their support will be critically important in our securing timely and comprehensive data 
as requested. 

Below we provide several examples of specific data requests with associated potential 
alternatives that could be performed if the primary data request is unsuccessful. 

1. The California Interagency Council on Homelessness (CalICH)’s Homeless Data 
Integration System (HDIS), which integrates local Homeless Management 
Information System data from all the Continuums of Care (CoC) in California and 
links this data with Medi-Cal eligibility and claims data on members eligible for 
Community Supports. If UCLA is unable to obtain the CalICH HDIS data, then UCLA-
RAND will, with input and support from DHCS, determine whether to secure data 
on member receipt of housing assistance from a purposefully selected sample of 
local CoCs or from the Los Angeles County Enterprise Linkages Project 2.0. UCLA-
RAND will also attempt to procure and link data on people living in Low-Income 
Housing Tax Credit (LIHTC) and Housing and Urban Development (HUD)-subsidized 
housing in a small sample of purposefully selected jurisdictions because data on 
HUD assistance represents only a small component of the overall housing 
assistance members may receive. 
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2. Data on social needs screening and results from select community resource referral 
platforms, health plans, or provider electronic health records. Additionally, UCLA-
RAND will survey a purposeful sample of members eligible for the 1115 Waiver 
Community Supports to obtain member reports of perceived needs for Community 
Supports, their experiences accessing Community Supports, how their receipt of 
Community Supports were associated with changes in perceived needs, and any 
unintended consequences of Community Supports participation. 

3. The Minimum Data Set of Long-Term Care database for California nursing home 
(NH) residents, which will provide comprehensive data on NH resident functional 
status, cognitive status, active illnesses, adverse events, supportive care, and 
advanced care preferences – elements that are key to understanding Community 
Supports measures linked to transitioning NH residents to assisted living or 
independent living in the community. UCLA-RAND will also attempt to obtain 
annual In-Home Supportive Services (IHSS) assessments, which provide 
standardized functional assessments that can be used to track the maintenance of 
function for a substantial subset of members over time. 

4. Medicare managed care encounter data for Duals who are eligible to receive 
Community Supports services. There is one MCP offering Community Supports that 
is a fully integrated dual eligible special needs plan; other Duals may also be 
receiving Community Supports from other MCPs. 
Hospital chart abstraction (post-hospitalization transitional housing) to measure (1) 
severity of illness, (2) instability at discharge, (3) discharge location, and (4) 
discharge treatment plan. Hospital chart abstraction will focus on the initial and 
final aspects of hospitalization (focused on admission notes, discharge summaries, 
discharge notes, and advanced care planning documentation). Chart abstraction 
will focus on up to 1000 completed charts – 500 individuals who received post-
hospitalization transitional housing and 500 matched individuals (based on 
demographics, location, diagnosis at admission, and severity of illness based upon 
administrative data-based secondary diagnoses). More detailed information about 
chart abstractions is provided in Appendix 1. If chart abstraction is not feasible, 
UCLA-RAND will determine, with input from DHCS, whether the member survey or 
other data could be used to obtain some of this information instead. 
Should the chart abstraction design described above not be feasible for the sample 
size described above, an alternative strategy for assessing member experience 
would involve a more intense mixed methods approach engaging a smaller study 
cohort (30-50 individuals). Specifically, UCLA-RAND will conduct a mixed method, 
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focused, short-term (e.g., nine-month) longitudinal assessment of members eligible 
for use of the short-term post-hospitalization housing 1115 Community Supports. 
Participants would be invited to sign informed consent for review of medical 
records and participation in the program. Analysis of this cohort would provide 
clinically and socially relevant information about how member’s lives are changed 
(or not) with exposure (or not) to a 1115 Community Support. This type of analysis 
would be focused on individuals meeting eligibility criteria for either the post-
hospital short-term housing Community Supports and/or medical respite condition 
on the individual (1) providing consent to participate in twice monthly video or 
phone calls, (2) signing medical record consents for access to their medical records, 
and (3) meeting specific clinical criteria associated with one of the three clinical 
conditions we anticipate studying. 

When administrative or secondary data are not available to address evaluation research 
questions, UCLA-RAND will address these gaps with primary data collection (e.g., surveys 
and/or interviews). Any surveys or interviews conducted with MCPs, or providers will be 
coordinated with other CalAIM evaluation components (e.g., PATH, Re-entry) as 
appropriate. More specific details of data sources planned for the Community Supports 
evaluation are provided below. 

1. DHCS administrative data on Community Supports from January 1, 2022 through 
December 31, 2026, including Medi-Cal eligibility and claims data, Quarterly 
Implementation Monitoring Reports and JavaScript Object Notation Data on ECM 
and Community Supports, Community Supports policy guides, PATH CITED 
applications and awardees for Community Supports, Housing and Homelessness 
Incentive Program (HHIP) and Incentive Payment Program (IPP) reports, reports 
submitted by MCPs or Community Supports providers to DHCS (e.g., Model of Care 
templates, implementation plans), data on appeals, grievances, and state fair 
hearings for each Community Support, and salient data from any DHCS-
administered surveys of MCPs or Community Supports providers. 

2. Existing data on previous WPC and HHP users. WPC was implemented in 2017-
2021. HHP implementation was staggered, but the program was implemented in 
2018-2021. 

3. Data on community-based providers and their characteristics, focusing on providers 
identified by DHCS as “preferred partners” for providing each Community Support 
(e.g., National Institute for Medical Respite Care directory of medical respite 
providers in California). 
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4. Publicly available geographic data such as county, rural-urban commuting area 
codes (RUCAs), Social Vulnerability Index (SVI), Healthy Places Index (HPI), or Social 
Deprivation Index (SDI) used to identify members’ county of residence, region, rural 
communities, those with high SVI or SDI scores, or those in the bottom two HPI 
quartiles. 

5. Semi-structured interviews with MCPs and a purposive sample of providers 
contracted to provide Community Supports, conducted in 2024 and 2026. At each 
time, we will interview MCPs and a purposefully selected sample of 40-45 
community-based providers. Community-based providers will be selected to 
maximize variation in eligible provider types, Community Support provided, and 
geographic location, and will be identified based on UCLA-RAND review of provider 
data as well as MCP recommendation. Interview questions will assess topics such as: 
(a) factors affecting provider and member uptake of Community Supports, (b) 
processes for identifying members eligible for Community Supports and connecting 
them to services, (c) how respondents may be using Community Supports funding 
in conjunction with other resources to address member needs; (d) approaches for 
coordinating with other stakeholders to identify and address members’ other 
health, behavioral health, and social needs, (e) perceived effectiveness of 
Community Supports at addressing members’ HRSN, and (f) perceived impacts of 
Community Supports and other new Medicaid funding on existing systems of care. 
As appropriate, UCLA-RAND may interview up to 15 additional key informants (e.g., 
from county human service agencies, public behavioral health, Continuums of Care) 
in select counties to address (c) and (f). These key informants would only be 
interviewed at a single point in time. To minimize respondent burden, all interviews 
will be conducted in coordination with the PATH evaluation; any interviews with key 
informants from carceral settings will be coordinated with the Reentry evaluation. 

6. UCLA-RAND surveys of MCPs and Community Supports providers, administered in 
2024 and 2026 to MCPs and Community Supports providers. To minimize 
respondent burden, surveys will be conducted in coordination with the PATH 
evaluation. Surveys will collect structured information on Community Supports 
implementation policies and practices and other topics identified as salient in key 
informant interviews. 

7. UCLA-RAND Member Surveys for a sample of members participating in the two 
1115 Waiver Community Supports. Per STC 15.4, UCLA-RAND will attempt, with 
support from DHCS, to sample members participating in the Post-Hospitalization 
Transitional Housing Support and a different sample of those participating in the 
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Recuperative Care Support. UCLA-RAND will aim for 200 completed surveys for 
each of these two 1115 Community Supports with an estimated survey response 
rate of 10%. Survey recipients will receive an inducement ($20 gift card) for 
completed surveys. We anticipate survey completion will take approximately 20 
minutes. Surveys will be available in English and Spanish and may be translated to 
additional languages as needed. Questions will focus on member-reported health 
and social needs, housing instability, health instability, self-reported health, 
satisfaction, post-intervention housing outcomes, and access to and use of other 
types of social services. Since need can be understood by members through clinical, 
social, and/or economic lenses, survey items will be specifically designed to 
understand how members identify and characterize their need(s). Where possible, 
UCLA-RAND will aim to assess concordance between member reports of their need 
for specific components of the Community Support bundle they may have 
anticipated receiving and those they report receiving. The survey will query 
members about how receipt of Community Supports impacted their health and 
well-being. If members report not using the approved service, they will be queried 
about the reason the service was not used. Ideally, a matched set of members not 
receiving Community Supports will also be identified and surveyed. More detailed 
information about the member surveys is provided in Appendix 1. 

 
Among members eligible for a 1115 Community Supports, individuals eligible to 
participate in this evaluation component would include members known to have 
claim/encounter evidence for one of three clinical conditions noted to be prevalent 
among those eligible for a 1115 Community Supports. Applying this restriction will 
allow our measurement tools to collect focused clinical-condition specific measures 
regarding changes in burden of illness, processes, and outcomes, including 
member report of function and quality of life. For example, if we use active leg 
ulcers as a diagnosis at the time of hospital discharge, we would be able to include 
during our proposed nine-month follow-up period, measures describing how the 
leg ulcer is managed and healing, in addition to measuring member’s function and 
well-being. Conditions likely to be prevalent among members eligible for a 1115 
Community Supports include chronic conditions such as diabetes, hypertension, 
and chronic kidney disease with an acute exacerbation (e.g., with leg ulcer) 
prompting a recent hospital stay. UCLA-RAND will use empirical analyses of the 
distribution of diagnoses among those eligible for 1115 Community Supports to 
assess prevalent conditions. Among prevalent conditions, UCLA-RAND will prioritize 
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the study of conditions for which preexisting measurement tools are documented, 
appropriate for use in this population, and can support repeat measures across nine 
months. 

 
If feasible, available data would come from focused medical record review, 
phone/video visits, member-reported survey data, and claims/ encounter data. 
Utilization, quality, and quality of life data will be measured. 

 
While this mixed methods approach uses case identification strategies similar to 
those described above for survey and medical record abstraction, the number of 
members studied will be fewer than described above with the member survey 
abstraction analysis. The added value of this focused mixed method approach is 
somewhat more intense with multiple complementary data elements being 
available to describe and evaluate stability of hospital discharge, processes, and 
outcomes, including member experience of their transition to and from a 1115 
Community Supports opportunity. 

 
Analyses of this mixed method cohort will be largely descriptive combining 
thematic analyses and comparative case analysis with quantitative analyses 
describing utilization and quality for those participating in this mixed methods 
approach. The analysis will address the member’s experience of transitioning to 
1115 Community Supports with the description being formed by multiple 
complementary data sources that are likely to provide answers to the important 
question of the member’s experience participating in a 1115 Community Supports. 

Measures 
Exhibit 6 on the next page summarizes the data sources and associated data elements that 
UCLA-RAND anticipates accessing to address Community Supports evaluation goals. Data 
that UCLA-RAND anticipates using for the evaluation are listed in each column, and 
measurement domains pertinent to the Community Supports evaluation are listed in each 
row. Check marks within cells illustrate our expectation of measures available in each data 
source. 
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Exhibit 6: Data Sources and Data Elements (Abbreviations and notes are shown at the bottom of the table) 

  
DHCS Claims IHSS MDS DSMF HCAI House 

M 
Survey 

Chart 
Fee 
Sch 

Prov OSurveys Qual 

Member Demographics 
 Age •             
 Sex •             
 Race/Ethnicity •             
 Preferred Language •             
 Marital Status    • •   •      
 Social Need (self- 

report) 
       

• 
     

 Social Need 
(neighborhood) 

• 
            

 Service Need  •      •    •  
 Homelessness •     • • •      

Member Case-Mix Severity and Related Selection Criteria 
 Reported Diagnoses  •    •        
 Active Illnesses    •          
 Severity at Admission         •     
 Illness Burden at 

Discharge 

        
• 

    

               

 Duration in Hospital*  •    •   •     
 Duration in Nursing 

Home* 
 

• 
 

• 
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Exhibit 6: Data Sources and Data Elements (Abbreviations and notes are shown at the bottom of the table) 

Member Functional Status 
 Activities of Daily 

Living 
  

• • 
         

 Cognitive Status    •     •     

Enrollment Characteristics 
 Eligibility Status •             
 Duration Enrolled •             
 Medicare Status •             

Access to Care 
 Ease receiving 

needed care 
       

• 
     

 Distance to Closest 
Service Provider 

• • 
        

• • 
 

 Distance to Closest 
High Volume Service 
Provider 

 
• 

 
• 

         
• 

 
• 

 

Outcomes: Utilization Measures 
Hospitalization (All 
cause, cause-specific, 
preventable) 

  
• 

    
• 

       

ED Visit without 
Hospitalization (All 
cause, cause-specific, 
preventable) 

 
 

• 

   
 

• 
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Exhibit 6: Data Sources and Data Elements (Abbreviations and notes are shown at the bottom of the table) 

 Ambulatory Care 
Visits (All cause) 

 
• 

           

In-Home Supportive 
Service Hours 

 
• 

           

Nursing Home Stays  •  •    •      

Outcomes: Cost of Care 
Overall Estimated 
Costs 

• • 
    

• 
  

• 
   

Outcomes: Quality of Care 
HEDIS Measures 
(Claims-based) 

 
• 

           

Medicaid Core 
Measures (Claims-
based) 

  
• 

           

Other Valid Measures 
(Claims-based) 

 
• 

           

Outcomes: Clinical Outcomes 
Mortality •   • • •       • 
Functional Decline   •  •   •      

Illness Resolution        •      

Non-Clinical Outcomes 
Housing stability       • •      

Satisfaction with 
Assistance 

       
• 
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Exhibit 6: Data Sources and Data Elements (Abbreviations and notes are shown at the bottom of the table) 

 Provider Surveys             • 

 
Note: DHCS – DHCS eligibility file; Claims – service managed care encounters and paid claims; IHSS – In Home Service Support annual evaluations; MDS – 
Minimum Data Set for Long Term Care; DSMF – California Death Statistical Master File; HCAI – California Health Care Access and Information hospital discharge 
and ED encounter abstracts; House – Public Housing Assistance Data; MSurvey – Member Surveys; Chart – Hospital Chart Abstraction (Post-Hospitalization 
Transitional Housing); Fee Sch – Fee Schedules; Prov – Provider Databases; OSurveys – Other Surveys (Plans, Providers, etc.); Qual – Qualitative Data. 
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Exhibit 7 illustrates data elements that UCLA-RAND anticipates using to evaluate each of the 14 pre-approved Community Supports. Within each listed column (all of which represent a unique Community Support), 
we have included a check mark within cells to illustrate our expectation for data that will be available for analysis of the Community Support named in the associated column. 

 

Exhibit 7: Measures and Community Supports 
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Member Demographics  
 Age • • • • • • • • • • • • • • 

Sex • • • • • • • • • • • • • • 
 Race • • • • • • • • • • • • • • 

Preferred Language • • • • • • • • • • • • • • 
 Marital Status • • • • • • • • • • • • • • 

Social Need (self-report) • •             
 Social Need (neighborhood) • • • • • • • • • • • • • • 

Service Need • •      • •     • 
 Homelessness • • • • • • • • • • • • • • 
Member Case-Mix Severity and Related 
Selection Criteria 

 

 Reported Diagnoses • • • • • • • • • • • • • • 
 Active Illnesses        • •      
 Severity at Admission •              
 Illness Burden at Discharge •              
 Duration in Hospital* •              
 Duration in Nursing Home*        • •      

Member Functional Status  
 Activities of Daily Living        • • •     
 Cognitive Status        • •      

Enrollment Characteristics  
 Eligibility Status • • • • • • • • • • • • • • 
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Exhibit 7 illustrates data elements that UCLA-RAND anticipates using to evaluate each of the 14 pre-approved Community Supports. Within each listed column (all of which represent a unique Community Support), 
we have included a check mark within cells to illustrate our expectation for data that will be available for analysis of the Community Support named in the associated column. 

 

Exhibit 7: Measures and Community Supports 

 1115 services 1915(b) services 
 

Sh
or

t-
te

rm
 p

os
t-

ho
sp

ita
liz

at
io

n 
ho

us
in

g 

Re
cu

pe
ra

tiv
e 

ca
re

 
(m

ed
ic

al
 re

sp
ite

) 

H
ou

si
ng

 tr
an

si
tio

n 
/ 

na
vi

ga
tio

n 
se

rv
ic

es
 

H
ou

si
ng

 te
na

nc
y 

an
d 

su
st

ai
ni

ng
 

se
rv

ic
es

 

H
ou

si
ng

 d
ep

os
its

 

Re
sp

ite
 c

ar
e 

D
ay

 h
ab

ili
ta

tio
n 

pr
og

ra
m

s 

N
ur

si
ng

 fa
ci

lit
y 

tr
an

si
tio

n/
di

ve
rs

io
n 

to
 a

ss
is

te
d 

liv
in

g 
fa

ci
lit

y 

Co
m

m
un

ity
 

tr
an

si
tio

n 
se

rv
ic

es
/n

ur
si

ng
 

fa
ci

lit
y 

tr
an

si
tio

n 
to

 
ho

m
e 

Pe
rs

on
al

 c
ar

e 
an

d 
ho

m
em

ak
er

 se
rv

ic
es

 

En
vi

ro
nm

en
ta

l 
ac

ce
ss

ib
ili

ty
 

ad
ap

ta
tio

ns
 (h

om
e 

m
od

ifi
ca

tio
ns

) 
M

ed
ic

al
ly

 ta
ilo

re
d 

m
ea

ls
 /

 m
ed

ic
al

ly
 

su
pp

or
tiv

e 
fo

od
s 

 
So

be
rin

g 
ce

nt
er

s 

 A
st

hm
a 

re
m

ed
ia

tio
n 

Duration Enrolled • • • • • • • • • • • • • • 
 Medicare Status • • • • • • • • • • • • • • 
Access to Care  

 Ease of receiving timely necessary care 
(self-reported access to care) 

• • 
            

Distance to Closest Service Provider • • • • • • • • • • • • • • 
 Distance to Closest High Volume 

Service Provider 
• • • • • • • • • • • • • • 

Outcomes  

Utilization Measures 
 Hospitalization (All cause, cause- 

specific, preventable) 
• • • • • • • • • • • • • • 

ED Visit without Hospitalization (All 
cause, cause-specific, preventable) 

• • • • • • • • • • • • • • 

 Ambulatory Care Visits (All cause) • • • • • • • • • • • • • • 
In-Home Supportive Service Hours          • •    

 Nursing home Stays • • • • • • • • • • • • • • 
Cost of Care  

 Overall Estimated Costs • • • • • • • • • • • • • • 
Quality of Care  

 HEDIS Measures (Claims-based) • • • • • • • • • • • • • • 
Medicaid Core Measures (Claims- 
based) 

• • • • • • • • • • • • • • 

 Other Valid Measures (Claims-based) • • • • • • • • • • • • • • 
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Exhibit 7 illustrates data elements that UCLA-RAND anticipates using to evaluate each of the 14 pre-approved Community Supports. Within each listed column (all of which represent a unique Community Support), 
we have included a check mark within cells to illustrate our expectation for data that will be available for analysis of the Community Support named in the associated column. 
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Clinical Outcomes  
 Mortality • • • • • • • • • • • • • • 

Functional Decline        • • •     
 Illness resolution • •             

non-Clinical Outcomes  
 Housing stability (derived) • • • • • • • • • • • • • • 

Housing stability (self-report) • •             
 Satisfaction with Assistance • •             

Note: Measures that are universally available across all Community Supports would be based upon in-common routinely collected data (enrollment, claims/encounters, hospital ED and discharge data, death certificate 
data, housing data, and provider data). 



720  

Data Cleaning and Validation 
This section outlines data cleaning and validation processes that the evaluation team 
expects to follow based on the team’s prior collective experience working with data. 
Certain aspects of these processes are expected to change based upon data availability 
and reporting. For the Community Supports evaluation, the evaluation team will rely upon 
a combination of routinely collected person-level, provider-level, and plan-level data 
based primarily on data from the state Medicaid program. These data will be 
supplemented by other routinely collected state and federal data as described in the Data 
Sources section above as well as by prospectively collected data from Medi-Cal members 
(surveys), service providers (interviews, possible chart abstraction, and other data), and 
Medi-Cal managed care plans (surveys and interviews). 

For person-level analyses, state Medi-Cal data will provide the overarching source for 
demographic, geographic, and case-mix severity. Data will be assembled to create 
longitudinal descriptions of utilization, quality, and outcomes as described in more detail 
elsewhere. Where possible, we will employ concordant validity across distinct data sources 
to determine accuracy and completeness of reporting. 

For Community Supports, the California Department of Health Care Services has provided 
guidance to MCPs regarding which codes to use for each Community Support. The 
accuracy and completeness of codes is unknown at this time. The evaluation team will rely 
upon concordant and face validity to determine completeness of reporting. For example, 
data provided in QIMRs will be compared to data available in claims regarding the number 
of members served and the number of Community Supports services provided. Patient 
self-report and chart abstraction are independent sources of gold standard information 
that may be used to validate some of the Community Supports services. 

For utilization, key aspects of care can be compared across distinct data sources, 
contingent on data availability and access. For example, hospitalizations and ED visits 
within state reported by MCPs can be compared to the gold standard of hospitalization 
discharge and ED visit abstracts reported to the state by hospitals. Similarly, care delivered 
by home health care and within registered nursing homes can be compared between the 
Medi-Cal data and the reporting from the gold standard of Outcome and Assessment 
Information Set (OASIS) and the Minimum Data Set (MDS) data sets, which also have 
additional information on demographics, indications for care, comorbidities, physical 
function, cognitive function, and care delivery in these settings. 

Demographics will be drawn from the Medi-Cal eligibility / enrollment file. Data on 
unhoused individuals or individuals at-risk of being unhoused will be based upon a prior 
validated approach, e.g., by using residence information from the eligibility file 
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supplemented by the International Classification of Diseases (ICD)-10-z-codes. This 
approach is known to be specific, but not sensitive. Certain providers may be able to 
provide the evaluation team prospectively identified individuals who are unhoused or at-
risk of being unhoused, which can be as gold standard validation for existing data. 
Comorbidities based upon consensus coding (e.g. Elixhauser assigned codes) and a 
minimum of two separate outpatient or one inpatient code for each condition with 
consistent observation periods for all individuals provide valid and reliable measures. 

As currently conceived, the evaluation team will perform prospective data collection from 
members receiving Community Supports and from potentially matched members that did 
not receive Community Supports. The evaluation team’s member survey may be used to 
help assess accuracy, completeness, and reliability of demographics, comorbidities, and 
service receipt in Medicaid data with self-report. Patient survey will allow the evaluation 
team to compare service receipt to recorded service delivery. Chart abstraction in the 
hospital (if feasible) will provide an additional source of gold standard information. 

In summary, the evaluation team has a number of strategies that could be employed in 
cleaning and validating the data. Nevertheless, the evaluation team is aware that there are 
likely to be issues with accuracy and completeness of reporting of new Community 
Supports services, particularly when delivered in new settings or by providers without prior 
experience with Medi-Cal billing and claims. The evaluation team plans to use primary 
data and ancillary external data to reduce potential threats to validity of the data and our 
work. 

Analyses 
UCLA-RAND will respond to the evaluation questions using appropriate qualitative and/or 
quantitative analytic methods, consistent with the CalAIM evaluation’s mixed methods 
approach. Qualitative analysis will be conducted using thematic analysis or comparative 
case analysis, as appropriate. Quantitative analysis will include descriptive analyses using t-
tests and Chi-square tests, regression models, and difference-in-difference regression 
models as appropriate. Target populations used in analyses of each Community Support 
will vary based on DHCS-identified eligibility criteria for that Community Support (high-
level overview of which was provided in Exhibit 1). When relevant, baseline periods for 
each data source are identified in Exhibit 5. Unless otherwise indicated below, the baseline 
period for difference-in-difference regression models will be January 1, 2020 to December 
31, 2021. 

Goal 1: Increase uptake of Community Supports by MCPs 



722  

To address EQ1, which asks whether the number of MCPs offering Community Supports 
increase over time, UCLA-RAND will assess change or rate of growth in the related 
measures noted in Exhibit 1 over time (i.e., from January 1, 2022, to December 31, 2026). 
Data will be presented using graphical plots, and changes in trends will be measured with 
appropriate tests (e.g., Mann-Kendall test) to determine whether upward or downward 
trends are statistically significant. Where appropriate, these analyses will be 
complemented with descriptive analysis of survey data and thematic analysis of interview 
data, e.g., to provide insight into factors affecting MCPs’ decision to offer Community 
Supports. 

Goal 2: Increase awareness and uptake of Community Supports by providers 

To answer EQ2, which examines whether the number of providers contracted to provide 
Community Supports increases over time, UCLA-RAND will assess change or rate of 
growth in the related measures noted in Exhibit 1 over time (i.e., from January 1, 2022, to 
December 31, 2026). To better understand provider retention, UCLA-RAND will also assess 
provider churn over time. Data will be presented using graphic plots, and changes in 
trends will be measured with appropriate tests (e.g., Mann-Kendall test) to determine 
whether upward or downward trends are statistically significant. Where appropriate, these 
analyses will be complemented with descriptive analysis of survey data and thematic 
analysis of interview data, e.g., to provide insight into factors affecting providers’ decision 
to contract for Community Supports. UCLA-RAND will also analyze Community Supports 
Model of Care documents submitted by MCPs to obtain information on MCP processes for 
vetting providers and any minimum qualifications required of providers. As appropriate, 
UCLA-RAND will build on the PATH analysis, which examines whether the number and 
proportion of community-based providers located in under-resourced communities 
increased over time and the extent of provider participation in capacity-building programs 
such as PATH, HHIP, and IPP. 

To answer EQ3, which assesses factors affecting provider participation in Community 
Supports, UCLA-RAND will descriptively analyze provider survey data and thematically 
analyze provider interview data. Because provider participation is also contingent on MCPs 
being willing to contract with providers, UCLA-RAND will also analyze MCP survey data 
and MCP interview data for MCP perspective on this topic. 

Goal 3: Increase uptake of Community Supports by eligible members 

To answer EQ4, which assesses whether the number of members utilizing Community 
Supports increased over time, UCLA-RAND will use Quarterly Implementation Monitoring 
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Reports and JavaScript Object Notation Data on Community Supports to measure rate and 
patterns of use of Community Supports over time. UCLA-RAND will use logistic regression 
analyses to assess what member characteristics (age, sex, race, preferred language, marital 
status, social need via self-report and neighborhood characteristic, service need, and 
homelessness) differentiate eligible users and non-users for each Community Support. No 
baseline period will be included because Community Supports was not offered prior to the 
evaluation period. Member characteristics examined include age, sex, race/ethnicity, 
preferred language, homelessness, California county or region, chronic health conditions, 
vulnerability indices, severe mental illness, substance use disorder, and Medi-Cal state-
funded status, among others. For individuals receiving care in nursing homes, physical 
function, cognitive status, Resource Utilization Group (RUG) scores, adverse outcomes, and 
care receipt may be available from the MDS. Individuals receiving IHSS services will have a 
physical function available from annual IHSS functional assessments. An example equation 
for logistic regression models is provided below: 

 

 

: 1 means the member used Community Supports, and = 0 means they did not. 

i:  index of individual 
 

 
When feasible, UCLA-RAND will also assess frequency and duration of Community 
Supports use and member characteristics associated with the frequency and duration of 
Community Supports use. UCLA-RAND will also assess the feasibility of applying a UCLA-
developed algorithm to improve identification of individuals experiencing homelessness or 
residing in NHs, assisted living, board and care (also known as senior assisted living), or 
other group living arrangements. UCLA-RAND will also assess member use of multiple 
Community Supports and the extent to which Community Supports use coincides with the 
use of Enhanced Care Management. Regression analyses will be complemented with 
descriptive analysis of survey data and thematic analysis of interview data to contextualize 
and explain the findings from administrative data analysis. For example, interviews and 
survey data can illustrate whether other unmeasured characteristics or systemic barriers 
affected member use of Community Supports. 
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For the two 1115 Waiver Community Supports, member survey data will provide additional 
insight into members’ characterization of priority needs, previously experienced barriers to 
resolving these needs, and extent to which they perceive these Community Supports as 
helping to address some or all these needs. 

To address EQ5, which assesses strategies being used to identify and refer members to 
Community Supports, UCLA-RAND will analyze Community Supports Model of Care 
documents submitted by MCPs, which provide information on policies and procedures for 
how Community Supports are provided, including processes for identifying eligible 
members, authorizing Community Supports, referring members to authorized Community 
Supports, and monitoring utilization and/or outcomes resulting from the provision of 
Community Supports. Document analyses of Model of Care documents will be 
complemented with a thematic analysis of interview data, which will provide deeper 
insight into the rationale for developing certain processes and the perceived strengths and 
weaknesses of different approaches for identifying and referring members to Community 
Supports. 

For the two 1115 Waiver Community Supports, member survey data will be used to 
characterize number, types, timing of member exposure to information about Community 
Supports, and member satisfaction with information shared about their Community 
Supports eligibility, availability, and applicability to their needs. 

Goal 4: Examine whether and how public investments in housing and other HRSN 
services change over time in concert with new Medicaid funding for those services 

To address EQ6, which assesses how new Medicaid funding for Community Supports 
impacts existing systems of care, UCLA-RAND will assess the feasibility of procuring data 
on California public housing expenditures from federal and state sources from 2018-2026. 
As necessary, UCLA-RAND may also attempt to secure local public housing expenditure 
data in 2-3 purposefully selected counties over the same period. As feasible, these data 
will be analyzed to assess changes in state and local investments in housing over time, 
using descriptive statistics and ANCOVA or regression analyses as appropriate. To better 
understand MCP and provider perceptions of how new Medicaid funding for Community 
Supports has impacted existing systems of care, UCLA will thematically analyze data from 
semi-structured interviews with MCPs, providers contracted to provide Community 
Supports, and other key informants in county human service agencies, public behavioral 
health, local CoCs, or carceral settings. Interview questions will address relevant topics 
noted in Exhibit 1. 
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Goal 5: Increase members’ access to non-emergency outpatient care and reduce acute 
care utilization and long-term care stays 

To address EQs 7a/7b, which address the impact of Community Supports on members’ 
health care use, UCLA-RAND will analyze the Medi-Cal eligibility and claims data and 
Quarterly Implementation Monitoring Reports and JavaScript Object Notation data on 
Community Supports supplemented by MDSS, IHSS annual evaluations, HCAI hospital 
discharge abstracts, and Medicare claims and managed care encounters to compare 
health care use of members who received and members who were eligible but did not 
receive before and after receipt of Community Support services. The period before receipt 
of Community Support will be defined at the member-level and will include the two years 
prior to a member’s first receipt of a specific Community Support. UCLA-RAND will 
examine utilization of major categories of services including ambulatory medical care 
(primary and specialty care), mental health care, substance use disorder treatment, ED 
visits, hospitalizations, and long-term care stays. Specific measures examined may vary by 
Community Support and will be finalized with input from DHCS. To measure ED visit type, 
UCLA-RAND will apply the New York University (NYU) algorithm for differentiating ED 
types based on diagnosis codes, e.g., as (1) needed, not preventable or avoidable, (2) 
emergent or primary care treatable, (3) non-emergent; (4) mental health-, alcohol-related, 
or substance use-related, (5) injury-related, etc. 

UCLA-RAND will use difference-in-difference (DD) multivariate regression models to 
compare changes in health care utilization of members who received Community Supports 
to a comparison group of members who were eligible for but did not receive Community 
Supports. An example equation for the difference-in-difference (DD) regression model is 
provided below: 

 

 
: Health care utilization outcome and associated payment for individual i at time t (e.g., ED 
visits, inpatient stays) 

 
: Indicator for post-treatment period (1 = post receipt of specific Community Support, 0 = 

pre) 
 

 : Indicator for treatment group (1 = received Community Supports, 0 = did not) 

: Interaction term for the Difference in Difference estimator 
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: Vector of member-level covariates (age, sex, race, etc.) 
 

 : patient-level random intercept 

: Residual error term 
 

UCLA-RAND anticipates that identifying a single comparison group across Community 
Supports will be challenging because there are differences in eligibility criteria for each 
Community Support, in delivery systems and population characteristics in California 
counties, in MCP implementation approaches, and in the availability of Community 
Supports within each community over time. One important challenge is UCLA-RAND’s 
incomplete access to complete lists of members who MCPs determine to be service-
eligible and lists of the subset of these members who are meaningfully offered services. 
Furthermore, noting that Community Supports’ participation by members is voluntary, 
UCLA-RAND anticipates that some members who are offered services will decline. 
Nevertheless, opportunities for selecting a comparison group include selection from: 1) 
members who had a similar risk profile and were authorized for services but did not 
participate, and 2) members who were eligible but were not selected, perhaps because of 
a lower risk profile or because Community Supports were not available in their area or 
from their MCP. UCLA-RAND will examine the characteristics of members who were 
eligible and not receiving Community Support(s) before determining the best strategy to 
identify the comparison group. UCLA-RAND will also consider developing targeted 
comparison groups based upon patterns of Community Support use to be identified prior 
to the cohort matching process. For certain Community Supports, such as for the NH 
transition Community Supports services and individuals receiving IHSS, a more targeted 
comparison group may be more appropriate. To account for the possibility of clustered 
data (e.g., repeated measures over time or nesting of members by provider), UCLA-RAND 
will use methods such as repeated measures ANOVA, ANCOVA, or generalized linear 
mixed-effects models as appropriate. 

Although UCLA-RAND anticipates that targeted comparison groups will be necessary, 
UCLA-RAND will also examine the possibility of developing a single comparison group 
rather than creating separate comparison groups for each Community Support to allow 
for assessment of the overall impact of Community Supports on member health care use. 
This approach would avoid the anticipated difficulty of identifying an adequate number of 
members in the comparison group per MCP or Community Support. Because the 
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comparison group population profile will be designed with the collective population in 
mind, further assessment is required to determine to what extent the comparison group 
can be used as a benchmark to assess variation in impact on specific populations (e.g., 
members experiencing homelessness, members at-risk of institutionalization, etc.) or on 
MCP-level variation in impact of Community Supports. If needed and feasible, multiple 
comparison groups may be included allowing for comparison of the results for each group 
to gain a better understanding of the impact of Community Supports on member health 
care use. 

If the above strategies do not lead to the selection of a reasonable comparison group, 
UCLA-RAND will develop a model to predict the counterfactual outcomes of interest after 
Community Supports implementation, or as if Community Supports were not 
implemented. The observed outcomes will then be compared to the counterfactual 
predicted outcome. UCLA-RAND will examine all the above methodologies to identify a 
comparison group to be used in the analyses of the quantitative data. 

A key assumption of the DD design is the parallel trends assumption; that is, in the 
absence of Community Supports, health- and social services use and other outcomes (e.g., 
health-related quality of life) for enrollees and the comparison group would have been 
similar with parallel trends. In addition to the approaches described above, UCLA will also 
use propensity score matching to strengthen the validity of this parallel trends 
assumption. Specifically, UCLA-RAND will develop a propensity model that includes 
demographic characteristics, health status, service utilization, county of residence, and cost 
variables constructed from the Medi-Cal eligibility and claims data. UCLA-RAND will then 
use the subsequent propensity score in the DD models to “match” members receiving 
Community Supports to similar members who were eligible for but did not receive 
services. The models will further include the number of full-scope Medi-Cal enrollment 
months, indicators for a COVID-19 diagnosis, and participation in ECM. 

UCLA will subsequently use multilevel, generalized linear regression models to assess the 
impact of Community Supports on health services utilization per Medi-Cal member 
month. Model type will vary based on the nature of the dependent variable. For example, 
UCLA-RAND anticipates using Poisson or zero-inflated Poisson distribution to assess 
utilization. Models will control for member demographics, program characteristics, 
baseline utilization, health status indicators, and other factors identified as important in 
predicting utilization. The exposure option within a Generalized Linear Model (GLM) will be 
used to adjust for different number of months of Medi-Cal enrollment and the subsequent 
different lengths of receipt of Community Supports. To test the parallel trends assumption, 
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UCLA-RAND will run multilevel models with an individual random intercept and an 
interaction term that allows for potentially different pre-trends in baseline years between 
members receiving Community Supports and matched comparison group. As feasible, 
UCLA-RAND will also run sensitivity analyses to assess potential differential impacts of 
Community Supports on health services use of different populations (e.g., members who 
are unhoused and remain unhoused; members who are unhoused and subsequently 
housed; members with SMI/SUD; Justice Involved (JI); duals; etc.). 

Where appropriate, the DD analyses described above will be complemented with 
descriptive analysis of survey data or thematic analysis of interview data, e.g., to provide 
insight into factors perceived as affecting members’ health care use. For the two 1115 
Waiver Community Supports, UCLA-RAND will assess the feasibility of conducting a highly 
focused medical chart abstraction to provide clinically detailed information about 
member’s prehospital burden of illness, a brief summary of reasons for recent 
hospitalization that preceded 1115 Community Supports use, and plan of care specified at 
the time of hospital discharge. This information, combined with member reports of their 
health status, will provide context for interpreting utilization patterns observed with 
secondary data analyses and MCP and provider. 

Goal 6: Improve quality and outcomes of care 
 

To address EQ8, which assesses member satisfaction with Community Supports referral 
processes and services, UCLA-RAND will analyze data on appeals, grievances, and state fair 
hearings for each Community Supports. Specifically, UCLA-RAND will track the number of 
appeals, grievances, and state fair hearings for each Community Supports over time, 
relative to Community Supports use, and summarize stated reasons and resolution status 
for these appeals, grievances, and state fair hearings. UCLA-RAND will also analyze data 
from MCP and provider-level surveys and interviews regarding perceived effectiveness of 
Community Supports at addressing members’ identified HRSN, when applicable, factors 
perceived as contributing to any increases in appeals, grievances, and state fair hearings 
for Community Supports, and opportunities for improvement. For the two 1115 Waiver 
Community Supports, member surveys will assess member satisfaction with services, ease 
of accessing services, route of referral, related supportive care, and success in obtaining 
permanent housing. 

To address EQ9, which assesses whether members are being transitioned to appropriate, 
needed supports following receipt of Community Supports, UCLA-RAND will draw on data 
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from Medi-Cal eligibility and claims data, Quarterly Implementation Monitoring Reports 
and JavaScript Object Notation Data on Community Supports utilization, and HDIS or 
other data on members’ receipt of public housing assistance to assess change in the 
related measures identified in Exhibit 1. Where appropriate, these analyses will be 
accompanied with thematic analysis of interview data, e.g., to provide information on 
factors affecting the transition of members to appropriate supports and on lessons 
learned in implementation. For individuals transitioning from NHs back to the community 
(home or assisted living), NH assessments will allow for the matching of NH admissions 
and discharges of individuals with similar profiles of need to assess referral to post-NH 
stays. 

For the two 1115 Waiver Community Supports, member surveys will allow for member 
report of their general health, well-being, access and quality of care, and the extent to 
which they perceive the need that prompted their Community Support(s) use is being met. 

To address EQ10, which examines the impact of Community Supports on the quality and 
outcomes of health care, UCLA will use related measures identified in Exhibit 1 from the 
Health Equity and Quality Measure set (HEQMS) supplemented by items from HEDIS and 
other consensus measures to create greater granularity for individual and summary quality 
assessment approaches. In particular, we anticipate assessing individual and overall quality 
performance. Overall quality assessment has the advantages of expanding the eligible 
target population for assessment while also increasing the granularity of outcomes by 
allowing for individuals to be eligible for multiple quality metrics. Quality outcomes of 
interest – receipt of recommended care or avoidance of non-recommended care – can be 
succinctly present in terms of both overall “pass” rates or normalized to account for 
underlying differences in achieving recommended care as measured by individual quality 
metrics. As with Goal 5, specific quality and outcome measures examined will vary by 
Community Support and will be selected with input from DHCS. 

Using the approach outlined in Goal 5 in addressing EQs 7a/7b, UCLA-RAND will then use 
difference-in-difference multivariate regression models to assess the impact of 
Community Supports on the quality of care for members, relative to a matched 
comparison group. As feasible, UCLA-RAND will also run sensitivity analyses to assess 
potential differential impacts of Community Supports on quality and outcomes of care for 
different populations (e.g., members who are unhoused and remain unhoused, members 
who are unhoused and subsequently housed, members with SMI/SUD, members with 
diabetes receiving MTM, etc.). 
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For the two 1115 Waiver Community Supports, UCLA-RAND will assess the feasibility of 
medical chart abstraction to provide insight into member’s chronic and acute medical 
burden of illness and its association with quality and outcomes. Member surveys will 
provide additional insight into member-reported access, utilization, quality of care, and 
health outcomes following receipt of Community Supports. 

Goal 7: Reduce disparities in service utilization, quality of care, and outcomes of care 

To address EQ11, which assesses whether there are disparities in Community Supports 
uptake by member demographic characteristics or health conditions, or by community 
characteristics, UCLA will use data on Medi-Cal eligibility and claims data, Quarterly 
Implementation Monitoring Reports and JavaScript Object Notation data on Community 
Supports, and publicly available geographic data identified in Data Sources. These data 
will be used to examine number and type of Community Supports used, relevant measures 
identified in Exhibit 1, stratified by member housing status; demographic characteristics 
such as race/ethnicity, sex, language preference; health status indicators (baseline acute 
care utilization, baseline Chronic Illness and Disability Payment System risk scores, specific 
chronic conditions, total count of chronic conditions, behavioral health needs), and 
geographic indicators (e.g., county of residence, RUCA, HPI quartile). For NH populations, 
it is possible to obtain physical function, cognitive status, RUG scores, complications, and 
active conditions. For IHSS recipients, it is possible to obtain physical function scores, 
which can be used to assess the maintenance of function over time for a subset of 
members. Disparities will be assessed using appropriate statistical tests, e.g., t-test, 
MANOVA, chi-square test, etc. These analyses will be supplemented with thematic analysis 
of interview data regarding factors perceived as affecting Community Supports uptake 
and for the two 1115 Waiver Community Supports, analysis of member survey data to 
assess whether there are disparities in measures previously identified in EQs 4-9. 

To address EQ12, which examines whether receipt of Community Supports impacts 
disparities in downstream health care use, quality of care and outcomes of care, UCLA-
RAND will examine select measures identified in Goals 5-6, stratified by select member 
demographic characteristics, health status, and geographic indicators. Specific measures 
will be selected following review of Goals 5-6 analyses, member characteristics, and with 
input from DHCS. Analyses will be conducted using the same approach outlined in Goal 5 
for EQs 7a/7b, e.g., difference-in-difference models. These analyses will be supplemented 
with thematic analysis of interview data, e.g., regarding MCP or provider participation in 
health equity initiatives, efforts to address health disparities, or factors perceived as 
affecting health equity. Member survey data will be used to examine differences in 
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perceived health, access to care, and receipt of recommended care between recipients and 
controls for the 1115 Waiver Community Supports. 

Goal 8: Ensure Community Supports are cost-effective alternatives to State Plan 
services and settings 

To address EQ13, which assesses whether the cost of each Community Support is offset 
by reductions in the costs of State Plan services and settings, UCLA-RAND will also 
examine categories of costs, including outpatient services, ED visits, hospitalizations, and 
long-term stays. Examination of these categories of service and costs will help illustrate 
whether receipt of Community Supports led to a different pattern of health services 
utilization and associated costs. In other words, the analyses will not only provide 
estimates of the impact on use of each category of service or cost but will further 
demonstrate if reductions in acute care services or costs of such services as ED visits and 
hospitalizations were achieved by provision of Community Supports or different types of 
outpatient care and associated costs. 

UCLA-RAND will use the methodology developed under the WPC and the Public Hospital 
Redesign and Incentives in Medi-Cal (PRIME) evaluations (in consultation with Mercer and 
DHCS) to attribute estimated payments to claims. This step is necessary because payment 
amounts for managed care encounters are not accurate or reliable. Briefly, this 
methodology includes identifying detailed and unduplicated categories of outpatient 
service, identifying the appropriate and available Medi-Cal fee schedules for each type of 
service, and attributing that amount to a claim. For ED visits, all claims on the day of the 
ED visit will be aggregated and counted as part of the visit. For hospitalization, all claims 
during the length of stay other than visits with primary care providers on the first or last 
day of the stay will be aggregated as part of the same stay. Payments for hospitalizations 
will be estimated using publicly available prices in DHCS’s All Patient Refined-Diagnosis 
Related Group (APR-DRG) Pricing Calculator to calculate payments for each DRG. For long-
term stays, institutional fees billed by a facility will be calculated at the per diem rate, 
which is inclusive of supplies, drugs, equipment, and services such as therapy. Using the 
approach outlined in Goal 5 for EQs 7a/7b, UCLA-RAND will then use separate difference-
in-difference multivariate regression models to assess the impact of each Community 
Support on the costs of care for members relative to a matched comparison group. As 
feasible, UCLA will also run sensitivity analyses to assess potential differential impacts of 
Community Supports on costs of care for different populations (e.g., members who are 
unhoused and remain unhoused, members who are unhoused and subsequently housed, 
members with SMI/SUD, etc.). 
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Additional analytic considerations 

• Overlap in Community Supports received: Prior to conducting analyses for Goals 5-
8, UCLA-RAND will determine if any Community Supports should be examined 
together. As shown in Table 1, Community Supports differ in service type, eligibility 
criteria, preferred provider types, and allowable frequency and duration. Nevertheless, 
some Community Supports are focused on specific populations and are similar in 
intent. For example, housing transition/navigation, housing deposits, housing tenancy 
and sustaining services, recuperative care, short-term post-hospitalization housing, and 
transitional rent (if approved) are all focused on addressing housing-related needs for 
members experiencing or at-risk of homelessness with varying levels of clinical needs 
and are likely to be offered sequentially or in conjunction with one another. Similarly, 
personal care and homemaker services and environmental accessibility adaptations are 
targeted to members at risk of institutionalization and are designed to prolong and 
support community living. Therefore, certain populations are likely to receive more 
than one Community Support, making it difficult to attribute impact on service 
utilization, costs, or other outcomes of care to a single Community Support. 
Furthermore, analysis of the impact of receipt of a single Community Support 
overlooks the possibility of the cumulative impact of other Community Supports that 
are used in tandem. Therefore, UCLA-RAND will examine the patterns of use of 
Community Supports before conducting analyses related to Goals 5-8. If the data 
indicate significant overlap in receipt of Community Supports, UCLA will identify 
categories of Community Supports that are better analyzed together and will develop 
analytic models accordingly. For example, UCLA-RAND may develop an analytic model 
to measure the impact of receiving housing-focused Community Supports on 
members experiencing homelessness. This model would include indicators for receipt 
of each Community Support to account for variation in services provided. UCLA will 
further measure the impact of receipt of different mixes of services and the cumulative 
impact of multiple services, as feasible. This analytic approach will increase efficiency 
and improve the usability of the findings. For Community Supports with limited or no 
overlap, UCLA-RAND will develop separate analytic models. 

• Changing program requirements: DHCS is continually refining Community Supports 
requirements in response to feedback from MCPs, contracted providers, and other 
stakeholders. These changes are typically reflected in annual updates to the DHCS 
Community Supports policy guide, which are used by MCPs and providers to inform 
implementation. UCLA-RAND will document these changes and the timeline over 
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which they occurred as part of UCLA-RAND's evaluation of Community Supports 
implementation and impact. As appropriate, UCLA-RAND will also adjust or otherwise 
account for changes in eligibility criteria and other requirements in analyses, e.g., by 
incorporating into the selection of comparison groups or in planned subgroup 
analyses. 

• Prior participation in similar waiver programs: For most analyses, UCLA-RAND will 
use a baseline period of 2020-2021. In some counties, Community Supports are similar 
to services previously provided as part of California’s Medi-Cal WPC Pilot Program 
(baseline period 2015-2016 and intervention implemented 2017-2021) or by Medicaid 
MCPs that participated in the optional Medicaid HHP benefit (baseline 2016-2017 and 
intervention implemented 2018-2021). In these counties, UCLA will use data from 
UCLA’s prior evaluation of these programs to assess patterns of service use for 
Medicaid members who previously received WPC or HHP services and subsequently 
participated in Community Supports, as feasible. These analyses may be challenging 
due to churn in enrollment and also selection bias (i.e., members who participate in 
services for a longer period of time may have a higher level of complexity than those 
who do not). 

• Potential confounding effects of COVID-19 public health emergency (PHE): 
Nationally, the PHE impacted patterns of health care use and expenditures, and also 
negatively impacted the fiscal solvency of many provider organizations. The baseline 
period (2020-2021) for the Community Supports evaluation is impacted by the PHE. 
However, UCLA’s previous evaluations of WPC and HHP assessed PHE impact. In these 
prior evaluations, UCLA found that the PHE temporarily increased services use for 
Medicaid members with COVID-19; for all other members, there was a sharp decrease 
in all service use between March – June 2020, followed by a nearly complete recovery 
in the number of outpatient services (due to use of telehealth) and a less than 
complete recovery of ED visits and hospitalizations, which continued into December 
2021. UCLA’s examination of COVID-19 related service use showed high rates of 
hospitalizations and primary care visits, moderate use of ED visits, and low use of 
specialty, laboratory services, and long-term care stays. These rates were similar to 
those for the control population. In these evaluations, UCLA used a COVID-19 indicator 
(i.e., members with a COVID-19 diagnosis in any claims) in selecting a control group 
and in difference-in-difference models to ensure that parallel trends assumptions of 
these models would hold and did not identify major confounding impacts from the 
PHE. Therefore, while UCLA acknowledges the potential confounding effects of the 
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COVID-19 PHE on health care use and expenditures, UCLA does not believe the PHE 
will confound Community Supports evaluation outcomes. 

• Sensitivity Analyses: (1) Clarify differences in claims/encounters and service delivery, 
including better understanding the gap in reporting between contracted services and 
billing encounters, which may occur between MCPs that have different contracting 
arrangements for specific services. (2) Description of patient need (appropriateness) – 
examine how to identify which individuals are eligible for care and which receive care 
based on the different data resources available to UCLA-RAND. (3) Selection effects 
(unmeasured severity of illness is associated with the choice of intervention leading to 
biased results) – examination of different approaches and data sources for impact on 
the robustness of estimates. (4) Weakness of relying upon administrative data for 
determining need / appropriateness. In particular, disease severity and care plan 
cannot be determined from (2) and (3). We will attempt to assess gaps by comparing 
survey results and chart abstraction with administrative data-based results. 

• Additional data: The Urban Institute’s analysis of preventable hospitalizations used 
publicly available claims-based algorithms provided by the Agency for Healthcare 
Research and Quality. States could use this software to examine preventable 
hospitalizations across other characteristics available directly in their Medicaid data, or 
by linking to other datasets within the state that may shed light on a wider range of 
factors contributing to health inequities. For example, linking Medicaid data with data 
on access to social services outside the health care system or exposure to 
environmental pollutants could identify shortcomings in other resources and possible 
root causes of disparities such as housing instability, food insecurity, or poor air quality. 
Addressing these social needs may help people avoid hospitalizations and other poor 
health outcomes. 

• Aligning the Community Supports Evaluation with other Components of the 
CalAIM Evaluation 

The Community Supports evaluation represents an important opportunity to assess the 
implementation of Community Supports and associated concerns regarding capacity. It 
supplements four other components: PATH, GPP, DUALs, and REENTRY. While each of 
these components will generate its own unique evaluation, the interim and final 
reports will integrate these. In preparation for this, the evaluation team will continue to 
align the designs of the five components. 
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Community Supports Evaluation Timeline 
Per STC 16.7, an Interim Evaluation Report for the two 1115 Community Supports is due to 
CMS December 31, 2025. A final report that evaluates all 14 Community Supports (1115 
and 1915(b)) is due to CMS December 31, 2028. To meet these deadlines, the proposed 
timeline for the Community Supports evaluation is presented below, which identifies the 
proposed start dates of major evaluation activities. Data collection will be ongoing across 
the evaluation period. 

1. August 1, 2024: Evaluator selection and contracting 

2. October 1, 2024: Initiate the process for receipt of Medi-Cal data 

3. November 1, 2024: Begin first round of primary data collection from MCPs and 
providers and analysis of MCP and administrative documents (e.g., Community 
Supports Model of Care templates, updated Community Supports policy guide, 
etc.) 

4. January 2025: Receipt of person-level data from DHCS 

5. January 1, 2025: Begin analyses of Medi-Cal data for interim report 

6. September 2025 to December 2025: Develop and pilot test member survey 

7. September 16, 2025: Interim report draft submitted to DHCS; only includes data on 
the 1115 Community Supports 

8. December 31, 2025: Interim report submitted to CMS 

9. January 2026 to December 2026: Field and analyze member surveys 

10. January 2026 to June 2026: Develop and pilot test medical record accession and 
abstraction protocol 

11. May 1, 2026: Begin final round of primary data collection from MCPs and providers 

12. July 2026 to June 2027: If feasible, abstract and analyze medical records re post-
hospital transitions 

13. June 2026: If feasible, follow-up surveys of Community Supports recipients 

14. July 2026 to December 2026: Chart abstraction of post-hospitalization transitions 

15. June 2027: Receipt of enrollment and claims data from DHCS 

16. June 1, 2027: Begin analyses of Medi-Cal data for final report 
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17. August to October 2027: If feasible, among Community Support recipients who 
received services in 2026, conduct a second set of cross-section surveys for a new 
cohort of CS-recipients 

18. December 2028: Submit Final Community Support Evaluation submitted to CMS, 
including all 14 Community Supports and including meeting 1115 and 1915(b) 
waiver Community Supports evaluations requirements 
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Methodological Limitations 
Attributing outcomes to Community Supports may be challenging due to the 
simultaneous implementation of other initiatives also intended to improve member health 
services access, quality of care, and outcomes (e.g., street medicine expansion, community 
health worker benefit, etc.). In addition, the proposed cost analyses only address costs to 
Medi-Cal and not to other systems of care and will not include measurements of cost per 
life year added, or any similar ratio. The evaluation will also only include data through the 
end of the waiver period (December 31, 2026) and thus may not reflect longer-term 
program impacts. UCLA’s ability to conduct certain analyses is also contingent on the 
ability to secure access to appropriate data (e.g., Cal ICH HDIS data, the Minimum Data 
Set, IHSS assessments, Medicare claims/encounters, and Reentry Program eligibility 
codes). Finally, while UCLA-RAND will attempt to control for member participation in ECM 
or other care management/case management programs that might moderate the impact 
of Community Supports on member health care use, quality of care, and other outcomes, 
UCLA-RAND may not have complete data on all other services members may be engaged 
with in addition to Community Supports, particularly services not provided by Medi-Cal. 
Complete information about members fulfilling or not fulfilling specified eligibility criteria 
for services may not be available. This will affect the identification of appropriate 
comparison groups. Furthermore, and related to this is the likelihood of selection bias by 
members, providers, and MCPs. In other words, there is concern that providers or MCPs 
may be more likely to refer members with higher (unmeasured) severity for Community 
Supports, and that these members may also be more likely to opt-in to receive 
Community Supports). The extent to which we can devise adequate analytic approaches to 
account for selection effects is a limitation of this evaluation. The inclusion of a medical 
record abstraction for a cohort of individuals using the 1115 Waivers, can enhance our 
understanding of a member’s chronic and current burden of illness. This information can 
help to assess the degree of selection bias for those who use Community Supports 
compared with those eligible but not using and for those whose eligibility was not 
assessed. 

An additional limitation relates to our anticipation that the recording of quality measures 
is likely to become more digitalized during the tenure of both the 1115 and 1915(b) 
Waivers. While we are enthusiastic about this advancement, this will present challenges 
assessing the extent to which changes in quality metric numerators and denominators 
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may reflect the impact of the interventions we are evaluating or merely changes 
associated with new data systems. 



739  

Attachments 
Appendix 1. Member Surveys and Medical Chart Abstraction 
Additional Information 
Member Surveys 

As described above, UCLA-RAND will survey members referred for 1115 Community 
Supports about the type and duration of needs they perceive that could be addressed by 
Community Supports and their experiences using Community Supports if they did use 
them. In the latter instance, the survey will address member experiences even if they were 
unable to use them. For each 1115 Community Supports [(i.e., the Short-Term Post-
Hospitalization Housing Community Supports or the Recuperative Care (Medical Respite)], 
we will field a targeted survey for this Community Support. Members invited to participate 
in the survey will include potentially three cohorts who were referred for the specific 
Community Support: 

1. The Community Supports - Approved USER cohort will include individuals 
referred for either 1115 Community Support who have been approved for 
participation after meeting Community Support eligible criteria. These 
individuals agree to participate, and initiate use of the Community Support. 
These individuals may be identified through service encounters provided from 
DHCS or from the plans. 

2. The Community Supports - Approved USER non-responder cohort will include 
individuals approved for participation with either of the 1115 Community 
Supports after meeting eligibility criteria. These individuals either declined to 
participate or have not yet initiated use of the Community Support. These 
individuals would be identified solely by plans and reported to UCLA-RAND. 

3. The Community Supports - Not Approved cohort will include individuals 
referred for a 1115 Community Support but who were considered not eligible 
after review of the Community Supports criteria. These individuals would be 
identified solely by plans and reported to UCLA-RAND. 

In addition to these three cohorts who will have been referred for 1115 Community 
Supports and been evaluated for eligibility, UCLA-RAND recognizes other individuals who 
might benefit from a Community Support but were not referred for Community Support. 
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4. The Community Supports - Eligibility Unknown cohort will be derived from a 
cohort of members matched to Community Supports Approved Users (Groups 1 
and 2) based upon member’s MCP, demographics, ICD-10 diagnoses, available 
information about HRSNs, and utilization patterns. 

This formulation is possible with member data only available from MCPs. If these data are 
not available, then using data only from DHCS we would compare Group 1 to a cohort of 
members matched to Group 1. This revised Group 4 (Group 4*), would thus potentially 
include individuals who would have been explicitly included previously in Groups 2 and 3. 

Ideally, the survey will be fielded to members from all four cohorts. Group 2 (approved but 
not received Community Supports) is likely to be the smallest group, while Group 4 (or 
Group 4*) is drawn from a large pool of individuals. Actual numbers will be driven by a 
review of available data. 

Individuals will be contacted in a stepwise manner via email, mail, and phone call. We will 
offer an incentive ($20) for a completed survey. For both Community Supports surveys, we 
will include a consent to participate in the survey and an invitation to participate in a small, 
focused follow-up of a small number of Community Supports and non-Community 
Supports participants. When applicable, we will include a consent for chart abstraction. 

For simplicity, consider a sample of 400 surveys with equal numbers of individuals for 
Groups 1 and 4* (where the UCLA-RAND evaluation team is only able to receive data from 
DHCS and not from the plans). Assuming equal standard deviations (SD) for satisfaction 
for receipt of care in the two populations. This sample would be able to detect a difference 
of 0.28 (using a normalized measure with SD = 1) between means with an alpha = 0.05 
and a power (beta) of 0.80. In the more complicated circumstance with three groups (e.g. 
Groups 1, 3, and 4) with 133 individuals in each group, this would be able to detect a 
difference of 0.345 between means with an alpha = 0.05 and a power (beta) of 0.80. Power 
to detect overall difference would be calculated using ANOVA, but given the lack of data, 
this is too speculative at this point. 

Information about the contribution of the Member Survey to addressing Evaluation Goals 
is provided in the Evaluation Design Analyses section and also summarized in more detail 
in Exhibit A1. As UCLA-RAND reviews empirical data that is emerging from DHCS and 
MCPs about Community Supports utilization, and the four initial CalAIM Evaluation 
components (PATH, GPP, Duals, Reentry) to collect data about California’s vulnerable 
individuals and their use of services, UCLA-RAND will use this information to further refine 
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the Member Survey Fielding protocol and survey content, in collaboration with DHCS. 
UCLA-RAND anticipates fielding the survey during 2025. 

Chart Abstraction 

We will aim to complete a targeted chart abstraction for up to 500 individuals receiving 
1115-authorized Community Supports services and a matched comparison group of 500 
individuals (as described above). Informed consent would explicitly be obtained for survey 
respondents. If possible, implicit consent will be devised for this retrospective quality 
improvement evaluation effort. We will supplement the explicit consent chart abstractions 
with a sample of Community Supports recipients and matching Community Supports non-
recipients clustered within hospitals. In this case, with the consent of the plans, we will ask 
for voluntary chart abstraction from the hospitals via the mechanism of the plans 
performing quality assessment. We believe that this is a feasible approach for a focused 
chart abstraction of the initial and final portions of hospital-based care. 

Chart Abstractions will target patient admission and discharge diagnoses, chronic 
conditions, instability at discharge, advanced care preferences, and care plans at discharge. 
These data can be used alone and in combination with the member survey results to 
generate a comprehensive evaluation that considers documented care plans and post-
discharge care, patient experience, and other outcomes (utilization, quality, and costs). 

Because ICD-10 codes do not capture either severity of disease, extent of disease, or 
instability of illness nor do they capture treatment plan AND because the 1115 Community 
Supports sites differ in level of care, reporting of care, and licensure, such information will 
allow the UCLA-RAND evaluation team to better account for significant selection effects 
and differences in reporting between sites. These data will allow the team to not only 
achieve a better understanding of the receipt and impact of Community Supports services, 
but they will also be an important validation of the overarching administrative data-based 
analyses for the 1115 Community Supports services and the parallel analyses to be 
performed for the 1915(b) Waiver Community Supports services. 
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Exhibit A1. Member Survey Domains Used to Address each Community Supports Program Goal 

Goal 1: Increase uptake of 
Community Supports by MCPs, 
providers, and members 

Member characterization of their priority need(s) that they 
perceive could be addressed by Community Supports 
Type of need 
Duration of need 
Impact of unfulfilled need on function and health-related 
quality of life 

 
Previously experienced barriers to resolution of priority needs 
Clinical challenges 
Social challenges 
Financial challenges 
Equity challenges 

 
Member report of how specific Community Supports might 
address some or all of their need(s) 

Goal 2: Address members’ 
opportunities for accessing 
Community Supports 

Member report of Information Shared about Community 
Supports 
• Characterize the number, types, and timing of exposure to 

information about Community Supports use 
• Characterize member interest in and priorities for receiving 

Community Supports initiation and continuation of different 
Community Supports types 

 
Member Awareness of Community Supports Opportunities 
• How did they learn about these? 
• Who first advised them about these? 
• Who was most helpful in guiding member about 

Community Supports opportunities? 
• When did they learn about these? 
• Did member experience barriers in learning about 

Community Supports opportunities? 

 
Member Satisfaction with Information Shared About 
Community Supports Eligibility, Availability, and How 
Community Supports May Address Their Needs 

• Understanding of their options for addressing their 
needs 

• Awareness of a Community Supports program that 
could address their need 
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Exhibit A1. Member Survey Domains Used to Address each Community Supports Program Goal 

 • The quality and completeness of information about 
member’s: 

o Potential eligibility for any Community Supports 
o Likelihood of receiving any Community Supports 
o  

Likely benefits and risks of Community Supports for relieving 
their need(s) 

Goal 3: Improve collaboration 
between MCPs, medical providers, 
and social services providers to 
address members’ physical health, 
behavioral health, and HRSN 

Member Engagement in Information Sharing and Decision 
Making Regarding Possible Participation in Community 
Supports 

 
• Information shared with member about options for 

addressing their physical health, behavioral health, and 
health-related social needs 

 
• Type of provider who shared information and opportunities 

for 
o Relieving member’s medical, social, and financial needs 
o Guiding member about how Community Supports 

might address member’s medical, social, and financial 
o Sharing member-specific information about member’s 

eligibility for Community Supports 
o Guiding member to prepare materials they would have 

to provide to be considered for Community Supports 

 
• Member satisfaction with: 
o Type and adequacy of information shared about their 

eligibility for Community Supports use, how to improve 
their eligibility, the information needed to apply for 
Community Supports use 

o Their perception of how their MCP, medical provider, 
and social service providers worked together to address 
their physical, behavioral health and HRSN 

o How their MCP, medical provider, and social service 
providers heard and incorporated the member’s voice 
and concerns as decisions about Community Supports 
eligibility were considered and finalized 

Goal 4: Examine whether and how 
public investments in housing and 
other HRSN services change over 

Member’s reports of changes over time in how their MCP, 
medical providers, and social service providers recognized 
challenges associated with housing and other HRSN services 
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Exhibit A1. Member Survey Domains Used to Address each Community Supports Program Goal 

time in concert with new Medicaid 
funding for those services 

 
Duration of needing and wanting assistance with housing 
Prior experiences learning about housing options 
Helpful and unsatisfactory prior experiences with housing 
options 
Duration of time from learning of Community Supports housing 
options and final decision about their eligibility for housing 
Community Supports 
Duration of time from learning about Community Supports 
housing options and actual receipt of support 
Other Medicaid/state-funded services member is using 

Goal 5: Increase members’ access to 
non-emergency outpatient care and 
reduce acute care utilization and 
long-term care stays 

Member opportunities for and use of Non-Emergency vs 
Emergency use of Specific Types of Services 

 
• Characterize typical use of Primary, Specialty, Mental 

Health, and Substance Use Disorder Services 
o Emergent vs. Non-emergent Setting 
o Typical frequency of use 
o Satisfaction with access and quality 
o Specific barriers to access and quality 

 
• Characterize most recent ED use 

o Reason for most recent ED visit 
o Satisfaction with health or social service visits preceding 

most recent ED visits 
o Satisfaction with health or social service visits following 

most recent ED visits 
o Did the recent ED visit intensify or diminish the 

member’s highest priority need? 

 
Member use of Acute and Long-Term Care Stays 
Did recent acute care or long-term care stay intensify or 
diminish the member’s highest priority need? 

Members’ perceived impact on service access and use 

• Awareness of duration and future availability of services 
• Participation with long-term care and/or other community 

services 
• Changes since using Community Supports in ED and non- 

emergency visits and services 
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Exhibit A1. Member Survey Domains Used to Address each Community Supports Program Goal 

  
Goal 6: Improve quality of care and 
outcomes of care 

Member overall report of access, quality of care, and 
outcomes now 
• Member overall reports of changes in fulfillment of their 

priority need during the last six months 
• Has access, quality, and outcomes changed since member 

has learned about Community Supports and since they 
have participated in Community Supports, or learned they 
will soon initiate Community Supports, or are not eligible 
for Community Supports 

Goal 7: Reduce disparities in service 
utilization, quality of care, and 
outcomes of care 

Member report of disparities experienced in relation to 
opportunities to: 

• have their priority need recognized as a concern by 
MCP, medical provider, and social providers 

• receive optimal quality of care for managing their 
needs 

• have Community Supports information shared in a 
spoken and written language they can understand 

• learn about Community Support and eligibility 
requirements for Community Support in a timely 
manner 

• gather and share information about their history 
that could support their eligibility for Community 
Support Community Support 

• receive their priority Community Support 
Community Support 

• receive an additional Community Supports beyond 
the one they already have 

 
Member characterization of specific types of disparity that 
they have experienced 
• Looking downstream 
• Member reports of concerns that progress in addressing 

needs will be undone once access to Community Supports 
is terminated 

Goal 8: Ensure HRSN expenditures do 
not exceed aggregate spending caps 
and Community Supports are cost-
effective alternatives to State Plan 
services and settings 

N/A 
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Appendix 2. Community Supports Quality Metrics 
 

Community 
Supports 

Candidate Measures – 
Health Condition 

Specific 

Candidate Measures – Not 
Health Condition Specific 

 
Notes 

1115 Community Supports 

 
 
 

 
Recuperative care 

 AMB-ED - ED Utilizaion 
AHU - Acute Hospitl 
Utilization 
AAP - Adults’ Acces  to 
Preventive/ Ambulry 
Health Services 
Housing Stability 
SNF Admission an  LOS – 
Admission to skilled sing 
facility and length o stay  

 
 
 
Housing stability 
measured by 
member survey 
and available data. 

 
 
 

 
Short-term post-
hospitalization 
housing 

 AMB-ED - ED Utilizaion 
AHU - Acute Hospitl 
Utilization 
AAP - Adults’ Acces  to 
Preventive/ Ambulry 
Health Services 
PCR – Plan All Caus 
Readmissions 
Housing Stability 
SNF Admission an  LOS – 
Admission to skilled sing 
facility and length o stay  

 
 
 

 
Housing stability 
measured by 
member survey 
and available data. 

1915(b) Community Supports 

 
 
Housing transition 
/ navigation 

 AMB-ED - ED Utilizaion 
AHU - Acute Hospitl 
Utilization 
Housing Stability 
SNF Admissions 
SNF LOS 

 
Housing stability 
measured by 
available data. 
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Community 
Supports 

Candidate Measures – 
Health Condition 

Specific 

Candidate Measures – Not 
Health Condition Specific 

 
Notes 

 

 
Housing deposits 

 AMB-ED - ED Utilization 
AHU - Acute Hospital 
Utilization 
Housing Stability 
SNF Admissions 
SNF LOS 

 
Housing stability 
measured by 
available data. 

 
 
Housing tenancy 
and sustaining 

 AMB-ED - ED Utilization 
AHU - Acute Hospital 
Utilization 
Housing Stability 
SNF Admissions 
SNF LOS 

 
Housing stability 
measured by 
available data. 

 
 
Day habilitation 

 Housing Stability 
Transition to SNF or 
Assisted Living. 
SNF Admissions 
SNF LOS 

 
Housing stability 
measured by 
available data. 

 
 
Caregiver respite 

 Housing Stability 
Transition to SNF or 
Assisted Living. 
SNF Admissions 
SNF LOS 

 
Housing stability 
measured by 
available data. 

 

 
Nursing Facility 
transition / 
diversion to 
Assisted Living 
Facility 

 
 
 
Return to Skilled 
Nursing Facility within 6 
Months 

HFS - Hospitalization 
Following Discharge from a 
Skilled Nursing Facility 

 
Referrals to or enrollment 
in Assisted Living Waiver 
(ALW) 

 
SNF Readmissions 
SNF LOS 

 
 
 
No specific 
consensus metrics. 
Failure may lead to 
returning to SNF. 

Community 
transition / Nursing 
Facility to home 

Return to Skilled 
Nursing Facility within 6 
Months 

HFS - Hospitalization 
Following Discharge from a 
Skilled Nursing Facility 

No specific 
consensus metrics. 
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Community 
Supports 

Candidate Measures – 
Health Condition 

Specific 

Candidate Measures – Not 
Health Condition Specific 

 
Notes 

   
Referrals to or enrollment 
in Assisted Living Waiver 
(ALW) 
SNF Readmissions 
SNF LOS 

Failure may lead to 
returning to SNF. 

 
Personal care and 
homemaker 

 Housing Stability 
Transition to Assisted 
Living or SNF. 
SNF Admissions 
SNF LOS 

 
Housing stability 
measured by 
available data. 

 
 
 

 
Medically Tailored 
Meals 

CBP - Controlling High 
Blood Pressure 
HBD - Hemoglobin 
HbA1c Control for 
Patients with Diabetes – 
Poor Control (HbAIc > 
9%) 
EDH - Emergency 
Department Visits for 
Hypoglycemia in Older 
Adults with Diabetes 

 
 
AMB-ED - ED Utilization 
AHU - Acute Hospital 
Utilization (any and LOS) 

 
Transition to SNF or 
Assisted Living (and SNF 
LOS) 

 
 
 

 
Weight loss / 
malnutrition is not 
measurable 

 

 
Sobering centers 

 
FUA - Follow-Up After 
ED Visit for Substance 
Use—30 days 
ETOH-specific ED visits 

AMB-ED - ED Utilization 
AHU - Acute Hospital 
Utilization 
AAP - Adults’ Access to 
Preventive/ Ambulatory 
Health Services 

 

 
Environmentally 
Accessible 
Adaptations 

 
 
Falls resulting in 
fracture 

AMB-ED - ED Utilization 
AHU - Acute Hospital 
Utilization 
AAP - Adults’ Access to 
Preventive/ Ambulatory 
Health Services 

 
No specific 
/consensus 
measures. 
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Community 
Supports 

Candidate Measures – 
Health Condition 

Specific 

Candidate Measures – Not 
Health Condition Specific 

 
Notes 

  Transition to SNF or 
Assisted Living. 

 

 

 
Asthma 
remediation 

AMR – Asthma 
Medication Management: 
Continuation Phase 
Treatment 
Asthma-specific ED 
visits 
Use of Oral Steroids 

AMB-ED - ED Utilization 
AHU - Acute Hospital 
Utilization 
AAP - Adults’ Access to 
Preventive/ Ambulatory 
Health Services 

 
Metrics reflect 
overuse of rescue 
medications OR 
need for rescue 
visit to ED. 

Note: 

Primary data sources for metrics are available administrative data (including routine 
assessments that may be available to DHCS and the evaluation team) and member 
surveys specific to the evaluation. 

Not every CS may have an expert consensus quality metric that can be assigned. In this 
case, we can create alternative metrics with face validity using available data. 

For most CS services, specific chronic care management measures from MCAS and 
HEDIS (such as receipt of appropriate recommended care, e.g. receipt of 
colonoscopy, testing for diabetics, testing for hyperlipidemia, and care follow-up) 
would be relevant for interventions promoting housing stability, given that 
individuals with stable housing are more likely to be able to accomplish these tasks 
but are not listed above for space considerations. 

SNS-E (Social Need Screening and Intervention) HEDIS measure is quite relevant to the 
current work, but this measure is a clinical records system-based metric and is not 
reported to MCAS. 



751  

Appendix 3. Projected Budget and Independent Evaluators 
Projected Budget 

Exhibit A2. Community Supports Evaluation Estimated Budget 
 
 
 
 
 
 
 
 
 
 
 
 
 

*The CS Evaluation was not implemented until Year 2 of the CalAIM1115 Evaluation. 

More information about these costs is as follows: 

Personnel. This includes all staff time to complete the evaluation plan. Staff roles include research scientists, project 
managers, research analysts, research associates, and statisticians, and data programmers. Their work covers all oversight 
and planning, design, data collection, analysis, reporting, coordination, and all other tasks related to the successful 
completion of the evaluation plan. The personnel budget line includes fringe benefits. 

COSTS Year 1: 

N/A* 

Year 2: 
7/1/24 – 
6/30/25 

Year 3: 
7/1/25- 
6/30/26 

Year 4: 
7/1/26- 
6/30/27 

Year 5: 
7/1/27- 
6/30/28 

Year 6: 
7/1/28- 
5/31/29 

TOTAL 

Personnel (including fringe benefits) - 530,249 605,871 563,695 581,354 541,762 2,822,931 

Other Direct Costs (Rent, TIF, etc.) - 13,364 14,259 13,978 14,354 13,788 69,743 

Chart Abstraction - 0 100,000 100,000 0 0 200,000 

Survey – Post-Hospitalization Transitional Housing - 50,000 50,000 50,000 50,000 0 200,000 

Survey – Recuperative Care - 0 100,000 100,000 100,000 0 300,000 
Survey – Transitional Rent - 0 200,000 0 0 0 200,000 
Data & Statistical Support (DOMSTAT) - 17,118 17,632 18,160 18,705 16,605 88,220 
Indirect Costs (F&A) - 131,433 245,239 186,347 165,053 124,450 852,522 

TOTAL COSTS       4,733,416 
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Other Direct Costs. This includes office rent, Technology Infrastructure Fees (TIF), and General and Employment Liabilities 
(GAEL). 

Chart Abstraction. Hospital chart abstraction (post-hospitalization transitional housing) will focus on the initial and final 
aspects of hospitalization to measure (1) severity of illness, (2) instability at discharge, (3) discharge location, and (4) 
discharge treatment plan. Chart abstraction will focus on up to 1,000 completed charts – 500 individuals who received 
post-hospitalization transitional housing and 500 matched individuals. Costs include personnel costs, implementation and 
set up, quality assurance and error correction, and IT and overhead costs. 

Survey – Post-Hospitalization Transitional Housing. This includes all survey costs including subcontractor costs, 
translation, printing, and mailing. Compensation for survey respondents is also included in this budget line. 

Survey – Recuperative Care. This includes all survey costs including subcontractor costs, translation, printing, and 
mailing. Compensation for survey respondents is also included in this budget line. 

Survey – Transitional Rent. This includes all survey costs including subcontractor costs, translation, printing, and mailing. 
Compensation for survey respondents is also included in this budget line. 

Data and Statistical Support (DOMSTAT). The UCLA Department of Medicine Statistics Core (DOMSTAT) provides 
investigators at UCLA with state-of-the-art statistical support and supports study design, data management, and statistical 
analysis. 

Indirect Costs. This includes Facilities and Administrative rate (F&A). The University of California F&A rate (base: modified 
total direct costs) pertains to this California State-Funded off-campus project. 

Other. Other costs include software, materials, supplies, etc. and is included within the Core budget. 

Independent Evaluation Team 

DHCS selected the Regents of the University of California on behalf of its Los Angeles campus (UCLA) as the Independent 
Evaluator to perform the Independent Evaluation of Community Supports. The contract includes two subcontractors – the 
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RAND Corporation, and the University of California (UC) at Berkeley. UCLA, RAND and UC Berkeley agreed to conduct the 
evaluation in an independent manner in accordance with the draft Evaluation Design. The independent evaluators 
consider the unique goals of Community Supports and the overarching impact on CalAIM and population health. The 
Independent Evaluator’s approaches consider structural changes, cost of care, quality of care, and access to care, all of 
which provide a picture of the beneficiary’s experience and impact to the state’s administration of the program overall. 
Furthermore, UCLA-RAND is responsible for developing the evaluation design, as well as reporting results of the 
evaluation in the Interim and Summative Evaluation Report. 



 

Appendix H. Duals Medi-Cal Plan Alignment 
Policy Evaluation 
 
(Placeholder – see separate PDF file) 
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A. Executive Summary 
 

This is the Interim Evaluation Report for the Evaluation of the Drug Medi-Cal Organized 
Delivery System (DMC-ODS). As of August 2025, DMC-ODS has been implemented in 40 
counties containing 97.3 percent of California’s population. 

Summary of the demonstration 

DMC-ODS was created to test the impact of expanding access to an evidence-based 
continuum of SUD services and organizing service delivery to Medicaid-eligible 
individuals with substance use disorders (SUDs). Under DMC-ODS, care is organized 
according to the American Society of Addiction Medicine (ASAM) Criteria for SUD 
services. The ASAM Criteria are a set of guidelines developed by ASAM to set standards 
for appropriate assessment, placement, and treatment planning of clients with SUD and 
co-occurring disorders. Services covered under DMC-ODS also create a continuum of 
care, including access to residential treatment in institutions with more than 16 beds. 
The demonstration was also intended to facilitate greater local control, accountability, 
and administrative oversight. 

To address rapidly rising stimulant overdoses, Contingency Management (CM) was later 
added to DMC-ODS under a new pilot program known as the Recovery Incentives 
Program: California’s Contingency Management Benefit. Implementation of this 
program commenced in March 2023.  

Principal results 

Access 

• Difference-in-Differences analyses suggest that the introduction of DMC-ODS 
significantly increased the unique number of clients receiving DMC-funded 
services by 16 percent since inception. 

• County administrators overwhelmingly reported that DMC-ODS had a positive 
impact on access. 
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• Clients provided high ratings on their access to treatment. 

• The number of ASAM Criteria-based Level of Care screenings and assessments, 
which typically precede entry or re-entry into treatment services, has been 
successfully maintained at 2021 baseline levels.  

• Rates of initiation to any SUD treatment after an ASAM brief screening are 
increasing. 

• Timely admissions to the level of care indicated by an ASAM Criteria-based 
assessment are also increasing, though a shift in use of brief initial screenings in 
2023 may have contributed to this result.  

Treatment 

• Treatment engagement has been successfully maintained at baseline levels. 

• Client ratings of treatment have remained consistently high over time. 

• County administrators have consistently reported that DMC-ODS has improved 
quality of care.  

• Continuity of pharmacotherapy for clients with opioid use disorder has been 
stable over time. 

Coordination 

• Readmissions to withdrawal management increased unexpectedly in 2023. 

• Most (84%) clients agree that their treatment program works with their physical 
health care providers to support their wellness. 

• Most county administrators agree that DMC-ODS has had a positive impact on 
coordination between SUD and physical health services (59%), and mental health 
services (69%).  

Health Equity 

• Analyses suggest DMC-ODS has had a positive impact on most racial/ethnic 
groups but had a larger impact on the unique number of White members 
receiving services compared to other racial/ethnic groups. Research suggests 
COVID-19 may have had a disproportionately negative impact on access among 
Black members, which may have offset gains among this group. This, combined 
with the more recent addition of new DMC-ODS counties with relatively higher 
White populations, may have contributed to the disparity. 



8   

• On most other measures, no meaningful disparities were found between age, 
gender, and racial/ethnic groups. 

Contingency Management 

Contingency management was provided through the Recovery Incentives Program as a 
new service, making it ideal for a different set of evaluation methods based on the 
Reach, Effectiveness, Adoption, Implementation, and Maintenance (RE-AIM) framework, 
which is appropriate for the implementation of a targeted new practice. UCLA is in the 
process of collecting data on the final part of this framework, maintenance, but the 
program has excelled in the remaining areas of the framework to date: 

• Reach: The program reached about 8,500 clients as of June 2025. This new 
program is currently reaching an estimated one quarter of all California Medi-Cal 
members in outpatient treatment for stimulant use. 

• Effectiveness: The program achieved high levels of retention, engagement, and 
negative urine drug test results. Clients also overwhelmingly reported that the 
program led to improved health, reduced stimulant use, reduced use of 
emergency departments or inpatient hospitalization, and made them better 
members of the community. 

• Adoption: Over 100 sites had adopted the program as of June 2025. Clinical 
Laboratory Improvement Amendments (CLIA) waiver requirements1 were initially 
a barrier, but have since subsided as a challenge. In rural areas, staffing and hiring 
difficulties, combined with small client populations, may make adoption less 
compelling. 

• Implementation – providers rated the program very positively on an array of 
measures, though staffing and staff turnover remained challenges. 

  

 
1 All facilities in the U.S. that perform testing on human specimens for health assessment or the 
diagnosis, prevention, or treatment of disease are regulated under CLIA. Urine tests used in the 
Recovery Incentives Program are considered “CLIA waived tests.” However, DMC-ODS providers 
must still obtain a CLIA “waived test” certification and be registered with the California 
Department of Public Health (CDPH) or be accredited by an approved accreditation body. 
Providers can apply online for both CLIA Waiver and State Lab Registration through Laboratory 
Field Services, part of CDPH. 
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Interpretations 

Overall, the data suggest that DMC-ODS is making progress toward most of the 
demonstration’s goals. Specifically, although data in this Interim Evaluation Report are 
preliminary, and there are currently data gaps that need to be filled in the final 
Summative Report, particularly for Goals 3 and 4, the preponderance of currently 
available data suggest progress toward six of the eight goals: 

• Goal 1: Increased rates of identification, initiation, and engagement in SUD 
treatment services. 

• Goal 2: Increased adherence to and retention in treatment. 

• Goal 3: Reductions in overdose deaths, particularly those due to opioids 

• Goal 4: Reduced utilization of emergency departments and inpatient hospital 
settings for treatment where the utilization is preventable or medically 
inappropriate through improved access to other continuum of care services. 

• Goal 6: Improved access to care for physical health issues 

• Goal 8: An effective contingency management program, including cost-
effectiveness and effects on beneficiary outcomes. 

Evidence was mixed for Goal 5, fewer readmissions to the same or higher level of care, 
and Goal 7, improved health equity.  

Recommendations 

• Explore and address the underlying causes of increasing readmissions to 
withdrawal management. The evaluation team will continue to explore potential 
data explanations and reach out to stakeholders for input as needed. 

• Explore and address the underlying causes for mixed results on health equity. The 
evaluation team will continue to explore potential data explanations and reach 
out to stakeholders for input as needed. 

• Continue efforts to expand treatment capacity and support workforce 
development, both of which are commonly cited barriers to access within DMC-
ODS. 
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• Convene an expert advisory group to discuss possible ways to further improve 
and expand the Recovery Incentives Program. These may include the following 
suggestions: 

o Weigh the effectiveness and costs of increasing the current $599 annual 
limit on incentives. The program has been effective with this limit in place, 
but SAMHSA has also set a $750 limit on contingency management in 
State Opioid Response grants,2 and the median inflation-adjusted 
incentive amount used in contingency management studies that achieved 
a medium to high effect size is $1,536.3 

o Revisit the escalation-reset design of the incentive schedule, particularly 
whether to retain the “reset” portion, and whether to start with higher 
amounts to strengthen early engagement. Vermont uses a higher incentive 
($20) for each stimulant-negative sample to engage clients early.4, 5 Weigh 
this carefully against evidence for the well-established advantages of the 
escalation-reset design6￼ 

o Consider strategies to expand the number of participating counties and 
providers, potentially taking lessons learned from counties that have 
successfully launched a disproportionately large number of providers, as 
well as examining barriers faced by counties that have lower numbers of 
providers and clients. 

 
2 Substance Abuse and Mental Health Services Administration. (2025). SAMHSA Advisory: Using 
SAMHSA funds to implement evidence-based contingency management services. Available at:   
https://library.samhsa.gov/sites/default/files/contingency-management-advisory-pep24-06-001.pdf   
3 Rash C.J., Black S.I., Parent S.C., Erath T.G., McDonell M.G. Data-Driven Contingency 
Management Incentive Magnitudes: A Review. JAMA Psychiatry. Published online July 2, 2025. 
doi:10.1001/jamapsychiatry.2025.1341 
4 Rawson, R.A., & Erath, T. (2024). Vermont protocol – contingency management for stimulant 
use. [unpublished], Vermont Center on Behavior & Health, University of Vermont.  
5 Erath, T., & Rawson, R.A. (2024). Contingency management and stimulant use. Available at: 
https://www.healthvermont.gov/sites/default/files/document/dsu-contingency-management-
substance-use.pdf 
6 Roll, J. M., & Shoptaw, S. (2006). Contingency management: schedule effects. Psychiatry 
Research, 144(1), 91-93. 

 

https://library.samhsa.gov/sites/default/files/contingency-management-advisory-pep24-06-001.pdf
https://www.healthvermont.gov/sites/default/files/document/dsu-contingency-management-substance-use.pdf
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o Consider strategies to increase enrollment of new clients entering from the 
community, and referrals from medical and correctional settings, in 
addition to those referred from residential or other outpatient treatment. 

o Explore the feasibility of expanding contingency management to other 
settings, including primary care (e.g. Federally Qualified Health Centers), 
mobile units, street medicine, and telehealth. 

 

 

  



12 

 

 

 

 

 

Issues California is Addressing with the 1115 Demonstration Waiver   

The Drug Medi-Cal Organized Delivery System (DMC-ODS) was created by the California 
Department of Health Care Services (DHCS) with the intent of addressing many 
previously existing limitations in the Drug Medi-Cal system. Prior to DMC-ODS, the 
system was comprised of limited and fragmented services, creating gaps that 
undermined client access and quality of care. The continuum of substance use disorder 
(SUD) services was uncoordinated, making it difficult for clients to navigate. SUD 
treatment providers indicated that many important services they provided or wished to 
provide for clients were not billable or were restricted in other ways that made it difficult 
to provide proper care to clients. Providers were not necessarily required to deliver 
evidence-based practices consistent with current research, and counties lacked the 
authority to fully ensure the quality and accountability of their local SUD providers. 

DMC-ODS was also created to test the impact of organizing service delivery to 
Medicaid-eligible individuals with SUDs. The intent was to demonstrate that organized 
SUD care improves quality, access, and coordination and integration of treatment for 
beneficiaries while decreasing other health care system costs. Under DMC-ODS, care is 
organized according to the American Society of Addiction Medicine (ASAM) Criteria for 
SUD services. The ASAM Criteria are a set of guidelines developed by ASAM to set a 
standard for appropriate assessment, placement, and treatment planning of clients with 
SUD and co-occurring disorders as well as to set a standard for SUD providers. Services 
under DMC-ODS also create a continuum of care and requirements that allow for local 
control, accountability, and greater administrative oversight. 

DMC-ODS is also addressing stimulant-related overdose death rates, which are 12.7 
times higher in California today than 15 years ago, putting stimulants approximately on 

B. General Background 
Information 
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par with opioid-related overdose deaths.7 Currently, no Food and Drug Administration-
approved medications exist for the treatment of stimulant use disorders (StimUD), but 
studies have repeatedly supported the use of Contingency Management (CM) as a 
highly effective evidence-based practice in the treatment of StimUD, particularly in 
reducing drug use.8,9,10,11,12 Therefore, to address rapidly rising stimulant overdoses, CM 
was added to DMC-ODS under a new pilot program known as the Recovery Incentives 
Program: California’s Contingency Management Benefit. This program began 
implementation in March 2023. County participation in the Recovery Incentives Program 
is optional.  

The Recovery Incentive Program is a 24-week intervention with 12-weeks of twice 
weekly urine drug test (UDT) testing/incentives starting at $10 for each stimulant-
abstinent sample, escalating by $1.50 for each week of consecutive abstinence. The 
following 12-weeks is defined as a stabilizing period in which UDTs are collected 
once per week and stimulant-free samples are rewarded with either a $10 or $15 
gift card, with a final possible gift card worth $21 in week 24. Members can earn a 
maximum of $599 over the 24-week period in the form of gift cards, and are also 
limited to $599 per calendar year if they enroll more than once.  Program sites and 
specified staff must complete the protocol training and meet all readiness criteria 

 
7 Based on 12-month rolling averages from Q1 2009 and Q1 2024 psychostimulant data from: 
https://skylab.cdph.ca.gov/ODdash/. Total overdose deaths based on combination of 
psychostimulant and cocaine-related deaths.  
8 De Crescenzo, F., Ciabattini, M., D'Alò, G. L., De Giorgi, R., Del Giovane, C., Cassar, C., Janiri, L., 
Clark, N., Ostacher, M. J., & Cipriani, A. (2018). Comparative efficacy and acceptability of 
psychosocial interventions for individuals with cocaine and amphetamine addiction: A 
systematic review and network meta-analysis. PLoS medicine, 15(12), e1002715.  
9 Farrell, M., Martin, N. K., Stockings, E., Bórquez, A., Cepeda, J. A., Degenhardt, L., Ali, R., Tran, L. 
T., Rehm, J., Torrens, M., Shoptaw, S., & McKetin, R. (2019). Responding to global stimulant use: 
challenges and opportunities. Lancet (London, England), 394(10209), 1652–1667. 
10 AshaRani, P. V., Hombali, A., Seow, E., Ong, W. J., Tan, J. H., & Subramaniam, M. (2020). Non-
pharmacological interventions for methamphetamine use disorder: a systematic review. Drug 
and Alcohol Dependence, 212, 108060. 
11 Brown, H. D., & DeFulio, A. (2020). Contingency management for the treatment of 
methamphetamine use disorder: a systematic review. Drug and Alcohol Dependence, 216, 
108307. 
12 Ronsley, C., Nolan, S., Knight, R., Hayashi, K., Klimas, J., Walley, A., Wood, E., & Fairbairn, N. 
(2020). Treatment of stimulant use disorder: A systematic review of reviews. PloS one, 15(6), 
e0234809.  

https://skylab.cdph.ca.gov/ODdash/
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before receiving approval from DHCS to launch and initiate enrollment. The 
program manual, requirements, and training materials are available at 
https://www.uclaisap.org/recoveryincentives/, and the Incentive Schedule can be 
found in Attachment D. 

Given the national interest in CM and California’s role as the first state to implement 
CM through a Medicaid 1115 demonstration project, this report places particular 
emphasis on CM to support and inform similar initiatives in other states. 

Population Groups Impacted by the Demonstration 

DMC-ODS' target population is Medicaid-eligible individuals with SUDs. To receive 
DMC-ODS services, beneficiaries must reside in a participating county. Currently, DMC-
ODS is implemented in 40 counties that cover 97.3 percent of the state’s population.13 
The participating counties are shown in Figure B1. 

On October 16, 2024, CMS approved an amendment to California’s 1115 waiver that 
added coverage for Traditional Health Care Practices (THCP) received through Indian 
Health Service facilities, Tribal facilities, or Urban Indian organization facilities. California 
will initially provide this coverage through DMC-ODS, but due to the later start date and 
continuing roll-out of this project, a separate evaluation plan was submitted to CMS on 
August 29, 2025 and is under review. 

Brief Description and History of DMC-ODS Waiver Implementation, 
Including Approval Date. 

DMC-ODS was originally approved by CMS in August 2015 and later became part of 
California’s Section 1115 Medicaid Waiver, entitled Medi-Cal 2020, which ended 
December 31, 2021. It is now part of California Advancing and Innovating Medi-
Cal (CalAIM), which is being implemented through a combination of 1115 and 1915b 
waivers. CalAIM was approved December 29, 2021, took effect January 1, 2022, and will 
continue through December 31, 2026.14 This Interim Evaluation Report will accompany a 

 
13 Projections Prepared by Demographic Research Unit, California Department of Finance, 2025: 
https://dof.ca.gov/wp-content/uploads/sites/352/Forecasting/Demographics/Documents/E-
4_2025_InternetVersion.xlsx 
14 https://www.dhcs.ca.gov/provgovpart/Documents/CalAIM-1115-Approval-Letter-and-
STCs.pdf  

https://www.uclaisap.org/recoveryincentives/
https://www.uclaisap.org/recoveryincentives/
https://dof.ca.gov/wp-content/uploads/sites/352/Forecasting/Demographics/Documents/E-4_2025_InternetVersion.xlsx
https://www.dhcs.ca.gov/provgovpart/Documents/CalAIM-1115-Approval-Letter-and-STCs.pdf
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state application to renew the CalAIM 1115 Section Demonstration, including the DMC-
ODS waiver of the institutions for mental disease (IMD) exclusion for substance use 
treatment. No changes were made to the demonstration during the currently approved 
period. 

Period of Time Covered by the Evaluation 

The evaluation will cover the entire demonstration waiver from 2022-2026, using a 
baseline year of 2021 unless otherwise noted. Data extending back to a pre-DMC-ODS 
baseline of 2016 are used during difference-in-differences analyses for calculations to 
take advantage of the staggered implementation of counties over time, which facilitates 
causal inference. This Interim Evaluation Report covers an evaluation of DMC-ODS with 
end dates varying according to the limitations of the data sources. Most administrative 
datasets were analyzed through 2023 due to data reporting lag on more recent data, 
while survey data collected directly by UCLA are reported through 2024 or 2025, 
depending on the dates of collection. 

Additional Information 

For a more detailed description of DMC-ODS and evaluations of earlier years of 
implementation, please refer to the previous evaluation reports submitted by UCLA in 
CYs 2016 through 2022,15 as well as the Midpoint Assessment Report (currently being 
reviewed by CMS, anticipated publication by January 2026). For the full approved 
Evaluation Design, see Attachment A.  

 
15 http://uclaisap.org/dmc-ods-eval/html/reports-presentations.html 

http://uclaisap.org/dmc-ods-eval/html/reports-presentations.html
http://uclaisap.org/dmc-ods-eval/html/reports-presentations.html
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Figure B1. Participating DMC-ODS counties, 2025. 
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This evaluation will examine whether DMC-ODS continues to achieve eight goals: the six 
goals as required by STC 46,16 an additional seventh goal on health disparities in the 
pursuit of CalAIM’s goal of improving health equity, and an eighth goal based on STC 
57e requirements specific to a CM evaluation. All eight goals are included in the CMS-
approved Evaluation Design and are addressed to the extent currently possible in this 
Interim Evaluation Report, but more complete data and analyses will be available for the 
final Summative Report. 

1. Increased rates of identification, initiation, and engagement in treatment;  

2. Increased adherence to and retention in treatment; 

3. Reductions in overdose deaths, particularly those due to opioids;  

4. Reduced utilization of emergency departments and inpatient hospital settings for 
treatment where the utilization is preventable or medically inappropriate through 
improved access to other continuum of care services;  

5. Fewer readmissions to the same or higher level of care where the readmission is 
preventable or medically inappropriate;  

6. Improved access to care for physical health conditions among beneficiaries.  

7. Improved health equity across DMC-ODS performance and outcome measures. 

8. An effective contingency management program, including cost-effectiveness and 
effects on beneficiary health outcomes. 

 
16 https://www.dhcs.ca.gov/provgovpart/Documents/CalAIM-1115-Approval-Letter-and-
STCs.pdf 

C. Evaluation Questions and 
Hypotheses 
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Due to the introduction of CM in the current waiver, as well as California’s role as the 
first state to implement such a program under an 1115 waiver, this report includes a 
particular emphasis on this topic.  

Summary of key evaluation questions, hypotheses, data sources, and 
analytic approaches 

Table C1 below summarizes the questions, hypotheses, and measures to be used in this 
evaluation. These measures often use a combination of claims data and data specific to 
California’s evaluation of DMC-ODS (e.g., California’s ASAM Level of Care (LOC) 
Placement data, Incentive Manager data, UCLA-administered surveys). Measures in bold 
are reported in this Interim Evaluation Report. Measures shown without bold are 
excluded due to data limitations or availability challenges, but they will be included in 
the final Summative Report.  

All of the research questions and hypotheses in this evaluation promote the objectives 
of Title XIX and XXI by assessing whether DMC-ODS has provided access to high-quality 
services that improve the health outcomes of low-income individuals.  
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Table C1. Summary of key evaluation questions, hypotheses, data sources, and analytic approaches 

Driver Potential Measures 
Measure 
Steward, 

Endorsement 
Numerator Denominator Data 

Source(s) Analytic approach 

Purpose: Reduction in overdose deaths, particularly those due to opioids. (Purpose on Driver Diagram, also Goal 3) 
Question: Are rates of overdose deaths impacted by the demonstration? 
Hypothesis: People with opioid use disorders (OUD) who receive MAT and people with StimUD who participate in the Recovery Incentives Program 
will be less likely to have an overdose death compared to people with OUD and StimUD who do not receive these services, respectively. 
Primary Driver:  
Reduce overdose 
deaths 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Overdose deaths overall 
and among opioids and 
stimulants separately 

None N/A 
 

 

 

 

 

 

 

 

 

 

 

 

 

N/A California 
Comprehen-
sive Death 
File, CA 
Department 
of Public 
Health 
matched to 
DMC Claims 

Compare individuals with 
StimUD who participated in 
the Program to those who did 
not. Time period: Start of 
Recovery Incentives Program 
(2023) through end of waiver 
(2026) 
 
Compare individuals w/OUD 
who received Medications for 
Addiction Treatment (MAT) to 
those who did not, determine 
whether access to MAT 
increased under DMC-ODS 
(2015-2026) 
 
Quasi-experimental causal 
inference designs including but 
not limited to difference-in-
differences augmented with 
propensity score matching as 
needed, synthetic controls, etc. 
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Table C1. Summary of key evaluation questions, hypotheses, data sources, and analytic approaches 

Driver Potential Measures 
Measure 
Steward, 

Endorsement 
Numerator Denominator Data 

Source(s) Analytic approach 

Goal 1: Increased rates of identification, initiation, and engagement in SUD treatment services. 
Question: Does the demonstration increase access to and utilization of SUD treatment services? 
Hypothesis: Counts or rates will be maintained at benchmark year* levels or higher. 
Primary Driver: 
Increased rates of 
identification, 
initiation, and 
engagement in 
treatment 
 
 
 
 
 
 
 
 
 
 
 
 
 
Secondary Driver: 
Ensure appropriate 
and timely 
placement 
according to 
ASAM Criteria 

Number of ASAM 
Criteria-based level of 
care screenings and 
assessments 
 
 
Initiation among 
beneficiaries with an 
ASAM Criteria-based 
brief screening 
 
 
 
 
Engagement in 
treatment among DMC-
ODS clients 
 
 
Timely admission to the 
indicated level of care 
within 30 days of 
ASAM Criteria-based 
brief screenings 

None 
 
 
 
 
NQF #0004 
adaptation 
 
 
 
 
 
NQF #0004 
adaptation 
 
 
 
 
 
None 

Number of ASAM 
LOC screenings and 
assessments 
 
 
Number of 
beneficiaries who 
initiated treatment 
within 14 days of the 
index episode start 
date 
 
Initiation of tx and 
two or more 
encounters with any 
SUD diagnosis within 
34 days after 
initiation 
 
Admission within 30 
days of an ASAM 
Criteria-based brief 
screening 
 

 

N/A 
 
 
 
 
Number of 
beneficiaries with 
an ASAM brief 
screening with a 
level of care 
recommendation 
 
Number of 
beneficiaries 
(above) who 
initiated treatment 
 
 
 
Beneficiaries with 
an ASAM brief 
screening with a 
level of care 
recommendation 

ASAM LOC 
Placement 
data 
 
 
DMC 
Claims, 
ASAM LOC 
Placement 
data 
 
 
DMC 
Claims, 
ASAM LOC 
Placement 
data 
 
 
DMC 
Claims, 
ASAM LOC 
Placement 
data 

Descriptive statistics using 
parametric and/or non-
parametric tests of statistical 
significance and/or regression 
analysis to confirm 
identification, IET rates, and 
timely admission to the 
indicated level of care are 
maintained or improve 
between comparison & waiver 
periods 
 
Note: Engagement measure 
adjusted from 30 to 34 days to 
align with NCQA and state 
monitoring metrics. 
 

 

Descriptive Statistics 
(2020-2026, contingent on data 
availability) 
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Table C1. Summary of key evaluation questions, hypotheses, data sources, and analytic approaches 

Driver Potential Measures 
Measure 
Steward, 

Endorsement 
Numerator Denominator Data 

Source(s) Analytic approach 

Secondary Driver: 
Ensure clients are 
satisfied with 
services 

UCLA Client 
Treatment Perceptions 
Survey ratings, % of 
clients providing a 4 or 
higher rating on all 
questions 

UCLA Clients providing a 4 
or 5 rating 

All TPS 
participants 

UCLA Client 
Treatment 
Perceptions 
Survey 

Descriptive statistics  
(2020-2025) 

Secondary Driver: 
Quality 
improvement 
efforts 

UCLA County 
administrator survey 
questions on the impact 
of QI activities and the 
EQRO 

None N/A N/A County 
administrator 
survey 

Descriptive statistics 
(2020-2026) 

Goal 2: Increased adherence to and retention in treatment. 
Question: Do enrollees receiving SUD services adhere to and remain in treatment? 
Hypothesis: Adherence and retention will be maintained at benchmark year* levels or higher. 
Primary Driver: 
Adherence to and 
retention in 
treatment 

Days in treatment None N/A N/A DMC Claims 
CalOMS-Tx 

Descriptive statistics using 
parametric and/or non-
parametric tests of statistical 
significance, and/or regression 
analysis and quasi-
experimental causal inference 
designs including but not 
limited to difference-in-
differences augmented with 
propensity score matching as 
needed, synthetic controls, etc. 
(2020-2026, contingent on data 
availability) 
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Table C1. Summary of key evaluation questions, hypotheses, data sources, and analytic approaches 

Driver Potential Measures 
Measure 
Steward, 

Endorsement 
Numerator Denominator Data 

Source(s) Analytic approach 

Secondary Driver:  
Improve care 
coordination and 
transitions 
between levels of 
care 
 

Transition to specialty 
care after withdrawal 
management 
 
 

None 
 

Withdrawal 
management (WM) 
discharges followed 
by DMC-ODS 
treatment within 7 or 
14 days  

WM discharges DMC claims, 
MCP/FFS 
data** 
 

Descriptive statistics using 
parametric and/or non-
parametric tests of statistical 
significance, and/or regression 
analysis 
(2020-2026, contingent on data 
availability) 
 

Goal 4: Reduced utilization of emergency departments and inpatient hospital settings for treatment where the utilization is preventable or 
medically inappropriate through improved access to other continuum of care services. 
Question: Do enrollees receiving SUD services experience improved health outcomes? 
Hypothesis: DMC-ODS implementation will be associated with reductions in utilization of emergency departments and inpatient hospital settings for 
treatment where the utilization is preventable or medically inappropriate through improved access to other continuum of care services. 
Primary driver: 
Reduced 
utilization of ED 
and inpatient 
hospital settings 
 
 

Utilization (e.g., days) 
 
 
 
 
 
 
 
 
 
 
 
Paid claim amounts 

None 
 
 
 
 
 
 
 
 
 
 
 
None 

Clients who received 
DMC-ODS treatment 
who had any ED and 
inpatient hospital 
visits during and after 
treatment  
 
 
 
 
 
 
N/A 

Clients who 
receive DMC-
ODS treatment 
 
 
 
 
 
 
 
 
 
N/A 
 

DMC Claims 
MCP/FFS 
data** 
 
 
 
 
 
 
 
 
 
DMC Claims 
MCP/FFS 
data** 
 

Descriptive statistics using 
parametric and/or non-
parametric tests of statistical 
significance, and/or regression 
analysis. Quasi-experimental 
causal inference designs 
including but not limited to 
difference-in-differences 
augmented with propensity 
score matching as needed, 
synthetic controls, etc. 
(2015-2026, contingent on data 
availability) 
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Table C1. Summary of key evaluation questions, hypotheses, data sources, and analytic approaches 

Driver Potential Measures 
Measure 
Steward, 

Endorsement 
Numerator Denominator Data 

Source(s) Analytic approach 

Goal 5: Fewer readmissions to the same or higher level of care where the readmission is preventable or medically inappropriate. 
Question: Does the demonstration reduce withdrawal management readmissions? 
Hypothesis: DMC-ODS implementation will be associated with fewer readmissions to the same or higher level of care where the readmission is 
preventable or medically inappropriate. 
Primary driver: 
Readmissions to 
withdrawal 
management  

Re-admissions within 
30 days of discharge 

None Clients re-admitted to 
withdrawal 
management within 
30 days of discharge 
from withdrawal 
management 

Clients 
discharged from 
withdrawal 
management 

DMC Claims 
CalOMS-Tx 

Descriptive statistics using 
parametric and/or non-
parametric tests of statistical 
significance, and/or regression 
analysis. Quasi-experimental 
causal inference designs 
including but not limited to 
difference-in-differences 
augmented with propensity 
score matching as needed, 
synthetic controls, etc. 
(2015-2026, contingent on data 
availability) 
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Table C1. Summary of key evaluation questions, hypotheses, data sources, and analytic approaches 

Driver Potential Measures 
Measure 
Steward, 

Endorsement 
Numerator Denominator Data 

Source(s) Analytic approach 

Goal 6: Improved access to care for physical health conditions among beneficiaries. 
Question: Does the demonstration improve coordination of care? 
Hypothesis: DMC-ODS implementation will be associated with improved access to care for physical health conditions among beneficiaries. 
Primary driver: 
Ensure client 
satisfaction with 
services  
 
 
 
 
 
Secondary driver: 
Improve care 
coordination 

Treatment Perceptions 
Survey item: “Staff 
here work with my 
physical health care 
providers to support 
my wellness.” 
 
 
 
Percentage of clients 
with ambulatory or 
preventive care visits 
before and following 
treatment 

None 
 
 
 
 
 
 
 
 
NCQA 
adaptation 

Clients providing a 
rating of 4 or 5 
 
 
 
 
 
 
 
Number of clients 
with SUD who had an 
ambulatory or 
preventive care visit 
during the 
measurement period 

All clients 
responding to the 
TPS survey 
 
 
 
 
 
 
Number of 
beneficiaries with 
DMC-ODS 
treatment 

Treatment 
Perceptions 
Survey 
 
 
 
 
 
 
MCP/FFS 
data** 
 
DMC claims 

Confirm client satisfaction w/ 
coordination is at benchmark 
year* levels/higher. 
Descriptive statistics using 
parametric and/or non-
parametric tests of statistical 
significance, and/or regression 
analysis (2020-2025) 
 
Compare ambulatory or 
preventative care visits before 
& after treatment. Descriptive 
statistics using parametric 
and/or non-parametric tests of 
statistical significance, and/or 
regression analysis (2015-
2026, contingent on data 
availability) 
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Table C1. Summary of key evaluation questions, hypotheses, data sources, and analytic approaches 

Driver Potential Measures 
Measure 
Steward, 

Endorsement 
Numerator Denominator Data 

Source(s) Analytic approach 

Goal 7: Improved health equity across DMC-ODS performance and outcome measures. 
Question: Does the demonstration reduce health disparities? 
Hypothesis: Health disparities will decrease. 
Primary Driver:  
Improve health 
equity  
 
 
 
 

Timely admission to 
indicated level of care 
 
 
 
 
 
Treatment engagement 
 
 
 
 
 
 
Any other measures on 
which meaningful 
disparities emerge  
 
 
 
 
 
 
 
 
 
 
 

None 
 
 
 
 
 
 
NQF #0004 
adaptation 
 

Clients admitted to 
their indicated level 
of care within 30 days 
of ASAM brief 
screening 
 
 
Initiation of treatment 
and two or more 
encounters with any 
SUD diagnosis within 
34 days after 
initiation 
 

Clients who 
received an 
ASAM brief 
screening 
 
 
 
Number of 
beneficiaries who 
initiated treatment 

ASAM LOC 
Placement 
data 
DMC Claims 
 
 
 
DMC Claims 

Compare rates by race, 
ethnicity, and age. Descriptive 
statistics using parametric 
and/or non-parametric tests of 
statistical significance, and/or 
regression analysis. Quasi-
experimental causal inference 
designs including but not 
limited to difference-in-
differences augmented with 
propensity score matching as 
needed, synthetic controls, etc. 
(2017-2026) 
 
Note: Engagement measure 
adjusted from 30 to 34 days to 
align with NCQA and state 
monitoring metrics 
specifications. 
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Table C1. Summary of key evaluation questions, hypotheses, data sources, and analytic approaches 

Driver Potential Measures 
Measure 
Steward, 

Endorsement 
Numerator Denominator Data 

Source(s) Analytic approach 

Goal 8: An effective contingency management program, including cost effectiveness and effects on beneficiary health outcomes. 
Question: Has the Recovery Incentives Program been effectively implemented? 
Hypothesis: Effective implementation will lead to improvements in client retention, discharge status, self-reported outcomes, drug test results, deaths, 
and healthcare utilization among clients participating in the Recovery Incentives Program.  
Primary driver: 
Improvements in 
Recovery 
Incentives 
Program outcomes 

Days in treatment, 
engagement, discharge 
status,  
self-reported 
satisfaction and 
improvement in health, 
SUD, arrests, 
ED and inpatient 
hospital utilization, 
costs,  
deaths  
 
 
 
 
Rates of positive, 
negative, and missed 
drug screens 
 
 

None 
 
 
 
 
 
 
 
 
 
 
 
None 

N/A 
 
 
 
 
 
 
 
 
 
 
 
Negative urinalysis 
outcomes 

N/A 
 
 
 
 
 
 
 
 
 
 
 
Sum of all 
possible tests over 
the planned 
course of 
treatment 

Client 
surveys, 
DMC claims, 
MCP/FFS 
data,**  
CalOMS-Tx, 
Death data 
 
 
 
 
Stimulant 
drug tests / 
incentive 
manager 
vendor 

Compare outcomes between 
clients with StimUD 
participating in the Recovery 
Incentives Program and those 
in non-Recovery Incentives 
Program treatment programs 
(where available), controlling 
for background characteristics. 
Comparisons by 
demographics. Descriptive 
statistics using parametric 
and/or non-parametric tests of 
statistical significance, and/or 
regression analysis 
 
Compare rates of positive, 
negative, and missed drug 
screens among individuals 
with StimUD in the Recovery 
Incentives Program and 
compare rates to those found in 
the literature using a one-
sample t-test or analogous 
procedure 
(2023-2026) 
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Table C1. Summary of key evaluation questions, hypotheses, data sources, and analytic approaches 

Driver Potential Measures 
Measure 
Steward, 

Endorsement 
Numerator Denominator Data 

Source(s) Analytic approach 

Primary driver: 
Fidelity to the CM 
model 
 

Drug screen results,  
Days in treatment, 
Discharge status,  
Self-reported 
improvement,  
Overdose rates,  
ED and inpatient 
hospital utilization 
(SUD or all diagnoses) 

None N/A N/A Data from 
incentive 
manager 
vendor, 
fidelity 
assessments, 
provider 
surveys, 
client 
surveys, 
CalOMS-Tx, 
DMC-ODS 
claims 

Compare outcomes (e.g., drug 
screen results, days in 
treatment, discharge status, 
self-reported improvement, 
overdose rates, ED utilization, 
inpatient utilization) between 
higher- and lower-fidelity 
providers according to 
measures developed by UCLA 
 
Descriptive statistics using 
parametric and/or non-
parametric tests, and/or 
regression. (2023-2026) 

Secondary driver: 
Implementation of 
an effective and 
accessible CM 
program 

Newly developed survey 
questions adapted from 
an existing 
questionnaire and 
qualitative interviews 
 
Use of CM based on 
DMC claims 

None 
 
 
 
 
 
None 

N/A 
 
 
 
 
 
Clients receiving CM 

N/A 
 
 
 
 
 
Clients with 
StimUD in 
eligible levels of 
care 

Provider 
surveys and 
interviews 
 
 
 
DMC-ODS 
claims 
CalOMS-Tx 
 

Descriptive analyses from 
survey to track implementation 
challenges and successes over 
time and qualitative analyses 
of interview transcripts 
 
Track percentage of people in 
treatment for StimUD who 
participate in the Recovery 
Incentives Program; 
Descriptive statistics using 
parametric and/or non-
parametric tests, and/or 
regression. (2023-2026) 

* Benchmark year is 2021, but where appropriate and data allows, a longer timeframe is used. Recovery Incentives data collection started in 2023.  
** ED, hospital, and associated cost data come from MCP/FFS data is historically subject to reporting delays of about 3 years.



 

28 

 

 
To the extent possible, the final Summative Report will also examine total costs as well 
as cost drivers measured on a Per Member Per Month (PMPM) basis before and during 
the demonstration periods (2015-2026 contingent on data availability), e.g., total 
Medicaid costs and total federal Medicaid costs, SUD-Institutions for Mental Diseases 
(IMD) costs, other SUD costs, and non-SUD costs, and inpatient costs, non-ED 
outpatient costs, and ED outpatient costs. Data acquisition is ongoing for these analyses.  

Figure C1 shows each of the goals as primary drivers toward the ultimate reduction in 
overdose deaths to aid readers in understanding the rationale behind the 
demonstration features and evaluation outcomes.  

Figure C1. Driver Diagram 
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D. Methodology 
 

 

 

Methodological Design 

The evaluation employs a mixed-methods design that integrates both quantitative and 
qualitative approaches, offering a more comprehensive perspective than either method 
could provide on its own. These methods are tailored to leverage different types of 
comparisons depending on the specific measure being assessed. Where appropriate, 
administrative data from Drug Medi-Cal (DMC) claims are used within a difference-in-
differences framework to account for varying county implementation timelines, aligning 
with CMS recommendations for rigorous evaluation designs.17 This approach essentially 
combines pre-post comparisons and comparisons across counties to test whether 
changes are detected when counties “go live” but not at the same time in other 
counties. In other cases, data (e.g., stakeholder surveys, interviews, ASAM Criteria-based 
Level of Care Placement data) are only available post-implementation, in which case 
post-only analyses are conducted. 

The CM evaluation focuses on the initial implementation of a targeted set of new 
practices designed for a specific population within defined services settings. This 
contrasts with evaluation of the broader DMC-ODS program, which was originally 
approved in 2015 and encompasses the full continuum of substance use disorder care. 
Therefore, the evaluation approach for the Recovery Incentives Program has a different, 
more implementation-oriented focus organized around the RE-AIM framework 
(Glasgow, 1999): 

1. Reach. Reach is measured as the percentage of people in treatment for StimUD 
who participate in the Recovery Incentives Program. UCLA is also evaluating 

 
17 Reschovsky, J.D. and Bradley, K. (2019). Planning Section 1115 Demonstration Implementation 
to Enable Strong Evaluation Designs. Available at:  https://www.medicaid.gov/medicaid/section-
1115-demo/downloads/evaluation-reports/enable-strng-eval-dsgn.pdf  
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whether there are disparities in its reach to different beneficiary populations (e.g., 
race, ethnicity, gender, age, county).  

2. Effectiveness. Effectiveness is based on results of drug testing, treatment 
retention, and treatment engagement.  

3. Adoption. Adoption is measured by describing how many provider sites deliver 
Recovery Incentives Program services. 

4. Implementation. Implementation is evaluated by the degree to which CM is 
carried out with fidelity to the Recovery Incentives Program protocols and by 
tracking adaptations made. Perceptions of challenges and areas for potential 
improvement are also being collected from provider staff and participants 
through surveys and semi-structured interviews.  

5. Maintenance. Maintenance will be assessed by examining whether counties and 
provider agencies continue delivering Recovery Incentives Program services, the 
consistency of their delivery, and any adaptations made to the program 
throughout the evaluation period. Additionally, information from surveys and 
interviews focusing on factors that could promote or impede the continued 
delivery of Recovery Incentives Program services after the end of the pilot period 
will be evaluated. 

Target and Comparison Populations 

The population targeted by DMC-ODS is Medicaid-eligible individuals with SUD. Where 
appropriate, data from State Plan (non-DMC-ODS) counties and the variation in the 
staggered Go-Live dates of DMC-ODS counties over time are exploited for comparison 
purposes as described in the analytic methods section below.  

In some cases, particularly when analyzing datasets that did not exist prior to DMC-ODS 
implementation, the evaluation design is focused on monitoring the maintenance of 
previously measured improvements. In these cases, the waiver year 2021 is used as a 
benchmark to measure the maintenance of improvements as CalAIM extends DMC-ODS 
into 2022 and beyond. Where possible, the data from a longer timeframe is used to 
evaluate and place data from 2021 into a larger context, particularly in light of the 
potential impact of COVID-19 on this period. A description of these efforts is 
summarized in Attachment B. 
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In other cases, where improvements have not previously been established, data is 
analyzed to establish whether the initial Medi-Cal 2020 waiver was associated with or 
caused improvements, as well as whether those improvements have been maintained 
during the current CalAIM waiver.  

As a result of the above considerations, time periods for different measures can differ 
according to the following rules: 1. Where maintenance is hypothesized, the starting 
year is 2020 or earlier (see Attachment B), based on data availability, to provide a 
comparison for 2021. After confirming 2021 as the appropriate baseline, it then serves 
the benchmark for the ensuing years. 2. Where administrative data are available prior to 
DMC-ODS, the starting year is 2016 to provide pre-DMC-ODS data to serve as a 
baseline.18 3. Analyses based on data collected specifically for the Recovery Incentives 
Program start in 2023 when data collection began. For this report, end dates also 
depend on the most recent available data without data lag at the time of analyses: 2023 
for claims data, 2024 for statewide client treatment perception surveys, and 2025 for 
Incentive Manager data and other surveys and interviews. The primary target population 
for the Recovery Incentives Program evaluation is clients who receive CM for the 
treatment of StimUD. A comparison population will consist of clients who receive 
treatment for StimUD but do not receive CM. Analyses using this comparison population 
are in progress and will be reported in the final Summative Report. 

Evaluation Period 

DMC-ODS under CalAIM is considered an extension of DMC-ODS under the previous 
Medi-Cal 2020 waiver. Therefore, the evaluation period for the evaluation extends from 
the date the first two counties implemented DMC-ODS on February 1, 2017 through the 
end of the CalAIM waiver on December 31, 2026. However, exact dates for this Interim 
Evaluation Report differ by analysis depending on data availability and data reporting 
lag times, as described in the previous section. The evaluation period for the Recovery 
Incentives Program evaluation has the same end date, but implementation began in 
March 2023. 

 
18 Although initially we planned to use a baseline that extended back to 2015, California 
converted from ICD-9 to ICD-10 coding on October 21, 2015, which we found created 
challenges in the comparing claims data across that boundary. To avoid this issue, the baseline 
started in 2016, more than one year prior to the first DMC-ODS “Go Live” dates.  
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Evaluation Measures 

All evaluation measures are summarized in Table C1 of the previous section. 

Data Sources 

Administrative Data Sources 

California Outcome Measurement System, Treatment (CalOMS-Tx) 

CalOMS-Tx is California's existing data collection and reporting system for all clients in 
publicly funded SUD treatment services. Treatment providers collect information from 
clients at admission and discharge and send this data to DHCS each month. CalOMS-Tx 
provides California’s contribution to the Treatment Episode Dataset (TEDS) maintained 
by the Substance Abuse and Mental Health Services Administration (SAMHSA). CalOMS-
Tx includes client background (e.g. demographics, source of referral, number of prior 
treatment episodes, housing, employment, criminal justice status, number of children), 
treatment information (e.g. treatment discharge status, use of medications), and 30-day 
measures at admission and discharge (e.g. number of arrests & jail days, family conflicts, 
social support). This makes CalOMS-Tx data richer in many respects than other data 
sources (e.g. claims), though it has its own limitations (see methodological limitations 
section). CalOMS-Tx data was received in June 2025. More information on CalOMS-Tx 
can be found at:  http://www.dhcs.ca.gov/provgovpart/Pages/CalOMS-Treatment.aspx  

Death Data  

The California Department of Public Health (CDPH) provides data from their California 
Comprehensive Death File to DHCS for all Medi-Cal beneficiaries. UCLA has submitted 
an application to CDPH to use this data to identify overdose deaths as a key outcome 
measure. All-cause deaths will also be examined if the data allows. At the time of 
reporting, data has not yet been received by UCLA and are not available for analysis, but 
it is anticipated this data will be available to report these analyses in the final Summative 
Report. 

 

 

http://www.dhcs.ca.gov/provgovpart/Pages/CalOMS-Treatment.aspx
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Drug Medi-Cal Claims (DMC Claims) 

In California, Medicaid-funded SUD treatment is paid for through DMC claims. DMC is a 
carve-out for specialty care SUD treatment. For this evaluation, DMC claims data 
provides information on client demographics, access to treatment after DMC-ODS 
implementation, the types of services provided, and costs. New billing procedures 
currently under development are expected to record the delivery of CM services and 
potentially positive or negative drug test results. DMC claims data provides detailed 
data on services received and is likely to be more complete than other datasets like 
CalOMS-Tx, but is limited in content to billing-related data. DMC claims data used in 
this report was received in June 2025. 

Incentive Manager Vendor Data 

The incentive manager vendor for the Recovery Incentives Program, under contract with 
DHCS, collects data on incentive payments while administering incentives. Table D1 
below lists the data elements collected.  Incentive Manager data used in this report was 
received in April 2025. 
 
Managed Care Plan and Fee-for-Service Data (MCP/FFS) 

In California, Medicaid-funded medical care (excluding SUD and serious mental illness) 
is paid for either through managed care plans or fee-for-service reimbursement. For the 
UCLA evaluation, MCP/FFS data provides information on client demographics, types of 
services, and costs. 

Medi-Cal Eligibility Data System (MEDS) 

The MEDS database provides information on all California Medi-Cal beneficiaries. These 
data, particularly the MEDS Monthly Extract File (MMEF), are used to calculate 
penetration rates. Data used in this report was received in January 2025. 

Master Provider File (MPF) 

The MPF is DHCS’s comprehensive list of SUD treatment programs in the state of 
California. The MPF includes information on all SUD treatment facilities, including 
mailing addresses and DMC certification and decertification dates, among other 
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provider-level information. In combination with lists of IMD facilities, MPF can be used 
to identify provider identification numbers for these facilities, therefore enabling IMD-
specific analyses using CalOMS-Tx and DMC claims data. 

Table D1. Data Variables and Descriptions. Incentive Manager Vendor Data. 

Variable Description 
Beneficiary name Client’s full name: first and last 
Client Index Number (CIN) Client’s unique identification number 
Provider name Rendering provider/CM coordinator name 
Provider Business Name Service facility organization name 
National provider identifier Rendering provider/CM coordinator number 
Date of service Date drug test was performed 
Drug test results Positive or negative for stimulants 
Calculated incentive amount on date 
of service 

Incentive amount owed to client on date of 
service 

Disbursed incentive amount on date 
of service 

Amount disbursed when the client requests it 

Current bank balance Balance if client opts to “bank” incentive amounts 
Cumulative disbursed incentive 
amounts 

Total incentive amounts disbursed to member  

Visit Number Visit 1 through 36 (per enrollment period, clients 
can continue to reenroll until they reach $599 in a 
calendar year.) 

Absence Type Type of absence - Excused or Unexcused 
Absence Note Reason for absence – proof needed for excused 

absences 
 
 

UCLA Evaluation Data Collection Activities  

ASAM Level of Care (LOC) Placement Data  

Given that the ASAM Criteria are a defining feature of DMC-ODS, a large new data 
collection effort was initiated across DMC-ODS counties to collect data on the use of 
ASAM Criteria-based LOC brief initial screenings, initial assessments, reassessments, and 
services delivered. This endeavor has been a collaborative effort between UCLA, DHCS, 
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and counties. DHCS Information Notice 17-035 describing the requirements and 
procedures to collect ASAM Criteria-based LOC data was released in September 2017 
and was superseded by Information Notice 18-046 on October 1, 2018. These data 
include the date of screening or assessment, type (brief initial screen, initial assessment, 
follow-up assessment), indicated LOCs (per screener or assessment result), actual 
placement decision(s), the reason for the difference between indicated and actual LOCs 
(if any), and the reason for delays in placement (if any). Data on three types of 
screenings or assessments are possible, defined as follows on the data collection 
instrument. 

• Brief Initial Screen: a brief initial screening that preliminarily determines an LOC 
placement until a full assessment can be performed 

• Initial Assessment: a longer comprehensive assessment meant to determine the 
LOC recommendation and establish medical necessity 

• Follow-up Assessment: following an initial assessment, any re-assessment of the 
client occurring during the same treatment episode   

Up to three indicated and actual levels of care could be recorded. Indicated and actual 
levels of care defined as: 

• Indicated LOC. This is the initially recommended LOC according to the 
screening/assessment instrument prior to taking client preference into account. 
For example, this would be listed under "Final Level of Care Recommendations" if 
using CONTINUUMTM software. 

• Actual LOC/Withdrawal Management (WM) placement decision. This is the actual 
LOC decided upon after client input and the LOC where the client is referred. 

The options for LOC, as worded in the LOC reporting template, are listed in Table D2. 
These include broad To Be Determined (TBD) options to allow for the results of brief 
initial screenings to indicate a general treatment modality the client should report to for 
further assessment (e.g., outpatient) without specifying the exact LOC to be received 
there (e.g., 1-outpatient or 2.1-intensive outpatient). The list also includes Withdrawal 
Management levels of treatment, which can be combined with other levels of care. 
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Table D2: ASAM Level of Care Categories and Descriptions 

Category Level of Care Description 
No Treatment None 

TBD Categories 
Outpatient/Intensive Outpatient (OP/IOT), exact 
level TBD 

TBD Categories Residential, exact level TBD 
TBD Categories Withdrawal Management (WM), exact level TBD 
TBD Categories Ambulatory WM, exact level TBD 
TBD Categories Residential/Inpatient WM, exact level TBD 

Medication-Assisted Treatment 
Narcotic Treatment Program / Opiate Treatment 
Program (NTP/OTP) 

Early Intervention 0.5 Early Intervention 
Outpatient Services 1.0 OP (Outpatient) 
Outpatient Services 2.1 Intensive Outpatient (IOT) 
Outpatient Services 2.5 Partial Hospitalization 
Residential Services 3.1 Clinically Managed Low-Intensity Residential 

Residential Services 
3.3 Clinically Managed Population-Specific High-
Intensity Residential 

Residential Services 
3.5 Clinically Managed High-Intensity Residential 
Services 

Residential Services 3.7 Medically Monitored Intensive Inpatient Services 
Residential Services 4.0 Medically Managed Intensive Inpatient Services 

Withdrawal Management (WM) 
1-WM Ambulatory WM without Extended Onsite 
Monitoring 

Withdrawal Management (WM) 
2-WM Ambulatory WM with Extended Onsite 
Monitoring 

Withdrawal Management (WM) 3.2-WM Clinically Managed Residential WM 
Withdrawal Management (WM) 3.7-WM Medically Monitored Inpatient WM 
Withdrawal Management (WM) 4-WM Medically Managed Intensive Inpatient WM 

 

If at least one of the indicated and actual levels of care do not match, providers are 
asked to select the reason for the difference. The options are shown in Table D3: 
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Table D3: Reasons for Difference Between Indicated and Actual Level of Care 

Reason for Difference 
    Not applicable – no difference 
    Clinical judgment 
    Lack of insurance/payment source 
    Legal issues 
    Level of care not available 
    Managed care refusal 
    Client preference 
    Geographic accessibility 
    Family responsibility 
    Language 
    Used two residential stays in a year already 
    Other 

 
ASAM Level of Care data used in this report were received in August 2025. 
 
County Administrator Surveys and Interviews  

UCLA continues to develop and distribute online surveys to obtain information and 
insights from county SUD/behavioral health administrators participating in the delivery 
of services under DMC-ODS. Surveys are being conducted annually to address DMC-
ODS-related perceptions, barriers, and facilitators. Past topics have included, for 
example, access to care, screening and placement practices, training needs, quality of 
care, coordination, and integration of services. Questions on additional topics, including 
the Recovery Incentives Program, are being added as driven by the evaluation design 
and other new issues as they emerge. UCLA also conducts in-depth interviews with 
stakeholders on an as-needed basis to further inform and understand the findings from 
the administrative and survey data. Surveys are administered online and are sent to 
either all DMC-ODS counties (currently 40) or all counties (58 counties, 57 surveys 
because Yuba and Sutter counties share a single administrator). Historically nearly all 
county administrators have responded (most recently 39 out of 40, 97.5%), eliminating 
the need for stratification. 
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Treatment Perceptions Survey (TPS)  

TPS was developed by UCLA as part of the initial DMC-ODS evaluation in 2017. TPS for 
adults was based on San Francisco County’s Treatment Satisfaction Survey; and TPS for 
youth was based on Los Angeles County’s Treatment Perceptions Survey (Youth). Both 
survey questionnaires include items from the Mental Health Statistics Improvement 
Program (MHSIP). Input on the development of both surveys was collected from DHCS, 
the Substance Abuse Prevention Treatment+ Committee (SAPT+) of the County 
Behavioral Health Director’s Association (CBHDA) of California, DMC-ODS External 
Quality Review Organization (EQRO) Clinical Committee, Behavioral Health Concepts 
(BHC), the Youth System of Care Evaluation Team at Azusa Pacific University, and other 
stakeholders. The tool has since been validated19 and data collection has occurred 
annually during a five-day survey period among counties participating in DMC-ODS 
since 2018. TPS serves multiple purposes: 1) it fulfills counties’ EQRO requirement to 
conduct a client satisfaction survey at least annually using a validated tool, 2) it 
addresses the data collection needs for the CMS required evaluation of DMC-ODS, and 
3) supports DMC-ODS quality improvement efforts and provides key information on the 
impacts of DMC-ODS.  

TPS is administered annually as part of a major statewide undertaking by UCLA, 
counties, and providers during a specified five-day survey period in the fall. Providers 
are directed to administer the survey to every client receiving services both in-person or 
via tele-health during this time.  

The current survey for adults includes 16 statements addressing client perceptions of 
access, quality, care coordination, outcome, and general satisfaction. The survey for 
youth includes 19 statements in the same five domains as the adult survey plus an 
additional domain, therapeutic alliance. Survey respondents indicate the extent to which 
they disagree or agree with statements using a 5-point Likert scale (1= Strongly 
disagree and 5= Strongly agree). In 2021, both adult and youth surveys added one item 
about their utilization of services via telehealth. In 2023, one additional question was 
added to the Outcome domain (adult and youth), one additional question was added to 

 
19 Teruya C., Joshi V., Urada D., Trabin T., Iturrios-Fourzan I., & Huang Y.C. (2022). Development 
and Measurement of the Treatment Perceptions Survey (TPS) for Clients with Substance Use 
Disorders. Journal of Behavioral Health Services Research, 49(2),190-203. 
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the Care Coordination domain (adult), and one additional question was added in the 
telehealth section (adult and youth). The survey also collects demographic information 
(i.e., gender, age, race/ethnicity, and length of time receiving services at the treatment 
program). 

Participation in the TPS survey administration is offered via both paper submissions and 
through an online HIPAA-compliant survey platform. TPS survey forms for both adults 
and youth are available in 13 languages (English, Spanish, Chinese, Tagalog, Farsi, 
Arabic, Russian, Hmong, Korean, Eastern Armenian, Western Armenian, Vietnamese, 
Cambodian) and in one-page and two-page (larger font) versions. The relevant 
Behavioral Health Information Notices, survey instructions, forms in multiple threshold 
languages, and other materials (i.e., Frequently Asked Questions, TPS Codebook, sample 
county and program summary reports) are available online at 
https://www.uclaisap.org/client-treatment-perceptions-survey/index.html. 

County administrators coordinate the survey administration and data collection within 
their provider network and submit the paper forms or electronic data files to UCLA for 
processing. The data are analyzed, and county- and provider-level summary reports are 
prepared and made available to participating counties. Counties are also given access to 
their raw data files and respondents’ written comments.  

Engagement has remained consistent each year. The number of surveys collected each 
year has grown as the number of counties going live under DMC-ODS has increased. In 
2021, the total number of surveys received was 16,628 from 30 counties. By 2024, the 
total number of surveys received had increased to 20,146 from 39 counties.   

The TPS survey items by domain can be found in Attachment C. 

Recovery Incentives Program-Specific Data Collection 

Recovery Incentives Site Readiness and Launch Status Tracking Log  

The UCLA Evaluation team communicates regularly with the UCLA Training and 
Implementation Support team to maintain status updates of CM site preparation 
and launch updates. The UCLA Training Department maintains a CM Site Readiness 
and Launch Status Tracking Log and shares this data with the UCLA Evaluation team 
as needed. This information allows the UCLA Evaluation team to monitor barriers 

https://www.uclaisap.org/client-treatment-perceptions-survey/index.html
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and facilitators to launch, while also triggering a timeline for when Provider and 
Client surveys are disseminated, according to the Evaluation Plan. Recovery 
Incentives Program Client Surveys 

To obtain client perceptions of the Recovery Incentives Program, UCLA is using two 
methodological approaches. The first approach employs a cross-sectional data 
collection method, and the second uses a longitudinal method. While the evaluation 
plan describes use of only the longitudinal data collection method, UCLA opted to 
launch an extra cross-sectional survey early in the implementation of the program to 
obtain timely client feedback. This also allowed the evaluation team to test and refine 
procedures for the longitudinal survey, while also allowing time for more programs to 
launch, thereby increasing the generalizability of the longitudinal survey results beyond 
sites that launched relatively early. 

Recovery Incentive Program CM Client Cross Sectional Survey 

The cross-sectional survey was implemented between February 5, and March 8, 2024, 
just under a year after the launch of the program. To provide flexibility to the programs, 
UCLA allowed each site to select one week (Monday through Friday) during this 5-week 
period to participate. UCLA included program sites that were approved to launch prior 
to Jan 1, 2024, that had at least two clients enrolled in the Recovery Incentives Program. 
A total of 49 program sites met these inclusion criteria, and all eligible sites participated. 
During their selected collection week, programs were instructed to provide all active CM 
clients with the opportunity to complete a short and confidential online feedback survey 
using UCLA’s HIPAA-compliant Qualtrics platform. Programs were provided with a flyer 
to share with their active CM clients which included instructions and a survey link/QR 
code unique to that program, allowing clients to scan the code and participate using 
their own mobile device. UCLA also offered a tablet device to all program sites to 
facilitate onsite completion if needed.  

The survey captured information on client perceptions of CM, client behaviors (e.g., drug 
use, use of emergency room and hospital services, etc.), and overall perceptions of CM 
implementation, including areas needing improvement.  
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In addition to collecting quantitative data, the survey included opportunities for clients 
to elaborate on their answers through open-ended responses, and UCLA used these 
responses as qualitative data (described below). 

As compensation for their time, UCLA issued a $10 e-gift card to clients (separate from 
the incentives program earnings) for completing this feedback survey. Prior to issuing 
the compensation, UCLA verified that each respondent was an active client within the 
Incentive Manager database and confirmed that each respondent had completed the 
survey only once. As part of the survey, clients were required to provide direct contact 
information to receive the compensation and were also asked if they would be willing to 
be contacted by UCLA using these methods to engage in future surveys or interviews.  

Using this cross-sectional method, UCLA collected 547 client surveys across the 49 
program sites, obtaining feedback from clients in all stages of the program. Most 
respondents (90%) consented to be contacted for follow-up surveys and interviews. 
Based on the number of active clients at each site in the Incentive Manager data while 
the survey was being conducted and the number of surveys received from these sites, a 
51.8% response rate was achieved.  

Recovery Incentive Program CM Client Longitudinal Follow-up Surveys  

The CM Client Longitudinal follow-up Survey collection effort launched in May 2025 
with the intention of obtaining client feedback and perceptions of the Recovery 
Incentives Program during and after their 24-week treatment experience. Data collection 
points were scheduled at four points in time: Week 1 (baseline), Week 6, Week 14, and 
Week 28 (one month following protocol completion). Methods were informed by a 
small pilot based on the cross-sectional sample (n=48), which helped the team fine-tune 
survey questions, develop client tracking methods, and make projections of response 
rates and sample sizes to ensure adequate statistical power.  

UCLA invited participation from program sites that were approved to launch prior to 
January 17, 2025 with two or more active members (n=92 program sites). All 92 
program sites agreed to participate, functioning as partners to offer the survey 
opportunity to their clients. Program staff were instructed to only offer the opportunity 
to clients who were “newly starting” the Recovery Incentives Program (in week one only) 
during an assigned two-week period between May 5 and June 30, 2025. UCLA engaged 
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with sites to determine their preferred two-week collection window and provided them 
with a study flyer for clients to scan for voluntary and confidential participation. A QR 
code/link on the flyer connected clients to the online Client Survey Information Sheet 
and baseline survey. Survey materials were offered in English and Spanish and tablet 
devices were provided to sites that requested one.  

Mirroring the cross-sectional survey, once baseline surveys were received through 
UCLA’s HIPAA-compliant Qualtrics platform, UCLA confirmed eligibility by verifying the 
CM start date/Week one status (as shown in the Incentive Manager database) and 
assuring valid contact information (e.g.: email and/or mobile phone), which participants 
needed to provide to receive compensation and future follow-up surveys. UCLA issued a 
$20 e-gift card for completed and verified baseline surveys. These gift cards were 
separate from the Recovery Incentives Program earnings and therefore did not have any 
impact on participants’ $599 limit in the program. The three additional follow-up survey 
collection points offered escalating compensation rates of $40, $60, and $80 e-gift cards 
provided at each stage. Increasing the compensation at each time point is designed to 
enhance response rates as well as encourage participation from those that discontinue 
early from the Recovery Incentives Program. At the close of the baseline collection 
period, 222 baseline surveys were collected, including at least one client from each 
participating program. Most respondents (96%) consented to be contacted for follow-
up interviews. The response rate will be calculated upon receipt of Incentive Manager 
data with client data through June 30, 2025. 

The survey questions were similar to the cross-sectional survey, capturing perceptions of 
CM, client behaviors (e.g., drug use, use of emergency room and hospital services, etc.) 
and repeated measures of the PROMIS, TEA and TPS items with additional elements 
inquiring about unexcused or missed visits, the experience of UDT testing for financial 
incentives, and overall feedback on the intervention protocol, highlighting areas for 
potential improvement. In addition to collecting quantitative data, the survey included 
opportunities for clients to elaborate on their answers through open-ended responses 
and inquired if they would be willing to be contacted for a qualitative interview. Each 
follow-up survey asked the participant about their current status in the program and 
their reasons for discontinuation if applicable, and also collected ongoing consent for 
the next follow-up survey.   
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At the time of this report, baseline data and preliminary findings are available from the 
week six follow-up time point. The week 14 data collection point initiated in mid-August 
2025 and collection of this CM Client longitudinal effort through week 28 data point will 
continue through February 2026. 

Recovery Incentives Program Client Interviews  

The study team is conducting semi-structured interviews with approximately 40 clients 
purposively selected from participants in the longitudinal Recovery Incentives Program 
survey who provided permission for UCLA to contact them for an interview during that 
survey. Participants are being selected to represent a range of perspectives on the 
Recovery Incentives Program, individuals who are at various stages of program 
participation, and a mix of people who complete full 24 weeks of the Recovery 
Incentives Program and people who stop the program before completion. Participants 
are being asked about the program’s strengths and ways the program can be improved.   

Recovery Incentives Program Provider Surveys 

UCLA is surveying program staff who are engaged in the delivery of the CM protocol, 
specifically CM supervisors, CM coordinators, and counselors at each site who see the 
most CM clients. As counties are approved to launch, county leads are asked to provide 
an email contact for their participating treatment programs. UCLA contacts these 
program leads to obtain email contact information for the specific staff members 
assigned to the three roles at each site.   

Following approximately five months of implementation with at least one active client, 
the three identified providers are sent online surveys via UCLA’s HIPAA-compliant 
Qualtrics platform. The survey highlights provider knowledge and beliefs about CM and 
challenges within the program’s implementation. This survey includes items from the 
previously validated Contingency Management Beliefs Questionnaire (CMBQ).20 As a 
token of thanks, providers are sent $30 e-gift cards upon completion of these surveys. 

 
20 Rash, C. J., Petry, N. M., Kirby, K. C., Martino, S., Roll, J., & Stitzer, M. L. (2012). Identifying 
provider beliefs related to contingency management adoption using the contingency 
management beliefs questionnaire. Drug and alcohol dependence, 121(3), 205-212. 
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Survey collection initiated in the Fall of 2023, five months following the first program 
launch.  

The goal is to collect surveys from the first 100 programs that have active client 
participation in the Recovery Incentives Program across the state. At the time of this 
report, this goal has almost been reached: 98 active programs have been sent surveys, 
yielding 272 survey responses. The findings presented in this report, however, reflect 
responses exclusively from CM supervisors, CM coordinators and back-up coordinators 
(n=244) because counselors, despite providing informative commentary, were not 
trained in the protocol and maintained limited feedback and knowledge about the 
implementation of the Recovery Incentives Program.   

Recovery Incentives Program Provider Interviews 

The study team is conducting interviews and/or focus groups with a sample of about 15 
total provider individuals from agencies that implement the Recovery Incentives 
Program. Providers are being selected to create a sample that serves counties of 
different size (large, medium, small), geographic location (Northern, Southern, Central 
regions of the state), and levels of satisfaction with the Recovery Incentives Program as 
identified in provider surveys. Interviews began shortly after provider survey data 
collection and will end when additional themes cease to emerge from data collection 
(saturation has been achieved). Interviews are focusing on identifying the strengths and 
weaknesses of the Recovery Incentives Program and potential ways to improve the 
uptake and effectiveness of the program.  All interviews are being recorded and 
professionally transcribed for analysis. 

Recovery Incentives County Administrator Interviews 

The study team is also interviewing county SUD treatment administrators from ten 
counties participating in the Recovery Incentives Program to learn about the strengths 
and weaknesses of the program from counties’ perspective. These interviews are 
focusing on identifying factors that promote or inhibit the reach of the Recovery 
Incentives Program and identifying ways to further disseminate and maintain program 
implementation in the future. Counties are being selected to be representative of 
counties of different size (large, medium, small), geographic location (Northern, 
Southern, Central regions of the state), and varying levels of program reach (calculated 
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as the share of county StimUD clients who receive Recovery Incentives Program 
services). All interviews are being recorded and professionally transcribed for analysis. 

Analytic Methods 

Analysis of Quantitative Data 

Due to the size of California’s population and the associated statistical power available 
for analysis of statewide databases, comparisons using inferential statistics on many of 
the datasets used in this report may suggest statistical significance even when these 
differences are small and not meaningful. Furthermore, inferential statistics are designed 
to make inferences about a population from a random sample taken from that 
population. However, many of the datasets used in this evaluation (e.g., DMC claims, 
CalOMS-Tx, county administrator survey data with response rates near 100%) represent 
data on essentially the full population of interest rather than a random sample. 
Therefore, in cases where p-values may be inappropriate or misleading, descriptive 
statistics are used with percentages, odds ratios, or other methods to convey the size 
and meaning of differences to readers. However, advanced statistics will also be used to 
examine multivariate relationships and difference-in-difference analyses as described 
below. 

Event Study (ES) and Difference-in-Difference (DD) designs are used where appropriate 
to analyze whether the introduction of DMC-ODS causally affected certain outcomes of 
interest. Specifically, UCLA uses these designs when analyzing administrative data (e.g., 
DMC claims and CalOMS-Tx) for some outcomes. Given the staggered roll-out of DMC-
ODS across counties in California over time, exploiting this variation within the ES and 
DD designs allows us to estimate a causal effect of DMC-ODS. These analyses cover the 
entirety of DMC-ODS, including the Medi-Cal 2020 years inclusive of the 2021 
extension, and CalAIM. Data starting in 2016 are used for the pre-DMC-ODS period. All 
ES and DD models use data from DMC claims at the county-month-year-level.   

The difference-in-differences model compares pre-post changes in outcomes in treated 
units to pre-post changes in outcomes in untreated units, for a single treatment. Given 
the variation in treatment timing, i.e., the variation in the introduction of DMC-ODS 
across counties in California over time, exploiting this variation within the ES and DD 
designs allows us to estimate a causal effect of DMC-ODS. This will remain true if new 
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counties opt-in to participate in DMC-ODS. The widely accepted empirical strategy in 
this context is the Two-Way Fixed Effect Difference-in-Differences model (2WFE DD) 
given by the following equation: 

𝑌𝑌𝑖𝑖𝑖𝑖  =  𝛽𝛽0  + 𝛽𝛽1 ⋅ 𝑇𝑇𝑇𝑇𝑇𝑇𝑇𝑇𝑡𝑡𝑖𝑖𝑖𝑖 + 𝛼𝛼𝑖𝑖 + 𝜃𝜃𝑖𝑖 + 𝜖𝜖𝑖𝑖𝑖𝑖 

where Treat is a binary variable equal to one when a county goes live with DMC-ODS 
and equal to zero otherwise; αt is a time vector containing month-year indicators; and 𝜃𝜃𝑖𝑖   
is a unit vector containing indicators for the 58 counties. Standard errors are clustered 
by county, and all regressions are weighted by the county-level population. The above 
equation can be modified to include a vector of county level time-varying controls, 
including the percentage of the population that is White, Black, or Hispanic, the 
percentage of the population that are youth, ages 18-25, 26-35, 36-45, and 46 plus, the 
poverty rate, unemployment rate, and high school graduate rate.21 The Average 
Treatment effect on the Treated (ATT) is given by β1.  

Identification of β1 comes from within-county variation in DMC-ODS implementation 
during the sample period. The main assumption of DD designs is the parallel trends 
assumption. This assumption states that in the absence of treatment, the unobserved 
differences between the treatment and control groups would be similar over time. 
Although UCLA cannot directly test this assumption, the evaluation team can assess the 
assumption in this setting in at least two ways: 

1. Include a county-specific linear time trend in the estimating equation. This 
controls for unmeasured county trends unfolding linearly (e.g., sentiment 
towards SUD treatments). 

2. Perform an event study analysis. This is done by including leads and lags of 
DMC-ODS indicator variable in the equation above. Ideally, the coefficients on 
all of the leads of DMC-ODS indicator variable will not be statistically 

 
21 We also tested the inclusion of a measure of social vulnerability, the social vulnerability index 
(SVI), which measures demographic and socioeconomic factors that adversely affect 
communities. The SVI index data is available from the Centers for Disease Control at the county-
year level through 2022. When we modified the above specifications to include the SVI data, and 
limited our estimation sample to 2016-2022, the results were quantitatively similar to those 
presented in the Results section below using the full 2016-2023 sample without the SVI control 
variable. We therefore did not use SVI for the results in this report to retain our ability to include 
2023 data. 
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significant. This indicates that trends in the main outcomes of interest in the 
treated and control counties were not trending differently prior to DMC-ODS 
adoption.  

UCLA can also modify the above equation to estimate lagged effects and 
heterogeneous effects of DMC-ODS. Specifically, the evaluation team can determine if 
the programs have stronger (or weaker) effects over time and if the effects differ by 
client demographics. UCLA conducted robustness checks to determine if both sets of 
fixed effects (FEs) and county-level controls are needed. Specifically, UCLA starts with a 
model that only includes time and county fixed effects. It then estimates another model 
that includes both sets of FEs plus county-level controls. If the estimates are very similar, 
it presents only the estimates of the full model (i.e., with controls). This is standard 
practice in nearly every published difference-in-difference paper (including both FEs and 
time-varying controls). The FEs are only picking up time-invariant county and provider 
effects. But, if the evaluation team knows variables like the poverty rate, unemployment 
rate, COVID-19 policies, etc. vary across counties and across time, those need to be 
included in the regression. 

Analysis of Recovery Incentives Program Incentive Manager Data 

In June 2025, UCLA received Incentive Manager Vendor data from DHCS containing 
data on members who participated in the Recovery Incentives Program. This dataset 
contained records for 7,351 unique participants who participated in the program 
between April 3, 2023, and April 30, 2025. In July, UCLA received updated aggregate 
counts showing that nearly 8,500 participants have enrolled in the program. 
However, the main analyses were necessarily limited to the 7,351 participants in the 
June 2025 dataset for whom full data were available.  

To obtain demographic information (age, sex, and race/ethnicity) about the 
program enrollees through April 2025, UCLA merged the Incentive Manager dataset 
with MMEF and CalOMS-Tx. 

First, the CM data received from the Incentive Manager was checked to ensure that 
it accurately aligned with the stipulations in the CM Program Manual. The program 
manual breaks the program into two periods: Period 1 (weeks 1-12), in which the 
member takes two drug tests per week for a possible total of twenty-four tests; 
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Period 2 (weeks 13- 24) allows the member to take one test per week for a total of 
twelve tests.  

UCLA created an enrollment variable to ensure that the maximum number of tests a 
member received was 36 and that the longest they were enrolled in the program 
was 24 weeks. This variable was designed to denote each participant's enrollment 
attempt (first, second, third, etc.). The enrollment variable was based on the number 
of tests and the time gap between each successive observation, which was set to 
less than 30 days. Specifically, if the time between successive observations for a 
participant exceeded 30 days, UCLA assumed that the first enrollment attempt had 
ended and the second had begun. UCLA verified the transitions between enrollment 
attempts by tracking the incentive amount earned or paid for each negative test 
result. This approach allowed UCLA to accurately capture and analyze the 
participants' engagement and re-engagement with the program. 

UCLA also ensured that the incentives disbursed for each negative drug test 
matched what is outlined in the CM manual. Last, UCLA cleaned the data to ensure 
that the absence type was accurate based on acceptable criteria defined in the CM 
manual.  

After confirming that the Incentive Manager data was accurate, UCLA calculated the 
following metrics and matched the CM outline. Although this data included a wider 
range of variables for these metrics, UCLA only used variables CIN, provider 
business name, date of service, drug test results, disbursed incentive amount on 
date of service, visit number, and absence type. 

UCLA determined the expected number of tests for each participant by multiplying 
the weeks they were in each period by the respective testing frequency. For 
example, if a participant was in the program for the full 24 weeks, UCLA calculated 
the expected number of tests as follows: 

Weeks 1 to 12: 12 weeks * 2 tests per week = 24 tests 

Weeks 13 to 24: 12 weeks * 1 test per week = 12 tests 

Thus, the total expected number of tests for this participant would be 24 + 12 = 36 
tests. 
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UCLA then summed these expected test counts across all participants to determine 
the total number of samples that should have been collected. 

Rates of positive drug tests are compared to rates from the CM literature. UCLA 
reviewed all studies cited in a recent systematic review of CM trials for the treatment of 
methamphetamine use22 supplemented by a PubMed search of 2020-2022 articles with 
the key terms “contingency management” and “stimulant.” Among these sources, three 
studies23,24,25 reported sufficient information to calculate the percentage of negative 
results among submitted tests. The average weighted for study size, was 85.3 percent. 

In addition, UCLA evaluated the data in a more conservative way by counting each 
unexcused absence as a positive drug test. This was made under the assumption that if 
a client missed an appointment and did not get it excused, it was assumed that they 
were going to test positive for stimulants. While this was certainly not going to be the 
case every time, it provided a more conservative estimate for how the program is 
working when considering absences. 

However, one study26 determined that the percentage of negative urinalysis outcomes 
out of all possible tests showed the most consistent performance, compared to 
alternative measures e.g., weeks of continuous abstinence. This measure conservatively 

 
22 Brown, H. D., & DeFulio, A. (2020). Contingency management for the treatment of 
methamphetamine use disorder: a systematic review. Drug and Alcohol Dependence, 216, 
108307. 
23 Roll, J. M., & Shoptaw, S. (2006). Contingency management: schedule effects. Psychiatry 
Research, 144(1), 91-93. 
24 Stitzer, M. L., Gukasyan, N., Matheson, T., Sorensen, J. L., Feaster, D. J., Duan, R., Gooden, L., Del 
Rio, C. & Metsch, L. R. (2020). Enhancing patient navigation with contingent financial incentives 
for substance use abatement in persons with HIV and substance use. Psychology of Addictive 
Behaviors, 34(1), 23. 
25 Strona, F. V., McCright, J., Hjord, H., Ahrens, K., Tierney, S., Shoptaw, S., & Klausner, J. D. (2006). 
The acceptability and feasibility of the Positive Reinforcement Opportunity Project, a 
community-based contingency management methamphetamine treatment program for gay and 
bisexual men in San Francisco. Journal of Psychoactive Drugs, 38(sup3), 377-383. 
26 Miguel, A. Q., Smith, C. L., Burduli, E., Roll, J. M., & McPherson, S. M. (2021). Validating the 
clinical relevance of alternative stimulant use treatment outcome measures by examining their 
association with 3-month follow-up outcomes. Experimental and Clinical Psychopharmacology, 
29(3), 288. 
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treats missed tests the same as positive tests. Therefore, this measure is also used for 
the evaluation. Three articles27,28,29reported sufficient information to calculate the 
percentage of negative urinalysis results among all possible tests, producing a weighted 
average of 47.7 percent.  

Analysis of Quantitative Survey Data  

County administrator, provider, and client surveys include Likert rating scales and binary 
measures (e.g., yes/no). While the administrator survey data represents responses from 
the full population of administrators, the provider and client survey data are analyzed in 
greater depth.  

Descriptive statistics, including mean and standard deviation for continuous outcomes 
as well as frequency and percentage for binary outcomes, are estimated for all survey 
samples. Bivariate comparisons are made between coordinators and counselors in the 
case of provider surveys.  

Multiple regression modeling for a continuous outcome (e.g., a 1-5 Likert rating scale) 
and/or logistic regression modeling for a binary outcome (i.e., yes/no) are being 
conducted separately. On provider surveys, the staff’s role (i.e., coordinators versus 
counselors) are a covariate in regression modeling. This analysis will be conducted upon 
completion of the longitudinal survey and will be shown in the final Summative Report. 

 
27 Carrico, A. W., Gómez, W., Siever, M. D., Discepola, M. V., Dilworth, S. E., & Moskowitz, J. T. 
(2015). Pilot randomized controlled trial of an integrative intervention with methamphetamine-
using men who have sex with men. Archives of Sexual Behavior, 44(7), 1861-1867. 
28 Shoptaw, S., Klausner, J. D., Reback, C. J., Tierney, S., Stansell, J., Hare, C. B., Gibson, S., Siever, 
M., King, W. D., Kao, U., & Dang, J. (2006). A public health response to the methamphetamine 
epidemic: the implementation of contingency management to treat methamphetamine 
dependence. BMC public health, 6, 214.   
29 Miguel, A. Q., Smith, C. L., Burduli, E., Roll, J. M., & McPherson, S. M. (2021). Validating the 
clinical relevance of alternative stimulant use treatment outcome measures by examining their 
association with 3-month follow-up outcomes. Experimental and Clinical Psychopharmacology, 
29(3), 288. 
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All analyses will be conducted at both statewide and county levels, and by demographic 
groups to look for differences in access and outcomes by race, ethnicity, gender, and 
age. 

Analysis of Qualitative Data  

Analysis of Survey Data 

The research team used conventional content analysis (Hsieh & Shannon, 2005) on comments 
clients left in response to open-ended survey questions to identify salient themes in the data. 
Overall, the team analyzed 1,331 client comments. The team used the same method for open-
ended survey comments on the county administrator surveys conducted in 2024 and 2025. 

Analysis of Interview Data 

All interviews and group discussions are being recorded and transcribed, while 
qualitative data from surveys (e.g., free text responses to open-ended questions) are 
being extracted and organized into a spreadsheet. The evaluation team is analyzing 
these data using a systematic and iterative process according to established and 
accepted procedures for qualitative research. This process will begin by organizing data 
into key study domains (King 2004) related to the RE-AIM framework (Reach, 
Effectiveness, Adoption, Implementation, Maintenance). Within each domain, initial 
analyses used codes that emerged from the qualitative data. See Table D4 for a list of 
codes that are being used to guide analyses and identify overarching data trends. 
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Table D4. Codes for Recovery Incentives Program Qualitative Data Analysis 

RE-AIM 
DOMAIN 

CODES 

Reach 

R1: What determines which StimUD clients receive CM and which do not?  
R2: What are the barriers and facilitators of Recovery Incentives Program 
service delivery?  
R3: Are there disparities in the reach of Recovery Incentives Program 
services to different treatment populations? What can be done to 
mitigate these disparities?  

Effectiveness 

E1: How effective do stakeholders believe the Recovery Incentives 
Program is in helping clients remain in treatment? Helping them achieve 
and maintain abstinence from stimulants?  
E2: What can providers do to enhance the Recovery Incentives Program’s 
effectiveness with the clients they serve? What can administrators and 
policymakers do to facilitate these changes?  

Adoption 

A1: What factors do counties consider when deciding whether to 
participate in the Recovery Incentives Program? What factors do program 
leaders and individual providers consider?   
A2: What are the practical barriers to/facilitators of Recovery Incentives 
Program adoption?  
A3: What policies and procedures could help promote the effective 
adoption of the Recovery Incentives Program?  

Implement-
ation 

I1. What are the barriers to/facilitators of high-fidelity CM 
implementation?  
I2. What adaptations are being made to CM as it is being implemented? 
What impacts do these have on intervention fidelity and effectiveness?  
I3. What policies and procedures could help promote the effective 
implementation of the Recovery Incentives Program? 

Maintenance 

M1. What makes programs and providers decide to continue to 
participate in the Recovery Incentives Program? What makes them decide 
to discontinue it?  
M2. What policies and procedures could help promote the maintenance 
of the Recovery Incentives program in the future if it becomes a standard 
Medi-Cal benefit?  
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After organizing qualitative data with codes, UCLA is using constructivist grounded 
theory to guide the process of reading transcripts, coding data, and 
comparing/contrasting emerging patterns and themes using constant comparative 
methods.30,31 Portions of coded transcripts are being randomly and independently 
coded by two researchers to ensure that the codes are being applied consistently and 
have acceptable levels of agreement indicating good reliability. The evaluation team is 
meeting regularly to share insights and observations from the interviews and/or focus 
groups throughout the evaluation and discuss emerging themes. Once qualitative data 
analyses are completed, qualitative data will be triangulated with survey and other 
quantitative data to identify areas where the results from the data sets converge, 
complement one another, and/or expand on one another.32￼33￼. 

The qualitative data collected from the different stakeholder groups (e.g., county 
administrators, treatment providers, clients) is being analyzed separately as well as 
across the different groups, and over time (e.g., early vs. later in the implementation of 
the project) to identify themes and patterns. Findings are being shared with members of 
key stakeholder groups (DHCS, county administrators, and program staff) to verify and 
interpret findings.   

 
30 Charmaz, K. (2017). The power of constructivist grounded theory for critical inquiry. Qualitative 
inquiry, 23(1), 34-45. 
31 Glaser, B. G. & Strauss, A. L. (1967). The Discovery of Grounded Theory. Strategies for 
Qualitative Research. Chicago: Aldine. King, N. (2004) Using templates in the thematic analysis of 
texts. In C. Cassell & G. Symon (eds) Essential Guide to Qualitative Methods in Organizational 
Research. London: Sage Publications. Pp. 256-270 
32 Creswell, J. W. (2003). Research design: Qualitative, quantitative, and mixed methods 
approaches (2nd ed.). Thousand Oaks, CA: Sage Publications. 
33 Palinkas, L. A., Aarons, G. A., Horwitz, S., Chamberlian, P., Hurlburt, M., & Landsverk, J. (2011). 
Mixed method designs in implementation research. Administration and Policy in Mental Health 
and Mental Health Services Research, 38, 44-53. 
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E. Methodological 
Limitations 

 

 

 

 

 

 

The California administrative data sets used in this evaluation have many of the same 
shortcomings as other administrative data sets, particularly related to inconsistent 
reporting and missing data.34 Delays in data reporting also limit analyses of recent data. 
UCLA is analyzing CalOMS-Tx and DMC claims using the most recent available complete 
data, which typically requires disregarding more than one year of data. For this reason, 
many analyses of administrative data end in December 2023 to ensure the results are 
not unduly affected by data reporting lag. 

COVID-19 also presents a challenge. The 2022-2023 timeframe covered in this report 
occurred during the National Public Health Emergency that started in March 2020 and 
ended in May 2023. UCLA examined the appropriateness of 2021 as a baseline year and 
determined that it is preferable to using a pre-COVID-19 year or the more temporally 
distal 2020, but it is possible that COVID-19 effects on the SUD treatment system faded 
from 2021 to 2023 and as use of services and assessments rebounded, this could have 
boosted some metrics in favor of 2022 and 2023 when compared to 2021. New counties 
have continued to join DMC-ODS after the COVID-19 public health emergency ended 
which will help to partly mitigate these issues during analyses. The final Summative 
Evaluation due in 2028 will provide better context by examining a longer timeframe 
after the end of the Public Health Emergency. 

CalOMS-Tx data is partly reliant on self-reported data, particularly with respect to 
outcome questions (e.g., drug use in the last 30 days). Some terms are also somewhat 

 
34 Evans, E., Grella, C. E., Murphy, D. A., & Hser, Y. I. (2010). Using administrative data for 
longitudinal substance abuse research. The journal of behavioral health services & research, 
37(2), 252-271 
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subjective, like discharge status terms (e.g., completed treatment, satisfactory progress, 
and unsatisfactory progress). To partly ameliorate this problem, these categories are 
combined into “successful” (completed, satisfactory progress) and “unsuccessful” 
(unsatisfactory progress) discharges.  

DMC claims data tends to be more complete than CalOMS-Tx data because providers 
are more motivated to submit them quickly for payment, but this is not universally true. 
In some cases, under DMC-ODS, new billable services (e.g., recovery services) are being 
delivered but DMC claims are not being submitted, in part due to confusion over what is 
allowable. In others, billing codes change. UCLA is monitoring county administrator and 
provider survey and interview responses for signs of billing difficulties that may affect 
claims data, and monitoring billing code changes to ameliorate these issues. 

While DMC claims data have an advantage over CalOMS-Tx in completeness, CalOMS-
Tx has advantages in the depth of data. CalOMS-Tx includes client background (e.g. 
demographics, primary and secondary drug, source of treatment referral, number of 
prior treatment episodes, housing, employment, criminal justice status, number of 
children), as well as treatment discharge status and a number of outcome measures in 
the last 30 days, both at admission and discharge (e.g. number of arrests and jail days, 
family conflicts, social support). These cannot be derived from claims. These datasets are 
therefore complementary and can be used together to develop a better understanding 
of DMC-ODS implementation than either dataset alone. 

Interview and survey data are limited by the honesty of respondents and the response 
rate. Additionally, an inherent limitation of cross-sectional treatment surveys like those 
used for Recovery Incentives Program and TPS is that they only reach individuals who 
were actively participating in the program at the time of data collection. While this 
presents an accurate snapshot of those in treatment at that time, it does not necessarily 
represent the views of all individuals who entered treatment because individuals who 
disengage early, who may tend to be less satisfied with their services, are less likely to 
be surveyed. This may limit the generalizability of the results. For this reason, UCLA is 
currently collecting a second Recovery Incentives Program survey using longitudinal 
methods. This survey begins in the client’s first week of participation in the program and 
these same clients are being surveyed even if they discontinue treatment. When data 
collection is completed, this will also provide insight into the extent to which cross-
sectional and longitudinal results differ. 
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Urine drug test results are objective but can be biased by missed tests. That is, clients may be 
more likely to skip tests that would have been positive. This would be a rational decision on 
the clients’ part since an unexcused absence and a positive test have the exact same impact 
on the incentives, but a positive test involves time and possibly embarrassment. Such 
decisions may, however, result in an artificially high percentage of negative results among 
urine samples that were actually submitted. Different assumptions have been tested to 
address this, including conservatively assuming missed tests would have tested positive for 
stimulants.  

Urine drug tests can also be undermined by tampering. However, Recovery Incentives 
Program protocols35 require the use of UDT cups with temperature strips, tests for 
creatinine/specific gravity and pH to detect use of other people’s urine, dilution, or 
contamination. Procedures also require members to wash their hands before handling 
test supplies and require the application of bluing agent in toilets and turning off hot 
water in restroom used for testing to further discourage dilution.  

Wherever possible, different types of data are being examined in parallel to converge on 
underlying constructs being measured and thereby mitigate the limitations of each 
dataset. 

 

  

 
35 https://www.uclaisap.org/recoveryincentives/docs/training/Program-Manual-with-
Appendices-2025-08-26.pdf 

https://www.uclaisap.org/recoveryincentives/docs/training/Program-Manual-with-Appendices-2025-08-26.pdf
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F. Results 
Goal 1: Increased rates of identification, initiation, and engagement in 
SUD treatment services. 

Hypothesis: Counts or rates will be maintained at benchmark year levels or 
higher. 

Counts of Clients Served: Raw counts and demographics 

Table F1 shows calendar year (CY) 2021 and CY 2023 demographic and service modality 
number of unique clients using DMC Claims for clients receiving services in the counties 
that implemented DMC-ODS by that year.  
 
As shown in the table, the demographics among clients receiving SUD treatment in 
DMC-ODS counties remained fairly stable from 2021 to 2023. The percentage of clients 
receiving residential services increased, reflecting DMC-ODS’ impact on the mix of 
services being delivered. While the total number of unique clients dipped slightly, this 
may in part reflect data reporting lag in the 2023 data.36  
 
Counts of Clients Served: Event Study and Difference-in-Differences Estimates 

To empirically assess the impact of DMC-ODS on the number of clients receiving 
services, we estimated event study and Difference-in-Differences (DD) models. 
Specifically, the DD models compare the posttreatment (e.g., post-DMC-ODS 
implementation) difference in the outcomes of interest between DMC-ODS and State 
Plan counties to the pretreatment (e.g., pre-DMC-ODS implementation) difference in the 
outcomes of interest between DMC-ODS and State Plan counties. The ES models are 
similar to the DD models, but ES models allow the effect of DMC-ODS to vary from 12 
months or more prior to introduction to 12 months or more after the introduction. 

 
36 While 2023 data appeared to be mostly complete, new records were still being added in 2025. 
A number of changes associated with payment reform were implemented in 2023, which might 
have affected some claim submissions. 
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Table F1. Number of unique clients by demographics and service modality for DMC-ODS 
counties. DMC Claims (CY 2021 and CY 2023). 

 DMC-ODS Counties 
 2021 2023 

Demographics N Percent N Percent 
Race      

White, Non-Hispanic 38,931  35.6% 34,616  33.0% 
Black, Non-Hispanic 10,777  9.9% 10,113  9.6% 
Hispanic 35,893  32.8% 37,171  35.4% 
Asian/Pacific Islander, Non-Hispanic 1,987  1.8% 1,750  1.7% 
American Indian/Alaska Native, NH   901  0.8% 937  0.9% 
Other Race, Non-Hispanic 20,895  19.1% 20,283  19.3% 

Total 109,384  100.0% 104,870  100.0% 
Age      

12-17 3,031  2.8% 4,872  4.6% 
18-25 9,874  9.0% 7,808  7.4% 
26-35 37,636  34.4% 33,963  32.4% 
36-45 27,037  24.7% 28,521  27.2% 
46+ 31,885  29.1% 29,739  28.3% 

Total 109,463  100.0% 104,903  100.0% 
Sex      

Male 65,734  60.1% 64,162  61.2% 
Female 43,729  39.9% 40,741  38.8% 

Total 109,463  100.0% 104,903  100.0% 
Service Modality      

Outpatient 33,556  30.7% 31,299  29.8% 
Intensive Outpatient 10,223  9.3% 7,761  7.4% 
Residential 25,536  23.3% 28,236  26.9% 
NTP/OTP 40,148  36.7% 37,607  35.8% 

Total 109,463  100.0% 104,903  100.0% 
# Live Counties  37    38   

 
Figure F1 below presents the ES estimates and the overall DD estimate of the effect of 
DMC-ODS introduction, using DMC Claims data, on the natural log of the unique 
number of clients receiving services. The natural log of the unique number of clients 
receiving services is taken to reduce the skewness of the outcome, and for ease of 
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interpretation of the coefficients. The figure indicates a sharp increase in the unique 
number of clients receiving services after the introduction of DMC-ODS. The DD 
coefficient suggests that, compared to State Plan counties, the introduction of DMC-
ODS significantly increased the unique number of clients receiving DMC-funded services 
in DMC-ODS counties by 16 percent. 

Figure F1. Event study estimates of the effect of DMC-ODS on unique number of clients 
receiving services. 

 
Data source: Data are from DMC Claims for CY 2016 – CY 2023. Event study estimates (orange dots) and 
95% confidence intervals (green bars) of the effect of DMC-ODS on the log of the unique number of clients 
receiving services are shown. All estimates are relative to the year prior to the “Go Live” date on which each 
county initiated DMC-ODS. The difference-in-difference estimate is also presented. *** indicates significance 
at the 1% level. 

To determine if the introduction of DMC-ODS affected the number of clients receiving 
services by modality, separate ES and DD models were estimated for outpatient services, 
intensive outpatient (IOT) services, NTP/OTP services, and residential services. Figure F2 
panels (a)-(d) present the ES estimates and DD estimates by modality, respectively. 
Figure F2 suggests that the introduction of DMC-ODS had a positive impact on the 
unique number of clients receiving DMC-funded services across all modalities, though 
the estimated effects for IOT and NTP/OTP are not significant. DMC-ODS significantly 
increased the number of unique outpatient clients in participating counties by 22 
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percent, and residential clients in participating counties by 362 percent (due to the 
expanded coverage of residential services) in DMC-ODS counties, compared to State 
Plan counties.  

Figure F2: Event study estimates of the effect of DMC-ODS on unique number of clients 
receiving services, by modality. 

 
(a) (b) 
 

 
                               (c)                                                              (d) 
Data source: Data are from DMC Claims for CY 2016 – CY 2023. Event study estimates (orange dots) and 
95% confidence intervals (green bars) of the effect of DMC-ODS on the log of the unique number of clients 
receiving services are shown. Panel (a) is outpatient, panel (b) is IOT, panel (c) is NTP/OTP, and panel (d) is 
residential.  All estimates are relative to the year prior to the Go Live date. The difference-in-difference 
estimate is also presented. *** indicates significance at the 1% level, and ** indicates significance at the 5% 
level. 

Although the overall DD results may appear to contradict those in Table F1, which show 
a slight decline in the unique number of clients from 2021 to 2023, the DD analysis 
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compares the unique number of clients receiving services in treated counties relative to 
State Plan counties. The DD asks, did DMC-ODS counties increase their number of 
clients served more than State Plan counties DD over the same time period, after 
accounting for common trends? Even if the number of clients declines in DMC-ODS 
counties post-2021, the DD can still show a positive effect if the decline was less severe 
than in State Plan counties. Additionally, the post-2021 decline could reflect external 
shocks (COVID-19 aftershocks, workforce shortages, changes in substance 
use/treatment seeking, etc.), not the effect of the policy. 

County Administrator Feedback 

Consistent with the DMC claims and CalOMS-Tx, 2025 county administrator survey 
respondents overwhelmingly reported that DMC-ODS had a positive impact on access 
to services in their county (97.0%). These results are consistent with previous responses 
on this annual survey. 

On open-ended responses, many counties lauded increased access to a broader 
continuum of care since DMC-ODS implementation. Smaller counties that implemented 
DMC-ODS as a regional model reported benefiting from the model, as it helped them 
manage administrative burdens while expanding services. While citing improvements, 
several counties also cited challenges. Excessive paperwork requirements, staffing and 
capacity issues including shortages of bilingual staff, billing limitations, and delays 
experienced by unhoused out-of-county Medi-Cal members who wish to transfer to 
another county were noted as challenges faced by counties. A need for more youth 
residential services and withdrawal management beds was commonly cited.  

Client Feedback 

Most clients in DMC-ODS counties also provided favorable ratings on access to 
treatment. In the 2024 Treatment Perception Survey, the average rating for access 
domain was 4.4 out of a possible 5.0, and most adult clients agreed with the two items 
about access: “The location was convenient (public transportation, distance, parking, 
etc.)” (86.7% agreement) and “Services were available when I needed them” (90.2% 
agreement), which a slight increase from 2021 (85.3% and 89.1% agreement, with an 
average domain rating of 4.3). Youth ratings in 2024 were about the same as the 2021 
ratings (84.3% and 84.8% agreement, with average domain rating of 4.2). They also 
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tended to agree with the youth-specific question, “I had a good experience enrolling in 
treatment” (84.0% agreement).         

Number of ASAM Criteria-based Level of Care screenings and assessments 

From January 2022 - June 2025, 672,310 screenings and assessments for 215,477 Medi-
Cal clients occurred. Clients were required to receive a full ASAM Criteria-based 
assessment within the first 30 days of visiting a licensed practitioner of healing arts.37  

A lag in data reporting resulted in missing data beginning at the end of 2023. UCLA 
generated estimates from January 2022-December 2023 with an elastic net, also known 
as a penalty regression, with k-fold cross-validation over 20 folds using monthly 
covariates from CalOMS-Tx with updated ASAM Criteria-based assessment numbers for 
January 2023-December 2024 to correct for this lag. As shown in Figure F3, overall 
assessment numbers have been relatively stable during the CalAIM period and are 
comparable to the baseline period of 2021. 

Figure F3. ASAM Criteria-based Assessment State Totals 

 
Data source: ASAM LOC Placement data 

 
37 Flexibilities extended the timeframe to 60 days for people experiencing homelessness in 2022 
(BHIN 22-019). Requirements were further streamlined effective January 1, 2024 (BHIN 23-068) 
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Initiation among beneficiaries with an ASAM Criteria-based brief screening 

Traditionally, initiation rates are calculated from the day of first diagnosis. However, 
since DMC claims are limited to SUD specialty treament, the diagnosis typically 
accompanies the first treatment service, resulting in initiation rates of 90% or higher. As 
described in the approved Evaluation Design, UCLA therefore calculates the percentage 
of people with a DMC treatment claim within 14 days of an ASAM Criteria-based brief 
screening with an indicated treatment level of care. Unlike initial ASAM Criteria-based 
assessments, which are commonly conducted at treatment programs after admission, 
brief screenings are frequently conducted outside of a treatment program such as at call 
centers. This demonstrates how well the system moves people from initial referral 
outside of a treatment setting into a treatment setting. Specifically, ASAM LOC 
placement data was merged with DMC claims data from CY 2021-2023 to track 
treatment initation, as defined by at least one treatment claim within the first 14 days 
after the initial ASAM Criteria-based brief assessment. As shown in Figure F4, from 2021 
to 2023, the initiation of treatment within 14 days of brief screening increased from 13.5 
percent to 19.1 percent. Despite the different data sources and methods, this is largely 
consistent with DHCS’s rate reported on monitoring metric 15, initiation of AOD 
treatment, total AOD abuse or dependence (19.6% in 2022, 21.2% in 2023).  

Figure F4. Initiation within 14 days after ASAM Criteria-based brief screening by year 

 
Data source: ASAM LOC Placement data 
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Timely admission to the indicated Level of Care within 30 days of ASAM Criteria-
based brief screenings 

Figure F5 displays the rate at which treatment was received at the indicated LOC within 
30 days following an ASAM Criteria-based assessment among people who intiated 
treatment. In 2023, 80 percent of people who had a brief screening were admitted 
within 30 days to the indicated LOC. Initiation rates for 14 days (68%, 65%, and 78%) 
were very similar to the 30 day rates, suggesting that people who received treatment 
within 30 days almost always received it within 14 days. These 14-day rates can also be 
multiplied by the 14-day initiation rates above to determine rates among all people who 
received brief screenings, rather than among those who received treatment. From 2021 
to 2023, 9.2 percent, 10.6 percent, and 14.9 percent of all people receiving brief 
screenings received treatment in the indicated LOC within 14 days. There was an 
increase in the number of brief screenings in 2023, perhaps in response to Behavioral 
Health Information Notices 22-01938 and 23-068,39 which streamlined clinical 
documentation and may have increased the use of brief initial screenings, in part by 
clarifying that services can be covered prior to completion of a comprehensive 
assessment. Other changes to screening tool guidance for mental health services (BHIN 
22-065,40 BHIN 25-02041) or changes to billing associated with behavioral health 
payment reform42 may have affected how screenings are used and could have had an 
indirect impact on 2023 timely admission rates. UCLA will investigate the reasons for this 
increase in a future county admninistrator survey. 

Engagement in Treatment among DMC-ODS Clients 

DMC claims data for CY 2019-2023 are also used to track treatment engagement, as 
measured by at least three visits (initiation and two additional visits) within the first 34 

 
38 https://www.dhcs.ca.gov/Documents/BHIN-22-019-Documentation-Requirements-for-all-
SMHS-DMC-and-DMC-ODS-Services.pdf  
39 https://www.dhcs.ca.gov/Documents/BHIN-23-068-Documentation-Requirements-for-SMH-
DMC-and-DMC-ODS-Services.pdf  
40 https://www.dhcs.ca.gov/Documents/BHIN-22-065Adult-and-Youth-Screening-and-
Transition-of-Care-Tools-for-Medi-Cal-MHS.pdf   
41  https://www.dhcs.ca.gov/Documents/BHIN-25-020-Adult-and-Youth-STTs-for-Medi-Cal-
Mental-Health-Services.pdf 
42https://www.dhcs.ca.gov/Pages/BH-CalAIM-Webpage.aspx   

https://www.dhcs.ca.gov/Documents/BHIN-22-019-Documentation-Requirements-for-all-SMHS-DMC-and-DMC-ODS-Services.pdf
https://www.dhcs.ca.gov/Documents/BHIN-23-068-Documentation-Requirements-for-SMH-DMC-and-DMC-ODS-Services.pdf
https://www.dhcs.ca.gov/Documents/BHIN-22-065Adult-and-Youth-Screening-and-Transition-of-Care-Tools-for-Medi-Cal-MHS.pdf
https://www.dhcs.ca.gov/Documents/BHIN-25-020-Adult-and-Youth-STTs-for-Medi-Cal-Mental-Health-Services.pdf
https://www.dhcs.ca.gov/Pages/BH-CalAIM-Webpage.aspx
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days among people aged at least 12 years old. As shown in Figure F6, from 2021 to 
2023, the engagement of treatment within 34 days of diagnosis remained stable. These 
engagement numbers are higher than the engagement monitoring metrics DHCS 
reports to CMS because the results here are focused only on DMC claims, whereas the 
monitoring metrics include other non-specialty treatment settings. 

Figure F5. Timely admission to the indicated Level of Care within 30 days of ASAM 
Criteria-based brief screenings among people who initiated treatment. 

 
Data source: ASAM LOC Placement data 

Figure F6. Treatment Engagement by year. 

 
Data source: DMC Claims 
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Ensuring Clients are Satisfied with Services 

Client Perceptions of Care/Satisfaction with SUD Treatment Services: The 
Treatment Perceptions Survey (TPS) 

Clients’ perceptions of care and satisfaction with SUD services are critical components of 
care quality, and are often associated with treatment outcomes.43￼44￼45 Perception 
ratings across all domains and among both adults and youth since 2021 have remained 
high with minimal variation. 

TPS Surveys Submitted 

TPS participation has grown each year, reflecting the growing number of counties going 
live under DMC-ODS. In 2021, the total number of surveys received was 16,628 from 30 
counties. For the 2024 survey period, 20,146 total TPS surveys were received; adult 
surveys were received from 39 counties, and adults accounted for 96.4% of forms (N = 
19,429). Youth accounted for 3.6% (N = 717 from 25 counties).  

Average Perceptions of Care/Satisfaction by Domain 

Adults 

Average scores for each of the five domains were high (4.3-4.4 out of a possible 5.0) and 
continue to remain aligned with prior years: Quality and General Satisfaction domains 
yielded the highest scores, followed by Outcome,Access, and Care Coordination (see 
Figure F7).   

 

 

 
43 Carlson, M. J., & Gabriel, R. M. (2001). Patient satisfaction, use of services, and one-year 
outcomes in publicly funded substance abuse treatment. Psychiatric Services, 52(9), 1230-6;  
44 Shafer, A., & Ang, R. (2018). The mental health statistics improvement program (MHSIP) adult 
consumer satisfaction survey factor structure and relation to external criteria. Journal of 
Behavioral Health Services and Research 
45 Zhang, Z., Gerstein, D. R., & Friedmann, P.D. (2008). Patient satisfaction and sustained 
outcomes of drug abuse treatment. Journal of Health Psychology, 13(2), 388-400. 
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Figure F7. Average score by domain - adults 

 
Data source: Treatment Perception Survey 2024 

Youth 

Among youth, average scores for all six domains were also above 4.0 in 2024, with little 
variability from prior years. Therapeutic Alliance once again received the highest average 
score followed by General Satisfaction, Care Coordination, Access, Quality, and Outcome 
(see Figure F8). 

Figure F8: Average score by domain - youth 

 
Data source: Treatment Perception Survey 2024   
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Percent in Agreement for Each Survey Item by Domain 

Adults 

As shown in Figure F9 below, the percentage of responses in agreement for each of the 
16 survey items remained above 80 percent, indicating overall favorable perceptions of 
care among adults participating in the survey. Of the two questions with the highest 
percentages in agreement, one was in the Quality domain (“understood 
communication”) scoring at 94.1 percennt; the other was in the General Satisfaction 
domain (“I felt welcomed”) and scored at 93.5 percent. This was closely aligned with 
scores from previous survey administrations. 

Figure F9: Percent in agreement for each survey item by domain - adults  

Data source: Treatment Perception Survey 2024 

Youth 

The percentage of youth responses in agreement for each of the 19 survey items was at 
least 73 percent (Figure F10). The survey items showing the highest percentages in 
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agreement were in the Quality domain at 92.1 percent (“treated with respect”) and in the 
Therapeutic Alliance domain at 92 percent (“liked counselor”), followed by 91.3 percent 
(“counselor listened”).  

Figure F10: Percent in agreement for each survey item by domain - youth 

Data source: Treatment Perception Survey 2024 

Average Perceptions of Care/Satisfaction Score by Treatment Setting 

Adults 

The overall average score for adult survey respondents across the different treatment 
settings was 4.5, up from 4.4 in 2021. The overall average scores by treatment setting 
were 4.5 for OP/IOT, NTP/OTP and WM (standalone), and 4.3 for residential. Scores for 
adults in residential settings remain lower than other treatment settings, compared to 
previous survey administrations.  

Youth 

Among youth, the overall average score was 4.3, consistent with the 2021 rating. 
OP/IOT, with the highest number of respondents, scored at 4.3. Meanwhile, perceptions 
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of satisfaction in residential treatment setting increased to 4.4, compared to 2021 score 
of 4.2, although there were only 16 respondents. 

Quality Improvement Efforts 

County Administrator Feedback 

County administrators have consistently reported that DMC-ODS has had a positive 
impact on quality of care in their counties, with 97 percent affirming this in both 2021 
and 2022. This question was not asked in 2023 but will be asked again in future surveys. 
Most counties appreciated that DMC-ODS provided a more structured approach to 
services, standardized screening, placement, and treatment processes, and better 
monitoring requirements. Administrators also reported that the use of medical necessity 
criteria, ASAM LOCs, and evidence-based practices (EBPs) have elevated the standard of 
care and brought SUD services closer to parity with mental health programs. 
Respondents also noted significant improvements in maintaining consistent care across 
the SUD treatment continuum of care.  

Through 2024, quality assurance audits and reviews from the EQRO were generally 
positive, reporting that the objective structured review process was seen as a valuable 
tool for identifying areas of strength and opportunities for growth. The process was 
widely appreciated for its collaborative nature, with several respondents noting that it 
felt more like a partnership than an audit. This data-driven approach supported the 
development of performance improvement projects (PIPs), informed decision-making, 
and encouraged counties to track key indicators such as access, timeliness, and 
outcomes more consistently. The process also helped counties focus attention on equity 
by prompting them to evaluate how services are delivered to special populations and 
how data is collected and interpreted through an equity lens. In this past year (2025) 
DHCS contracted with a new EQRO, Health Services Advisory Group (HSAG). It is still too 
early to fully assess the impact of this transition; however, UCLA will continue to monitor 
and evaluate the impact of these quality improvement efforts over time.    

  



 

71 

 

Goal 2: Increased adherence to and retention in Treatment 

Hypothesis: Adherence and retention will be maintained at benchmark year 
levels or higher. 

Adherence to and Retention in Treatment: Continuity of Pharmacotherapy. 

To evaluate progress toward this goal, UCLA analyzed DMC claims data and measured 
the continuity of pharmacotherapy for 180 days. Specifically, the denominator includes 
the number of members 12 and older with an OUD who have at least one claim for an 
OUD medication. The numerator includes the number of members with an OUD who 
had at least 180 days of continuous pharmacotherapy. These numbers are somewhat 
higher than the monitoring metrics submitted by DHCS, likely because the numbers 
reported here are focused on Drug Medi-Cal claims, which contains data from a large 
number of opioid treatment programs while excluding medications for opioid use 
disorders prescribed in primary care and other settings outside of DMC-ODS.  

From 2021 to 2023, the percentage of clients with at least 180 days of OUD medication 
experiences was very stable (Figure F11).  

Figure F11. Continuity of Pharmacotherapy for OUD for 180 days 

 
Data source: DMC claims, 2021-2023  
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Residential Services-Length of Stay (LOS)  

In CY 2023, the average LOS for beneficiaries discharged from IMD inpatient/residential 
treatment for SUD was 25.2 days, a decrease from 30.7 days found at baseline (CY 2022), 
based on monitoring metrics reported by DHCS. While the state is showing a decrease 
or consistency toward the goal of a 30-day average residential LOS, county 
administrators were asked in 2022 how challenging it is to reach the average 30-day 
length of stay requirement. The majority (83%) of the 2022 county administrator survey 
respondents reported that it was somewhat or extremely challenging to reach this 30-
day average. Three counties were undecided, and two counties noted it was somewhat 
or extremely easy. Administrators reported a range of strategies to manage residential 
treatment LOS. Common methods included medical necessity reviews, treatment 
authorizations, and use of ASAM Criteria to ensure appropriate levels of care. Some 
counties reported their averages were below 30 days when including residential 
withdrawal management and people leaving against medical advice, so the guidance 
had minimal impact for them. One county reported the guidance was helpful to ensure 
the least restrictive environment was being used. However, the majority of the 23 
counties who provided comments cautioned that 30 days is not sufficient to stabilize 
many clients, with some specifically mentioning the unhoused, women with children, or 
those with more complex cases, and many explained that they did not have enough 
sober living homes to support discharging people after 30 days. They therefore 
expressed concern that the 30-day goal could be inconsistent with these needs. They 
did express appreciation for the opportunity to justify longer residential stays based on 
medical necessity, though some also pointed out the administrative burden this created. 

Goal 3: Reduction in overdose deaths, particularly those due to 
opioids. 

Hypothesis: People with opioid use disorders (OUD) who receive 
Medications for Addiction Treatment (MAT) and people with StimUD who 
participate in the Recovery Incentives Program will be less likely to have an 
overdose death compared to people with OUD and StimUD who do not 
receive these services, respectively. 



 

73 

 

The evaluation team is awaiting death data to test this hypothesis more directly, but 
opioid-related deaths in California fell from a 12-month rolling rate of 18.0 per 100,000 
residents in Q4 2021 to 15.5 in the latest available preliminary data from Q3 2024. Over 
the same timeframe, psychostimulant (excluding cocaine)-related overdose deaths fell 
from 14.1 to 13.2, and cocaine-related deaths fell from 3.4 to 3.3.46 

Goal 4: Reduced utilization of emergency departments and inpatient 
hospital settings for treatment where the utilization is preventable or 
medically inappropriate through improved access to other continuum 
of care services. 

Hypothesis: DMC-ODS implementation will be associated with reductions in 
utilization of emergency departments and inpatient hospital settings for 
treatment where the utilization is preventable or medically inappropriate 
through improved access to other continuum of care services. 

Due to managed care/fee-for-service data reporting lag, data to address this goal more 
fully is not yet available. However, progress on this goal was reported among 
participants in the Recovery Incentives Program, discussed below. This goal will be 
revisited in the final Summative Report. 

Goal 5: Fewer readmissions to the same or higher level of care where 
the readmission is preventable or medically inappropriate. 

Hypothesis: DMC-ODS implementation will be associated with fewer 
readmissions to the same or higher level of care where the readmission is 
preventable or medically inappropriate. 

Readmissions to Withdrawal Management 

Using DMC claims data from 2019 to 2023, UCLA examined trends in readmission to 
withdrawal management among individuals aged 12 and older. This metric is defined as 

 
46 California Overdose Surveillance Dashboard, accessed September 1, 2025. Available at: 
https://skylab.cdph.ca.gov/ODdash/?tab=CA  

https://skylab.cdph.ca.gov/ODdash/?tab=CA
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the percentage of clients who receive an additional withdrawal management (WM) 
service within 30 days of their initial WM discharge. 

As shown in Figure F12, after remaining steady from 2021 to 2022, there was an increase 
in this rate in 2023. It is unclear what caused this sudden increase or whether it will 
persist. UCLA will continue to explore this. 

Figure F12. Readmission to withdrawal management by year. 

 
Data source: DMC claims, 2021-2023 

County Administrator Feedback 

Many 2025 county administrator survey respondents reported that DMC-ODS positively 
impacted transitions of care within the SUD system in their county (84.0%).  

On open-ended responses, most counties mentioned that DMC-ODS helped facilitate 
seamless transitions between appropriate levels of care and increased improvements in 
service retention. The majority of counties listed unstable housing, clients declining 
further treatment, comorbid mental health problems, and insufficient number of 
residential beds as the most problematic barriers that hinder clients from transitioning 
from withdrawal management to ongoing SUD treatment. Multiple counties reported 
that the factors having the greatest impact on successful transitions of care are an 
insufficient number of residential beds and unstable housing. 
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To combat re-admissions to WM services, counties suggested addressing insufficient 
numbers of residential beds, care coordination, increasing funding for temporary safe 
placements until residential beds become available, reimbursing allowances for 
transportation to care, and providing a highly skilled workforce to assist clients with 
connections to lower levels of care upon WM discharge.  

Consistent with some of these suggestions, DHCS is currently seeking to address the 
insufficient number of residential beds through a large state investment in increasing 
capacity through the Behavioral Health Continuum Infrastructure Program (BHCIP).47  

Goal 6: Improved access to care for physical health conditions among 
beneficiaries. 

Hypothesis: DMC-ODS implementation will be associated with improved 
access to care for physical health conditions among beneficiaries. 

Treatment Perceptions Survey (TPS) 

In the 2024 Treatment Perception Survey, 83.8 percent of adult clients agreed that “staff 
here work with my physical health care providers to support my wellness,” compared to 
84.3 percent in the 2021 rating.      

Perceptions from County Administrators 

Coordination between Physical Health (PH) Services and SUD 

On the 2021 county administrator survey, when asked if DMC-ODS positively impacted 
the integration of SUD and PH services in their county, 70 percent of county 
administrators (n=30) agreed that DMC-ODS improved SUD integration with PH 
services.  

On the 2025 county administrator survey, 59 percent (n=39) reported a positive impact 
from the DMC-ODS. Part of this drop is attributable to counties that recently joined 
DMC-ODS and may not have experienced an impact yet. Among counties that did 
report a positive impact, commonly reported improvements include better coordination 

 
47 https://www.infrastructure.buildingcalhhs.com/ 

https://www.infrastructure.buildingcalhhs.com/
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with primary care physicians, increased partnerships with Federally Qualified Health 
Centers, and enhanced care management48 (ECM) practices. However, facilitators and 
barriers varied based on county size and infrastructure. Smaller counties reported 
geographic and access barriers, wait times and limited referrals. Larger counties noted 
improved linkages to medical care but highlighted persistent silos and expressed 
concerns about sustainability.  

Coordination between MH and SUD 

On the 2021 county administrator survey, when asked if DMC-ODS positively impacted 
the integration of SUD and MH services in their county, 67 percent of DMC-ODS county 
administrators agreed that DMC-ODS improved SUD integration with MH services.  

On the 2025 county administrator survey, 69 percent reported a positive impact from 
DMC-ODS, demonstrating consistency over time. In open-ended responses, smaller 
counties reported the benefits of having more nimble systems and closer collaboration 
among providers, but faced resource limitations and training gaps, especially in 
psychiatric and MAT services. Larger counties reported facing complex system 
coordination challenges due to scale. Overall, county administrators noted 
improvements in access, collaboration, and awareness between mental health and SUD 
systems. Some reported better case management, shared screening practices, and 
increased parity in administrative resources.  

  

 
48 https://calaim.dhcs.ca.gov/pages/enhanced-care-
managementhttps://calaim.dhcs.ca.gov/pages/enhanced-care-management   
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Goal 7: Improved health equity 

Hypothesis: Health disparities will decrease 

Access to Treatment 

Table F2. Difference-in-difference estimates of the effect of the introduction of DMC-ODS 
on unique number of clients, by gender and race/ethnicity. 

  Male Female AIAN Asian/PI Black Hispanic White 
DMC-ODS 

Waiver 11.1%** 13.1%*** 24.2% -13.9% 5.1% 7.0% 12.1%** 
 

  Youth Age 18-25 Age 26-35 Age 36-45 Age 46+ 
DMC-ODS 

Waiver 38.3%** 17.9%** 15.9%** 13.5%*** 6.20% 
Data source: DMC Claims. 

Notes: Effect of the introduction of DMC-ODS on the unique number of clients receiving services in DMC 
claims, by subgroup. *** indicates statistical significance at the 1% level, ** indicates statistical significance 
at the 5% level. 

As shown in Table F2, DMC-ODS had a significant positive effect on the unique number 
of both male and female clients treated, as well as White clients. That is, post-DMC-ODS 
implementation, the number of male, female, and White clients significantly increased 
relative to state plan counties. Changes in client numbers among other racial and ethnic 
groups were not significantly different. Among age groups, the introduction of DMC-
ODS significantly increased access among all age groups except ages 46 plus years, with 
effect sizes ranging from a 13.5 percent increase for ages 36-45 years to a 38.3 percent 
increase for youth ages 12-17 years. 

In the prior Summative report, UCLA reported evidence of an increase in access for Black 
and Hispanic members, but these earlier results did not control for time-varying 
demographic and economic factors, and the period of analysis was only 2016-2019. 
After updating the analyses to include data through 2023, including eight new counties 
that implemented the waiver between 2019 and 2023, and including time-varying 
demographic and economic controls, the results on access by race/ethnicity changed, 
UCLA no longer observed positive impacts of the waiver on Black and Hispanic 
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members. Assessing the sensitivity of the results, UCLA first replicated its prior analyses 
using only 2016-2019 data but included the time-varying demographic and economic 
controls. For Hispanic members, once UCLA included the additional controls for 
changing demographic and economic factors, the statistically significant effect observed 
in the Summative report disappeared. For Black members, once UCLA included the 
demographic and economic characteristics, the effect remained statistically significant 
but decreases in magnitude. Next, UCLA extended its analysis through 2023 and 
included the time-varying demographic and economic controls, and the eight new 
counties that implemented the waiver between 2019 and 2023. For Hispanic members, 
UCLA continued to find no statistically significant impact of the waiver on access. For 
Black members, the faded effect appears to reflect either true COVID-19 related 
disparities, as research suggests COVID-19 had a larger negative effect on SUD 
admissions for Blacks compared to Whites49, or diminishing efforts in waiver counties to 
maintain improved access over time. For White members, the estimated effect of the 
waiver is largely driven by the later-adopting counties, which tend to have a higher 
percentage of White individuals and a lower percentage of Black or Hispanic individuals 
in their populations compared to DMC-ODS counties that went live earlier.   

Treatment Initiation among beneficiaries with an ASAM Criteria-based brief 
screening by demographic groups 

No meaningful differences were found across age, gender, or racial/ethic groups.  

Timely admission to indicated Level of Care by demographic groups 

No meaningful differences were found across age, gender, or racial/ethic groups.  

Treatment engagement by demographic groups 

Older individuals are generally more likely to engage in subsequent SUD treatment 
compared to their younger counterparts. Figure F13 plots the trends for all five age 
groups: engagement remained relatively stable throughout most of the period.    

 
49 Cantor, J. H., Whaley, C. M., Stein, B. D., & Powell, D. (2022). Analysis of substance use disorder 
treatment admissions in the US by sex and race and ethnicity before and during the COVID-19 
pandemic. JAMA Network Open, 5(9), e2232795-e2232795. 
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Figure F13. Treatment engagement by age. 

  
Data source: DMC claims, 2021-2023. 

From 2021–2023, engagement rates were consistent across race, ethnicity, and gender. 

Continuity of Pharmacotherapy 

Between 2021 and 2023, rates of continuing pharmacotherapy for 180 days were 
associated with age group, with increasing rates with each successive age group, 
especially among the 46+ group. In 2023, clients in the oldest age group had continuity 
rates of 23.3 percent compared to 16.0 percent among clients aged 18-25 (Figure F14). 
Note: The sample size for people aged 12-17 was too small to report during the sample 
period.  

From 2021 to 2023, the continuity of pharmacotherapy for OUD treatment was stable 
across all racial and ethnic groups, though AIAN rates rose sharply from 15.6 percent in 
2021 to 21.6 percent in 2023. In 2023, all rates fell within a narrow band from 20.1 
percent to 21.6 percent, with the exception of a modestly higher rate of 25.2 percent 
among Asian/Pacific Islander clients.  Rates were also consistent between genders over 
time.   
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Figure F14. Continuity of Pharmacotherapy for OUD (by age) 

 
Data source: DMC claims, 2021-2023. 

Readmissions to Withdrawal Management 

No single demographic group appeared to be driving the state’s increase in 
readmissions in 2023. 

There were no meaningful differences by age group. Nearly all groups experienced 
increases from 2021 to 2023 ranging from 3.9 percentage points (Hispanic clients) to 6.9 
percent (Asian/Pacific Islander clients). AIAN clients experienced a decrease in 
readmissions (down 3 percentage points). 

Among males, readmission rates increased 3.9 percentage points (66.6% to 70.6%) and 
among females they increased 5.5 percentage points (63.5% to 69.0%).  

In summary, access increased more among White members compared to other groups, 
but there were no other consistent racial/ethnic differences on other measures, nor any 
meaningful disparities by gender. Older adults did slightly better than younger ones on 
measures of engagement and continuity of pharmacotherapy.  
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Goal 8: An effective contingency management program, including 
cost-effectiveness and effects on beneficiary health outcomes. 

Hypothesis: Effective implementation will lead to improvements in client 
retention, discharge status, self-reported outcomes, drug test results, 
deaths, and healthcare utilization among clients participating in the 
Recovery Incentives Program.  

Program Launch and Enrollment Status 

As of July 31, 2025, 24 counties have applied to participate in the CA Recovery 
Incentives Program, with 21 counties having at least one approved site offering CM 
services. One county withdrew due to staffing challenges beyond their control, 
which prevented them from hiring staff and finalizing the process to implement CM 
services. Two additional counties are actively working toward initiating CM service 
sites. Currently, the total number of programs that have opted in to participate in 
the Recovery Incentives Program is 157. This number fluctuates, as counties are 
continually adding, modifying, or removing sites for a variety of reasons, as 
described in the County Administrator Survey results. 

Among these 157 programs, 111 are currently approved to launch, while 46 are 
either in the training and readiness process (17 programs) or have not yet engaged 
in the training process (29 programs). Figure F15 shows the locations of these 157 
sites. Los Angeles County was an early adopter, and sites are relatively concentrated 
in Southern California, and to a lesser extent the Bay Area. This distribution is 
consistent with a map of population density in California, suggesting Recovery 
Incentives Program sites are launching in areas with the highest density of Medi-Cal 
members. While metropolitan development is expected due to population density 
and resources, there remains a distinct need to address access and services in rural 
communities.  

A little over half of all Recovery Incentives Program provider sites and clients are in 
two counties: Los Angeles and Riverside. Although these are large counties, their 
proportion of the state’s Recovery Incentives Program sites and clients outpaces 
their share of the state’s population (31%) and stimulant overdose deaths (29%). 
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These counties may have lessons learned to share with other counties as they seek 
to expand participation. 

Figure F15. Geographical representation of launched and pending sites for the Recovery 
Incentives Program as of July 31, 2025.  

 
Data source: CM Site Readiness and Launch Status Tracking Log. Map created with R statistical software 
using longitude and latitude data processed from ArcGIS. 

According to launch status data maintained by the UCLA Training and Implementation 
Support Team, delays in the first year of implementation were primarily due to Clinical 
Laboratory Improvement Amendments (CLIA)-related issues (43%), followed by staffing 
and hiring issues (21%). All facilities in the U.S. that perform testing on human 
specimens (including urine) for health assessment or the diagnosis, prevention, or 
treatment of disease are regulated under CLIA. These requirements are intended to 
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ensure safety and quality. The point-of-care urine drug tests used in the Recovery 
Incentives Program are required to be CLIA-waived tests, meaning they are simple to 
use and have a low risk for erroneous results.50 However, DMC-ODS providers must still 
obtain a CLIA “waived test” certification and be registered with the California 
Department of Public Health (CDPH) or be accredited by an approved accreditation 
body. Providers can apply online for both CLIA Waiver and State Lab Registration 
through Laboratory Field Services, part of CDPH. It can take up to six months for CDPH 
to process applications once they are correctly submitted.51 According to the UCLA 
Training and Implementation Support Team, DHCS has worked with CDPH staff over the 
course of implementation to expedite the process and as a result current application 
processing times are shorter than they were at the outset of the Program’s launch. 
Improved guidance and experience have led to more streamlined administrative 
processes, and programs and counties are better equipped to accurately complete the 
necessary steps in the application process. Consistent with this, one county 
administrator reported that an earlier lab registration time was very long, but a more 
recent one was fast. The proportion of sites waiting to launch but delayed by CLIA 
waiver issues had fallen from 43 percent in the first year to 26 percent (12/46) as of 
September 2025. 

Member Participation through June 2025 

The number of new clients participating in the program has accelerated rapidly, 
growing from 13 new clients in April 2023 to over 500 new clients per month just 
two years later. Figure F16a presents the cumulative number of clients enrolled, 
while Figure 16b shows the acceleration in new clients being enrolled each month. If 
the June 2025 rate of 534 new clients/month is sustained, this would reach 6,408 clients per 
year. According to CalOMS-Tx data, there were 25,921 unique clients with Medi-Cal who were 
admitted to outpatient treatment for stimulant problems (primary or secondary) in 2024, 
which suggests the program is already reaching about 25 percent of these clients statewide. 

 
50 https://www.cms.gov/Regulations-and-
Guidance/Legislation/CLIA/Downloads/HowObtainCertificateofWaiver.pdf  
51 Peck, J.A., Freese, T.E., & Rutkowski, B.A. (2023). Recovery Incentives Program: California’s 
Contingency Management Benefit Program Manual. Available at: 
https://www.uclaisap.org/recoveryincentives/docs/training/Program-Manual-with-Appendices-2024-
08-02.pdf  

https://www.cms.gov/Regulations-and-Guidance/Legislation/CLIA/Downloads/HowObtainCertificateofWaiver.pdf
https://www.uclaisap.org/recoveryincentives/docs/training/Program-Manual-with-Appendices-2024-08-02.pdf
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Figure F16a. Recovery Incentives Program cumulative monthly enrollment (April 2023-
June 2025). 

 
Data source: Client Incentive Manager data 

Figure F16b. Recovery Incentives Program new clients by month (April 2023-June 2025). 

 
Data source: Client Incentive Manager data 
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Table F3. Provider and Client Characteristics from Surveys, and Client Incentive 
Manager/MMEF/CalOMS-Tx 

 

Provider 
Survey  
(N = 244) 

Client 
Cross- 
Sectional 
Survey 
 (N = 547) 

Client 
Incentive 
Manager 
Data  
(N = 7,351) 

Client 
Longitud-
inal Survey  
(N = 222) 

Race/Ethnicity  N = 229 N = 520  N = 6,254  N = 222 

American Indian/Alaska Native  1.8%a - 0.9%a - 
Asian/Pacific Islander  6.6%a - 2.1%b - 
Black  6.1%a 11.7%ab 12.8%b 8.6%ab 

Hispanic/Latino  37.6%a 46.5%ab 53.3%b 48.2%ab 

White  39.7%a 28.1%b 27.3%b 21.6%b 

Another  1.8%ab 0.0%a 1.7%b - 
Multiple races  6.6%a 10.2%a  1.7%b 13.5%a 

Gender Identity  N = 235 N = 530  N = 6,254  N = 222 

Male  34.9%a 54.5%b 60.2%b 59.5%b 

Female  64.3%a - 39.6%b - 

Another gender identity  0.9%ab - 0.2%b - 

Sexual Orientation  N = 228 N = 505    N = 222 

Straight/Heterosexual  87.3%a 81.8%a  N/A  84.7%a 

Gay or Lesbian  7.5%a 8.1%a N/A  9.0%a 

Bisexual  4.4%ab 7.9%b  N/A  - 

Another  0.9%ab -  N/A  -  

Multiple sexual orientations  0.0%a -   N/A  0.0%a 
Age  N = 239 N = 414  N = 6,254  N = 222 
18-25  2.1%a 7.0%ab 7.2%b 5.4%ab 

26-34  15.5%a 33.8%b 35.7%b 30.6%b 

35-44  30.5%a 31.6%a 33.4%a 36.4%a 

45-54  25.9%a 17.9%ab 15.4%b 15.8%ab 

55-64  23.6%a  - 7.1%b - 
65+  2.1%a - 0.7%a  - 
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Provider 
Survey 

Client Cross-
Sectional 
Survey 

Client 
Incentive 
Manager 

Client 
Longitud-
inal Survey 

Language Client Selected for Survey   N = 547   N = 222 

English                                                    N/A 97.0%a N/A - 
Spanish N/A 3.0%a N/A  - 

Client Week in Program    N =547   N =222 

Weeks 1-2  N/A  10.9%  N/A  100.0% 
Weeks 3-4  N/A  16.5%  N/A  0.0%† 
Weeks 5-12  N/A  35.8%  N/A  0.0%† 
Weeks 13-24  N/A  26.0%  N/A  0.0%† 
Weeks 24+  N/A  10.8%  N/A  0.0%† 

N/A = Not Applicable; a,b Percentages with different letters on the same row differ significantly (p<.05). - = 
Suppressed for privacy due to small cell size, or if inclusion would enable calculation of a small cell size; Provider survey data 
as of July 31, 2025; Client Cross-sectional data collected Feb/Mar 2024; Incentive Manager Data as of April 30, 2025; Client 
Longitudinal data collected May/June 2025. † = Clients were in weeks 1-2 when they started the longitudinal survey. 

Provider and Client Characteristics     

Table F3 contains information on the participants in the provider and client surveys, as 
well as clients in the Incentive Manager data merged with MMEF and DMC Claims.   

Client survey participant demographics were similar to the demographics of all clients in 
the Incentive Manager data, suggesting the client survey was representative of all 
Recovery Incentives Program clients. Providers were significantly more likely than clients 
to be White, female, heterosexual, and older than the participating clients.  

In addition to the information provided below, treatment providers reported on their 
roles and experience. Only 5 percent of providers reported having less than 1 year of 
experience, 62 percent had 1-10 years of experience, and 33 percent had more than 10 
years. 40% reported that their primary role was CM supervisor, 41 percent were CM 
coordinators, and 19 percent were backup CM coordinators. 

Recovery Incentives Program Outcomes  

In June 2025, UCLA received Incentive Manager Vendor data from DHCS containing data on 
members who participated in the Recovery Incentives Program. This dataset contained 
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records for 7,351 unique participants who participated in the program between April 3, 2023, 
and April 30, 2025.  

Participants in the program can re-enroll if they have not earned $599 within any calendar 
year. If participants enrolled, UCLA included only their first participation in the program in the 
analyses that follow. UCLA also limited its calculations to just the clients that had the ability 
to complete the program, meaning they needed to be in the program for at least 24 weeks. 
This resulted in a sample size of 5,010. 

Recovery Incentives Program Retention 

Figure F17 below shows the retention curves for the 5,010 clients in the analysis sample. As 
shown in the figure, there are no clear drop off points in the program even when the 
incentive schedule changes at week 12. Rather, people exit the program at a relatively steady 
rate over the course of the 24-week program. Clients spent an average of 15.6 weeks in the 
program, and the median was 17.1 weeks. 

Figure F17: Cumulative Frequency Distribution of participation duration of the 5,010 clients 
who had the opportunity to complete the full CM program 

 
Data source: Client Incentive Manager data. Participation duration of the 5,010 clients who had the opportunity to 
complete the full CM program. This figure is limited to participants’ first time in the CM program; it does not reflect 
those who re-entered the program. 
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Rates of Positive, Negative, and Missed Drug Screens 

As of April 30, 2025, there were 7,351 unique clients (unique clients refers to distinct 
individuals who have undertaken a urine drug test or UDT. Each unique client is counted 
once, regardless of the number of tests they have undergone), resulting in 132,244 negative 
and 5,791 positive drug results. There were also 8,501 excused absences and 38,183 
unexcused absences. 

For clients who met the inclusion criterion of being able to complete the CM protocol 
(defined as those who started the program at least 24 weeks before the data cutoff date of 
April 30, 2025), there were 5,010 unique clients with 103,704 negative drug results and 4,884 
positive drug results, alongside 6,607 excused absences and 30,485 unexcused absences.  

Table F4 summarizes the UDT results of the 5,010 clients who were eligible to complete the 
program. These results are further broken down by 4 retention groups based on their time in 
treatment.  

Table F4. Retention and drug test results among all clients who had time to complete the 
program 

RETENTION % NEGATIVE UDT RESULTS 

Definition 

N % Submit
-ted 

Unexcused 
absences = 

positive 

Among 
all 

possible 
tests 

Completed 24 weeks 1,819 36.3% 96.0% 86.0% 86.4% 
Completed 12 weeks, not 24 1,493 29.8% 96.3% 72.0% 55.9% 
30 days but not 12 weeks 1,164 23.2% 90.9% 45.3% 17.7% 
one session but less than 30 days 534 10.7% 81.0% 30.2% 4.8% 

TOTAL 5,010 100% 95.5%1 74.8%** 52.6%2 

*Eligible to complete the program - each client enrolled at least 24 weeks before 4/30/2025 
** Not a value currently found in literature  
1 Significantly better when compared to literature values at the p < 0.001 level 
2 Significantly better when compared to literature values at the p < 0.05 level   

 
As shown in the table, 36.3 percent of clients completed the full 24 weeks, while another 29.8 
percent completed at least 12 weeks, meaning more than 66 percent of the clients who were 
eligible to complete the program finished at least Phase 1 (or 12 weeks). In contrast, only 10 
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percent of the clients failed to complete 30 days. Additionally, the clients that stay in the 
program longer tend to have better UDT results. 

The UDT results are split into two different categories. The ‘% negative’ column gives the 
percentage of negative UDTs for all tests taken. The ‘% negative counting unexcused 
absences as positive’ provides a more conservative view of the UDT results in assuming that 
every time a client had an unexcused absence for an appointment, they would have tested 
positive for stimulants. In reality, this is likely an overly conservative assumption because 
preliminary surveys in progress suggest that when a client misses an appointment, it is 
usually because of a scheduling conflict, rather than using stimulants. Therefore the true 
percentage of negative UDTs likely lies somewhere between these rates reported for these 
two categories. 

As a whole, the program has resulted in 95.5 percent negative drug test rate and, with a 
conservative approach, 74.8 percent negative drug test rate when assuming all unexcused 
absences would be positive.  

Comparisons to the CM Literature 

For context, in the CM program implemented in the Department of Veterans Affairs, 92 
percent of samples were negative, compared to 95.5 percent in the Recovery Incentives 
Program.  

As described in the methodology section, UCLA also reviewed clinical studies in the CM 
literature to calculate the percentage of negative results among submitted tests. The average, 
weighted for study size, was 85.3 percent. The 95.5 percent rate in the Recovery Incentives 
Program is therefore higher than the results in CM trials. Preliminary analyses suggest this 
difference may be attributable to clients in the Recovery Incentives Program who transitioned 
from previous treatment outpatient or residential treatment and were relatively stable at the 
time they started in the program. Among clients who had used stimulants recently when they 
started the Recovery Incentives Program (comparable to participants in CM trials), 87 percent 
of submitted tests were negative, similar to the 85.3 percent in the literature. 

An alternative measure is the percentage of negative urinalysis outcomes out of all possible 
tests. This measure conservatively treats missed tests the same as positive tests, even if some 
of these tests would have occurred after the client discontinued treatment. As discussed in 
the methodology section, a search of the literature produced a weighted average of 47.7 
percent, which is exceeded by the 52.6 percent found in the Recovery Incentives Program. 
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The number from the literature is based on studies that included a mix of both recent and 
non-recent stimulant users. 

Stimulant Use Results by Subgroup 

To further examine UDT and retention outcomes in the Recovery Incentives Program, UCLA 
merged the Incentive Manager data with CalOMS-Tx. In doing so, UCLA was able to identify 
specific subcategories of clients to show how the program works for people at different 
stages in their recovery. 

Looking at just the clients who were eligible to complete the program, meaning they started 
24 weeks before the data cutoff point of 4/30/2024, UCLA was able to identify 2,384 clients 
that had had a CalOMS-Tx admission within 30 days of their start date in the Recovery 
Incentives Program. UCLA expects to identify more clients in the future, but are currently 
limited by data reporting lag. 

Table F5 below shows the groups UCLA was able to extract from the 2,384 clients from the 
merged Incentive Manager and CalOMS-TX data. These groups consisted of: 

• Recent Users (N = 695) - Clients that reported more than 0 days of stimulant use in 
the previous 30 days around the time of their start date in the program 

• Started following residential treatment (N = 727) - Clients that were recently 
discharged from residential treatment before their Recovery Incentives start date 

• Started following outpatient treatment without Residential (N =573) - Clients that 
were admitted to outpatient treatment within 6 months before their Recovery 
Incentives start date and had not been discharged prior to starting the program. This 
group is mutually exclusive from groups 1 and 2. 

Other (N = 389) - Clients that did not fall into any of the above categories. The ‘other’ group 
could include people who are living in sober living facilities, previously were incarcerated, or 
had been in other controlled environments like hospitals.  
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Table F5. UDT and Retention results by baseline categories. 

 
RETENTION % NEGATIVE UDT RESULTS 

Re
ce

nt
 U

se
rs

 

Definition 
N % 

Submit-
ted 

Unexcused 
absences = 

positive 

Among all 
possible 

tests 
 Completed 24 weeks 169 24.3% 90.4% 77.6% 79.4% 
 Completed 12 weeks, not 24 167 24.0% 87.0% 58.1% 44.2% 
 30 days but not 12 weeks 210 30.2% 76.8% 31.7% 12.0% 
 One session but less than 30 days 149 21.4% 66.0% 21.6% 3.5% 
TOTAL 695 100% 87.0% 59.1%** 34.3% 
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Definition 
N % 

Submit-
ted 

Unexcused 
absences = 

positive 

Among all 
possible 

tests 
 Completed 24 weeks 299 41.1% 99.7% 91.2% 90.1% 
 Completed 12 weeks, not 24 253 34.8% 99.5% 79.3% 62.0% 
 30 days but not 12 weeks 132 18.2% 98.4% 60.1% 24.6% 
 One session but less than 30 days 43 5.9% 98.3% 44.1% 7.2% 
TOTAL 727 100% 99.5% 83.3%** 63.5% 
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Definition 
N % 

Submit-
ted 

Unexcused 
absences = 

positive 

Among all 
possible 

tests 
 Completed 24 weeks 242 42.2% 99.0% 86.0% 89.1% 
 Completed 12 weeks, not 24 169 29.5% 97.2% 75.0% 57.2% 
 30 days but not 12 weeks 122 21.3% 96.7% 50.5% 20.8% 
 One session but less than 30 days 40 7.0% 89.7% 29.4% 5.7% 
TOTAL 573 100% 98.2% 77.8%** 54.4% 

O
th

er
 Definition 

N % 
Submit-

ted 

Unexcused 
absences = 

positive 

Among all 
possible 

tests 
 Completed 24 weeks 181 46.5% 98.8% 90.0% 90.8% 
 Completed 12 weeks, not 24 109 28.0% 98.4% 71.8% 57.2% 
 30 days but not 12 weeks 70 18.0% 96.1% 47.1% 17.7% 
 One session but less than 30 days 29 7.5% 92.9% 48.2% 7.5% 
TOTAL 389 100% 98.5% 80.3%** 62.0% 

*Eligible to complete the program means started at least 24 weeks before 4/30/2025 
** Not a value currently found in literature.  
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As shown the table above, all groups had mostly positive retention and UDT results. The 
clients who stepped down from residential treatment did exceptionally well with more than 
75 percent of these clients completing at least Phase 1 of the Program and overall having a 
99.5 percent negative UDT rate (83.3% when counting unexcused absences as positive UDTs). 
The outpatient and other groups also performed very well with both groups having over 70 
percent completing at least Phase 1 and over 98 percent negative UDTs. The ‘Recent Users’ 
group performed noticeably worse than the other groups, but still almost 50 percent of these 
clients completed Phase 1 and overall 87.0 percent of the UDTs taken were negative. 

These results suggest the Recovery Incentives Program is effective for people at all stages of 
Stimulant Use Disorder treatment. Both recent users and clients who transitioned into the 
program from residential treatment are responding positively to the program.  

Demographic Results 

UCLA compared the UDT and retention results across age, race, and sex demographics and 
found no statistically significant differences between any groups. UCLA will continue to 
monitor outcomes by demographics as the program continues to grow. 

Recovery Incentives Program Engagement 

Treatment Engagement is defined by the National Committee for Quality Assurance as the 
percentage of clients who engaged in ongoing treatment, including two additional 
interventions or medication treatment events for SUD, or one long-acting medication event 
for the treatment of SUD, within 34 days of the initiation.52 Using the Incentive Manager data, 
UCLA defines engagement as the percentage of clients who took two or more UDTs in the 34 
days following their Enrollment Date, a variable created in the Incentive Manager dataset, in 
the Recovery Incentives Program.  

Of the 7,351 clients enrolled in the program as of April 30, 2025, 6,794 had been enrolled for 
at least 34 days and were eligible to meet the engagement criteria defined above. Of these, 
6,290 clients took two or more UDTs within their first 34 days, resulting in an engagement 
rate of 92.6 percent 

. 

 
52 https://www.ncqa.org/report-cards/health-plans/state-of-health-care-quality-report/initiation-and-
engagement-of-substance-use-disorder-treatment-iet/  

https://www.ncqa.org/report-cards/health-plans/state-of-health-care-quality-report/initiation-and-engagement-of-substance-use-disorder-treatment-iet/
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Recovery Incentives Program Discharge status 

Of the 5,010 clients in the Incentive Manager data that were eligible to complete the 
program, 2,385 had an admission record in CalOMS-Tx within 30 days of their Recovery 
Incentives Program start date. Of these, 1,705 had discharge records, and among these, 1,089 
(63.9%) had a successful discharge status.53 For comparison, in 2022, prior to 'Incentives 
Program implementation, 39.7 percent of outpatient Medi-Cal clients with stimulants as their 
primary or secondary drug problem had a successful discharge, suggesting clients in the 
Recovery Incentives Program are far more likely to succeed.  

Client Cross Sectional Survey Results 

Client survey results from the cross-sectional study were analyzed by demographic variables 
(race/ethnicity, gender identity, sexual orientation, and age). No statistically significant, 
meaningful differences were detected between groups. The results below are therefore 
described in aggregate across all demographic groups.  

A summary table of survey and interview results can be found in Attachment E. More detailed  
results could not be included to remain in compliance with DHCS deidentification guidance. 

Self-reported substance use, perceptions, and related behaviors (last 30 days)  

As shown in Table F6, 89 percent of clients who had participated in the Recovery Incentives 
Program for more than four weeks reported not using any substance in the last month. 

Notably, among clients who were participating in week 1 or week 2, 69 percent also reported 
no use of stimulants in the past 30 days. This suggests many participants had reached some 
level of abstinence before entering the Recovery Incentives Program, consistent with analyses 
showing many entered after having participated in residential or outpatient treatment, and 
provider interview feedback that it was easier to recruit existing clients to the program than 
to bring in new ones directly from the community. 

Most respondents in the program did not feel their drug use was out of control, but the 
majority reported having a drug problem, spending time using or craving drugs, and that 
their drug use had caused problems with people close to them. The answers regarding the 
time they spent using drugs appears inconsistent with their reported days of use, suggesting 

 
53 Successful discharges are defined by the CalOMS discharge status categories indicating the person 
completed treatment plan & goals or left before completion with satisfactory progress. 
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clients may have misunderstood one question or the other. UCLA will attempt to gain further 
clarification using the currently ongoing client longitudinal survey. 

Table F6. Client self-reported drug use perceptions, and related behaviors 

Question (past 30 days, clients in the program for 4+ 
weeks) 

Result N 

How many days have you used stimulants? 89% zero days 452 

How many days have you used drugs and alcohol, other than 
stimulants? 

88% zero days 471 

I felt that my drug use was out of control 72% not at all 480 

I had a drug problem 31% not at all 475 

I spent a lot of time using drugs 51% not at all 481 

I craved drugs 31% not at all 474 

My drug use caused problems with people close to me 55% not at all 476 
Data Source: CM Cross-sectional survey. Responses from members who had participated in the Recovery Incentives 
Program for more than four weeks.  

Client perceptions of the impact of the Recovery Incentives Program on their treatment 
and outcomes 

Nearly all participants (90%+) reported that the Recovery Incentives Program had a positive 
impact on their treatment, helped them stop using stimulants, and helped them across an 
array of outcomes ranging from better health to being a better member of the community.  

Participants were also asked about their use of emergency rooms and hospital stays. Fewer 
participants responded to this question compared to others, perhaps suggesting some 
participants had not used emergency rooms or hospitals previously and felt the question was 
not applicable to them. However, among the 333 clients who did respond (61% of 
participants), 80 percent reported the Recovery Incentives Program had a positive impact on 
their use of emergency rooms or hospital stays.  
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Table F7. Client perception of the program on their treatment and outcomes 

Question (all clients) Result N 

How much of a positive impact did the intervention have on your 
treatment response? (1= no impact, 10 = definite impact) 

91% positive  
(6+ rating) 

508 

Did the Program help you stop using stimulants? (Yes, it helped me 
a lot, Yes it helped me a little, No it made no difference, No, it had a 
negative impact) 

91% Yes  
(a little / a lot) 

539 

Did the Program significantly help you economically? (Yes, it 
helped me a lot, Yes it helped me a little, No it made no difference, 
No, it had a negative impact) 

93% Yes  
(a little / a lot) 

534 

Has your health improved? In what way and how much? Think 
about your physical and mental health: Are you eating and 
sleeping properly, exercising, taking care of health problems or 
dental problems, feeling better about yourself, etc.? (1 = none or 
not much better, 10=much better) 

90% better 
(6+rating) 

510 

How much better are you with stimulant use? Consider the 
frequency and amount of use, money spent on stimulants, amount 
of drug craving, time spent being high/drunk, being sick, in 
trouble, and in other drug-using activities, etc. (1 = none or not 
much better, 10=much better) 

82% better 
(6+rating) 

476 

Are you a better member of the community? Think about things 
like obeying laws and meeting your responsibilities to society: Do 
your actions have positive or negative impacts on other people? (1 
= none or not much better, 10=much better) 

92% better  
(6+ rating) 

516 

How much better are you in taking care of personal 
responsibilities? Think about your living conditions, family 
situation, employment, relationships: Are you paying your bills? 
Following through with your personal or professional 
commitments? (1 = none or not much better, 10=much better) 

95% better 
(6+ rating) 

519 

How much of a positive impact did the Program have on how 
often you visited an emergency room or stayed overnight in a 
hospital for a physical health problem? (1 = had no impact, 10= 
had a definite impact) 

80% positive 
(6+ rating) 

 

333 

Data Source: CM Cross-sectional survey. Responses from members who had participated in the Recovery Incentives 
Program for more than four weeks.   
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Understanding the Recovery Incentives Program Procedures 

Clients reported overwhelmingly that the procedures were easy to understand, with 82 
percent reporting it was very easy to understand, and another 16 percent reporting it was 
relatively easy. Only 2 percent of clients found the procedures difficult to understand. Ratings 
of the Recovery Incentives Program Elements 

Table F8. Client ratings of program elements. 

How beneficial is each of the following aspects of your 
treatment for stimulant use (1 = Not Beneficial at all 10 = 
Extremely Beneficial) 

Result (6+ rating) N 

Urine drug testing 94% 506 

Gift cards 93% 504 

Discussions with CM staff 92% 469 

Individual counseling 92% 494 

Case management 91% 458 

Group counseling 90% 482 
Data Source: CM Cross-sectional survey. Responses from members who had participated in the Recovery Incentives 
Program for more than four weeks.  

Clients were asked how beneficial various aspects of the program were to their treatment. 
Overall, each aspect was reported to have more benefit than not, with the gift cards and 
urine testing receiving the highest ratings. 

Incentive Options 

Most participants (90%) also reported overwhelmingly being “quite a bit” or “very much” 
satisfied with the gift card incentive options offered as part of the Recovery Incentives 
Program. 

Client Longitudinal Survey Results 

As described in the methodology section, the cross-sectional client survey laid the 
foundation for a longitudinal survey now underway. As with the cross-sectional survey, 
longitudinal study results were analyzed by demographic variables (race/ethnicity, 
gender identity, sexual orientation, and age), but no statistically significant, meaningful 
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differences were detected between groups. The results below are therefore reported in 
aggregate across all demographic groups.  

Figures F18-F20 below show preliminary results from clients who had taken both the baseline 
and week 6 surveys (N = 145) as of the data cut-off date of 7/31/2025. These results will be 
updated after the survey progresses through weeks 14 and 28. 

These figures show how clients have progressed during the first six weeks of the 
program. The measures shown represent all the questions asked at baseline and at week 
six and every measure showed improvement. Clients on average felt better about their 
drug use, cravings, overall health and responsibilities, and have reported less stimulant 
and other drug use. Though preliminary, these results indicate that clients are improving 
in many different facets of their life while in the Recovery Incentives Program. 

Figure F18. Client ratings of substance use-related beliefs in the last 30 days at baseline and week 6 
(1=Not at all, 5=Very much). 

 
Data source: CM Client Longitudinal Survey. PROMIS Scale. (N=145) 
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Figure F19. Client ratings on their health, lifestyle, and community at baseline and week 6             
(1=Not at all, 10=Much better).

 
Data source: CM Client Longitudinal Survey. TEA Assessment. (N=145) 

 Figure F20. Client reports of substance use in the past 30 days at baseline and week 6.  

  
Data source: CM Client Longitudinal Survey. (N=145) 
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UCLA plans to ask clients for consent for additional follow-up data collection beyond the 
planned final Week 28 survey, and will assess the feasibility of further data collection 
after receiving client responses.  

Implementation of an effective and accessible CM program 

County administrators, treatment providers, and clients all provided feedback on the 
Recovery Incentives Program that was consistent across groups. See Attachment E for a 
summary table of survey and qualitative responses by group.  

County Administrator Survey Results 

Three key themes emerged from responses to qualitative open-ended County Administrator 
Survey questions regarding the Recovery Incentives Program: (1) positive clinical impacts, (2) 
implementation facilitators and barriers, and (3) reasons counties chose not to participate.  

Positive clinical impacts 

Administrators in counties that were implementing the Recovery Incentives Program 
reported that the service was having a positive impact. Respondents wrote that their 
Recovery Incentives Programs had “wonderful participation, retention, and outcomes” and 
“high abstinence rates among participants,” while clients participating in the program “tend to 
be more engaged with their other services and tend to stay in the program longer.” Beyond 
positive outcomes and increased engagement, administrators reported that the Recovery 
Incentives Program also helped motivate clients to engage in treatment and make positive 
change. “(The) Recovery Incentives Program has provide(d) motivation to our clients,” wrote 
one respondent. “Clients look forward to their testing days, as it brings a boost (to) their 
confidence and (shows) recovery is achievable.” County administrators reported that client 
success in the Recovery Incentives Program has provided positive examples of recovery and 
countered stigma. One administrator highlighted the fact that progress in recovery is not 
always linear, and that does not take a punitive approach towards substance-positive UDT 
results. “It does not eliminate members for not being perfect,” this administrator wrote, “but 
allows members to continue in the program” regardless of their test results. As such, the 
Recovery Incentives Program created a “supportive network” that did not previously exist for 
many clients.  

 



 

100 

 

Implementation facilitators and barriers 

Overall, administrators reported that the Recovery Incentives Program has been a wonderful 
opportunity to expand services in an innovative, thorough, and well-designed manner. “It’s 
great to be able to offer a new benefit to clients with stimulant use disorders,” wrote one 
respondent, while another commented that the program was “a thoughtful introduction of an 
evidence-based practice into the system of care through an approach that includes clear 
guidelines for fidelity to the model, training, and ongoing monitoring of the implementation 
and its outcomes.”   

Some respondents noted that the training and support that has been provided to programs 
statewide has been particularly helpful since it has reduced the amount of work that counties 
have had to do to support implementation. One administrator explained that it “reduces the 
burden on the county and ensures closer fidelity.” Others reported appreciating the 
straightforward mechanisms for billing and “streamlined standards for service” in the 
program, since it facilitated easy administrative implementation, though some suggested 
that program sustainability could be enhanced if reimbursement rates for Recovery 
Incentives Program services were higher.  

Overall, however, providers reported that “this (Recovery Incentives Program) is a very good 
model for rolling out any new benefit/service.” Yet, some counties reported having initial 
challenges implementing the Recovery Incentives Program benefit. The most pressing 
concern respondents reported were the “burdensome” requirements that sites needed to 
fulfill before they could begin delivering services. As one county reported, it was “way too 
difficult to get going.” In particular, county administrators reported that delays receiving 
approval for CLIA Waivers were “painful,” running so long that it negatively impacted 
implementation. One county reported that it took 18 months to get approval to launch their 
Recovery Incentives Program, and that “by the time we got close to implementing, [the] start-
up funds were no longer available,” further complicating efforts to begin delivering services. 
Another county administrator described how “because of delayed implementation of the 
program, enthusiasm waned dramatically and eroded trust in the sustainability and viability of 
the program.” Nearly all providers who were originally planning to participate in the Recovery 
Incentives Program in this county chose not to participate by the time they were approved 
for service delivery. However, one administrator noted recent improvements in CLIA 
processing, “Originally lab (registration) time was very long but we just did another, and it 
was fast.” 



 

101 

 

Other barriers to implementation included staffing and concern about future resources. 
Counties reported that “staff turnover has impacted (providers’) ability to effectively implement 
and sustain the program” and that staffing shortages has served to “limit (the) number of 
clients enrolled” in Recovery Incentives Program services. Several counties also reported that 
ambiguity about future funding to support Recovery Incentives Program has made it difficult 
for them and their providers to make plans to promote future sustainability of the service.  

Despite these concerns, administrators from counties participating in the Recovery Incentives 
Program had positive opinions of the program in their survey comments. As one 
administrator summarized, “California has led in this area, in terms of offering this option (for 
contingency management services) through Medicaid, which is fantastic.” Many administrators 
reported that the program was working well enough that they would like to see the Recovery 
Incentives Program benefit expanded to be available to all clients, not just those with 
StimUD. In particular, they suggested that contingency management could be effective with 
individuals who have opioid use disorders or cannabis use disorders. 

Reasons counties chose not to participate  

Of the 15 respondents who reported that their counties were not participating in the 
Recovery Incentives Program, nine reported that they declined to participate because they 
did not have enough staff. Respondents reported that staffing issues at both the county- and 
provider- levels stopped them from participating in the program since they needed to focus 
on other priorities. At the county level, respondents reported that administrative staff did 
“not have the (staffing) to oversee a pilot program that is optional” and that they needed to 
dedicate their “limited infrastructure” towards initiatives that were “mandates” and “required 
services”.54 They noted that keeping up with CalAIM-required policy changes was time-
consuming and left them little capacity to begin delivering another service. At the provider 
level, administrators noted that treatment programs “(already) struggle with staffing for all 
levels of care…providers are not ready to add this…providers were not interested.” 
Respondents also reported that the program had “too many requirements,” and two counties 
reported that they originally wanted to participate, but they were unable to finalize their 
Recovery Incentives Program processes and start implementing services. Other reasons for 
non-participation reported by counties included lack of support from their board of 
supervisors and county counsel, already implementing another form of contingency 

 
54 CalAIM did not require any new DMC-ODS services, but respondents may have been referring to 
other Medi-Cal benefits and mandates more generally. 
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management outside of the Recovery Incentives Program (one response), and a belief that 
they did not have enough clients with StimUD to justify participation (small county response).  

Provider Survey Results 

Initial Implementation Concerns Reported from Readiness Assessments 

Figure F21. Provider reports on the observed frequencies of initial concerns surrounding the 
implementation of the Recovery Incentives Program. 

 
Data source: CM Provider Survey. Responses from 244 providers. 

The concerns in Figure F21 were generated from Program Readiness Assessments conducted 
prior to implementation. After five months of implementation, providers were asked via 
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once they started implementing the program, providers reported that these issues generally 
rarely or never occurred (Figure F21). 

Training and Readiness 

Most respondents (91%) rated the training as either ‘Mostly’ or ‘Completely’ sufficient on a 
scale ranging from “not sufficient” to “completely sufficient.” This indicates that most found 
the training adequate for their needs. Similarly, the vast majority of respondents (89%) also 
felt qualified or properly trained to deliver the CM intervention. Only a small number 
disagreed or were unsure. 

Impressions about the Incentive Amount 

Figure F22. Provider impressions of the adequacy of incentive amounts from the Recovery 
Incentives Program. 

 
Data source: CM Provider Survey. Responses from providers who have answered the question (N=244). 

Providers were asked their thoughts on the adequacy of the current amount of the incentives 
($599 annual limit) to change stimulant use. Using a scale from “Not adequate” to 
“Completely adequate,” most providers (72%) reported that the incentive amounts were 
mostly or completely adequate to change stimulant use (Figure F22). At the same time, 55% 
did not feel the amount was completely adequate, or they were unsure. This suggests 
providers felt the amount is adequate to create change, but that higher amounts would be 
needed to be completely adequate. A review of contingency management incentive 

3 6 18 31 41

0% 100%

How adequate do you think the current
amount of the incentives is ($599 limit) to

change stimulant use? (N=244)

Not sure Not adequatre Somewhat adequate

Moderately adequate Mostly adequate Completely adequate



 

104 

 

amounts55 concluded the median inflation-adjusted incentive amounts used in studies that 
achieved a medium to high effect size was $128/week, which would translate to $1,536 for a 
12-week program, far higher than the program’s current $599 limit.  

Incentive Manager Software 

Providers reported generally positive ratings across all aspects of the Incentive Manager 
software, with 95 percent rating it good to excellent overall. Among individual elements, 
“Customer support” was rated especially high (93%).  

Qualitative Analysis of Open-Ended Client Survey Responses 

Two key themes that emerged in client survey comments on the Recovery Incentives 
Program, both related to program effectiveness: (1) Incentives as drivers of recovery; and (2) 
Building towards a better future.  

Incentives as drivers of recovery 

Participants reported that at a basic level, the benefits of negative UDT results in the 
Recovery Incentives Program were highly motivating. For many clients, receiving incentives 
while proceeding in their recovery was what one termed a “’a win-win situation” that allows 
clients to get something they want while also engaging in the work of overcoming their 
StimUDs. One client described how the positive reinforcement of the Recovery Incentives 
Program transformed abstinence from stimulants from an unpleasant task into a desirable 
goal. “It made me want to collect more vouchers instead of doing more drugs.” As another 
participant wrote, “the idea of getting a lump sum of money at the end of my testing period 
gets me so excited to come back clean” that it sparked recovery. “Now,” another client 
explained, “I feel rewarded for being sober.” 

For some clients, the promise of positive reinforcement helped them through moments of 
craving and temptation to use stimulants. One participant described how the prospect of not 
receiving an incentive “made me think twice every time I wanted to use,” and how “it was a 
reminder not to use every time I had a trigger.” Others described how the contingency 

 
55 Rash CJ, Black SI, Parent SC, Erath TG, McDonell MG. Data-Driven Contingency Management 
Incentive Magnitudes: A Review. JAMA Psychiatry. Published online July 2, 2025. 
doi:10.1001/jamapsychiatry.2025.1341 
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management intervention enabled them to “rationalize the pros and cons between using 
(stimulants) or getting that incentive” and think about how “(if they used stimulants) I would 
not make my next incentive, so I didn’t even want to do drugs.” As one participant elaborated, 
“even when I craved to use drugs or alcohol, I knew it would give me a positive test when I go 
for my incentive drug screen test…it made me aware that (drug use) is going to mess up the 
good things I have going on in my life.” 

For many clients, the Recovery Incentives Program created a sense of accountability that 
motivated positive change. “The program kept me accountable for my actions and rewarded 
me for good behavior” explained one client, while another noted how “having any sort of 
attainable achievements for recovering addicts who start from nothing helps build confidence.” 
Conversely, the potential frustration of not receiving an incentive was highly motivating; one 
individual described how “having a dirty UA (UDT result) in the first part of the program really 
bugged me” and changing behavior because “I didn’t want to keep showing up with dirty UAs.” 
For these clients, focusing on trying to receive incentives “helped me stay positive and set a 
goal for myself” and made “it feels like I’m working towards something.” 

Overall, the ability to provide for themselves and others thanks to the financial resources they 
gained from the Recovery Incentives Program was significant for many participants. As one 
survey respondent described, thanks to the program “I was able to get things that I didn’t 
have to steal. I was able to buy food and clothes and be happy about not going to the store to 
steal something.” 

Building toward a better future 

For many clients, the Recovery Incentives Program has helped them progress towards 
recovery after years of trying with other treatments. “I’ve been in drug treatment programs 
since I was 16 years old,” wrote one participant. “I’m 43 years old now. And I had never passed 
a drug test—until I started here!” Another client wrote “I’m a chronic relapser—and this has 
made me want to stay sober.” 

Beyond helping them abstain from stimulants, Recovery Incentives Program participants 
reported how the program has kickstarted them on a broader journey towards improved 
health and better lives. They described how their reductions in stimulant use have brought 
about significant improvements in sleep, diet, blood pressure, kidney function, liver function, 
breathing, physical activity, physical strength, and a general sense that “I don’t feel sick 
anymore.” They described how mentally they now feel more “clear minded,” understand 
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things better, and are no longer “hearing voices” or “seeing meth monsters.” As one 
participant elaborated, “I feel and look healthier, my mind is clear, and I am starting to feel 
human again!” 

Other clients reported that incentives were also helping them start rebuilding their lives in 
recovery. “It helped me start saving for my future,” said one client, while many described how 
they purchased clothing, work boots, or equipment they would use to re-enter the workforce. 
Others described how they used their incentives to begin healing relationships that had been 
damaged while they were using stimulants, purchasing pizza or holiday gifts for their 
children, family members, and other loved ones. 

Participants also reported dramatic improvements in their self-care, functioning, and social 
lives since beginning the Recovery Incentives Program. One described finally going to see a 
dentist for the first time in years after neglecting their teeth, a pregnant woman reported that 
she went to an Ob-Gyn for the first time to tend to her health and that of her baby. Others 
described how they now feel more responsible than they were before, that they socialize 
more, and that they are starting to rebuild relationships in recovery. Several wrote about 
becoming more engaged in their communities, contributing with acts of kindness and service 
(e.g. “I make time to pick up trash in my community”, “I help others in sobriety by taking them 
to (12-step) meetings and supporting them”). One dramatically contrasted life before the 
Recovery Incentives Program and life now. “I’m no longer stealing, running around late hours 
of the night committing crimes,” this person wrote. “I’m now paying taxes and helping out in 
the community.” 

Overall, participant comments highlighted how much the Recovery Incentives Program 
helped them not only reduce substance use, but also salvage their lives. As one participant 
summed up, “I’m a productive member of society and happy.” 

Qualitative Analysis of Provider Interviews 

Provider Interview Findings  

The following themes emerged from provider interviews: (1) spreading awareness of the 
Recovery Incentives Program and encouraging participation (program reach); (2) barriers to 
Recovery Incentives Program participation (program reach); (3) how incentives facilitate 
recovery (program effectiveness); (4) the Recovery Incentives Program’s impacts on client 
engagement (program effectiveness); (5) implementation barriers and facilitators (program 
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implementation) ; and (6) shifting beliefs about contingency management over time 
(program effectiveness).  

Spreading Awareness of the Recovery Incentives Program and Encouraging 
Participation 

Providers reported engaging in some efforts to publicize the Recovery Incentives Program in 
their communities, putting up flyers and making presentations at health centers, homeless 
shelters, homeless encampments, bus stations, schools, colleges, and libraries. In some 
places, providers reported that this type of community outreach required significant efforts 
since “it’s not as easy as just like putting up a flier—you have to go through (administrative) 
channels and get approval” to publicize contingency management services. Despite these 
efforts, providers did not report receiving large numbers of new clients coming to their 
program specifically seeking out CM services. 

However, providers reported that for clients who were already participating in their program or 
who were starting treatment without knowing about CM were relatively easy to engage in the 
Recovery Incentives Program. As one counselor summarized, whenever seeing a client with a 
StimUD diagnosis, they explain the program and “They go ‘OK, I’m in. Sign me up.’ It’s really 
just like a self-promoting program.”  

One provider used a different approach, describing how they would “pitch” CM to clients as a 
way to achieve their treatment goals without having to utilize a higher level of care in plain 
language: 

“When doing outreach, ‘recovery incentive contingency management’ is too 
long. You’ve already lost their (potential participants) attention. You’re not 
gonna grab them with that. We talk about reframing the incentives program, 
that ‘what we’re trying to do is encourage you to not use on a regular basis, 
and try to address barriers to that without you having to go to detox or 
residential’…(I) talk to them about it being a positive treatment asset.” 

While many clients are eager to participate in the Recovery Incentives Program as soon as 
they learn about it, providers reported that there are some clients who are more reluctant. 
Providers described these clients as being in the “pre-contemplative or contemplative” stages 
of change, and not yet ready to commit to abstinence from stimulants. “Sometimes they 
(clients) feel like ‘oh, it’s gonna be too much—I’m not gonna be able to do it.” As one provider 
explained, their approach was to wait until clients were ready to engage in contingency 
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management and be ready to support them when they were prepared to consider 
participating. 

“I let ‘em know they can think about it, (say) ‘Just let me know’ whenever they 
wanna join. I give ‘em the consent form so they can go over it and then I let 
them know to circle any questions (they have) and come see me—I’m here all 
the time and we can go over it together. Usually, I’ll follow up with them or their 
counselor to see if they’re interested. And then most of the time they’re like 
‘Yeah, sign me up.’” 

Providers also said that information about the Recovery Incentives Program spread quickly 
through word of mouth in waiting rooms, groups, and sober livings where clients frequently 
interact. Once clients hear about the program and the potential to receive incentives, 
according to these providers, they begin asking if they can participate.  

Barriers to Recovery Incentives Program Participation 

Though most interviewees did not report significant difficulty enrolling clients in the 
Recovery Incentives Program, they did mention three barriers to program participation: 
transportation issues, telehealth, and busy schedules. 

Several providers reported that transportation barriers preclude participation in the program 
for some individuals. For clients who live far from outpatient programs or who cannot access 
public transportation easily, the Recovery Incentives Program requirement to physically visit a 
program twice each week can be too time-consuming for clients. Even for those who try to 
access transportation services through Medi-Cal, providers reported that limited availability 
and logistical challenges (e.g. needing to schedule rides over a week in advance, drivers who 
sometimes don’t show up) can create difficulties. Although these challenges are not specific 
to the Recovery Incentives Program, the consequences of these barriers are heightened by 
the twice-weekly testing requirement with incentive value resets for missed tests.  

One provider reported that engaging clients accustomed to receiving treatment via 
telehealth in the Recovery Incentives Program is difficult because they do not want to travel to 
the clinic for testing: 

“We have a problem here because we do Zoom. We do telehealth. That’s the 
challenge here, is that a lot of people do all their sessions using telehealth, and 
they don’t want to come here twice a week to do the contingency management. 
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That’s why we haven’t had a ton of people. That’s always the reason. ‘I don’t 
wanna travel there two days a week.’” 

The literature on contingency management delivered by telehealth and mobile phone 
applications is mixed, and it has not been established that it will work as well as in-person 
treatment.56,57 While some studies have shown promise, some were published with 
reported conflicts of interest, and at least one small study found that patient engagement 
was low58￼ While these technologies hold great promise for increasing access, a 
cautious approach is warranted. 

Providers also reported that clients who are required to engage in other activities as part of 
their treatment and recovery plan (which in some cases may be intertwined with mandates 
from the criminal justice system) can have difficulty fulfilling Recovery Incentives Program 
requirements for in-person testing twice a week. As one provider explained: 

“For (clients) doing alternative sentences it’s a very intense program…they’re 
attending about nine groups a week. They are required to look for employment, 
work, go to twelve-step meetings, work with the sponsor, meet with their 
counselors on a weekly basis. So, we are already putting so much on their plate. 
And we understand…now adding the contingency management program where 
they have to come in twice a week is just another thing they have to do.” 

How Incentives Facilitate Recovery 

In interviews, providers consistently reported that the Recovery Incentives Program is highly 
effective, even for clients who have historically had difficulty abstaining from stimulant use. 
“We have (clients with) twenty-seven and a half years of stimulant use, so this is a way of life 
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(for them),” explained one provider. “Seeing the response (to contingency management) has 
been wonderful.” 

Providers reported that as clients reduced their stimulant use, they would begin to make 
other positive changes in their lives, testing negative for use of substances other than 
stimulants, finding jobs, and successfully completing treatment. They also described 
intangible yet significant changes in clients as they progressed through the protocol. 

Clients would “get excited about it (treatment)” and begin displaying improvements in their 
physical appearance, grooming, and self-confidence as they progressed through the 
program. One provider described how positive experiences in the Recovery Incentives 
Program helped clients realize “oh, I can have my regular life back” and facilitate positive 
change. Another described this metamorphosis in detail: 

“Their demeanor changes. They started (the Recovery Incentives Program) first 
being doubtful…(Then) you see this shift where they go from being 
discouraged in the beginning to them coming in with more confidence and 
more trust in themselves…. When they’re close to finishing up (the program) 
and moving forward, like they’ve got a job. They’re finishing up their court 
cases. It’s just that huge shift…. They look lighter than when they started.” 

Most strikingly, providers reported that unlike other interventions, clients actually “like” 
contingency management, and that they are often “cheerful” when coming to Recovery 
Incentives Program appointments. 

Providers described how within the Recovery Incentives Program, the incentives themselves 
had an extremely positive impact for clients. “A lot of these clients don’t have much, so this 
(incentive) is a big thing for them,” explained one provider, and many interviewees described 
tremendous client “excitement” for urine drug testing and incentives. “That instant 
gratification of the incentive really does play a role in (replacing) the instant gratification that 
the person (used to) get from stimulant use.” 

Providers also believed that for many clients, items purchased with incentives are investments 
in making a “fresh start” in a life after substance use. One client, for example, saved up 
incentives so they could purchase new curtains, paint, and furniture so they could reconfigure 
their apartment to make it feel different from the space where they had used drugs 
previously. For many clients, providers described how they used incentives as means towards 
the greater end of “repairing relationships” in recovery. “Earning this money themselves allows 
them to show care and support for others.” Providers described how Recovery Incentives 
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clients would use gift cards to purchase things for their children or parents, using incentives 
as tools to help rebuild connections with loved ones that had been damaged by their 
substance use. One provider told the story of a client who had previously been a carpenter 
and used his incentives to buy materials and tools at Home Depot to build a loft bed for his 
daughter. 

Beyond their material benefits, providers also reported that incentives play a powerful 
role in building clients’ self-esteem every time they provide a negative urine drug test 
sample. Contrasting the experience of positive reinforcement to the cycle of addiction, one 
provider described how when receiving incentives “they (clients) are able to acknowledge 
that today they get to spend their money on things they need, and not on destroying 
themselves or damaging their health and whatnot.” When they complete the protocol and 
receive their laminated certificate documenting their accomplishment, providers report 
that clients feel a particularly strong sense of pride. This is important for many clients, as 
one provider who had personally experience substance use disorders explained, 
because “in active addiction, we don’t complete anything. We’re lucky to remember how 
we got through the day. So, something like this, it’s 24 weeks. That’s a long time!” 
Consequently, “when they (clients) get that completion (certificate), they’re so proud. So 
proud.” One provider observed that by giving them this sense of accomplishment, “the 
contingency management program (has) filled a gap I didn’t even realize was there (for 
clients)—confidence.” 

Despite all the benefits of incentives, several providers reported that the positive impact of 
incentives decreased over time, particularly in the second period of the Recovery Incentives 
Program when incentive amounts stop increasing and become smaller. Levels of “no shows” 
tend to increase during the stabilizing period of Recovery Incentives Program, and some 
providers hypothesized that this was because incentives “trail off” in this phase of the 
program. Providers also reported that the reduced frequency of testing coincided with many 
clients “getting busy with work, at school, whatever” as they recover, making it difficult for 
them to come in for testing. In these cases, providers reported that disengagement from the 
contingency management protocol and reduced utilization of incentives to motivate 
behavior change is not necessarily problematic. “It’s something to assist them (by) motivating 
them to stay sober” one provider explained, so if clients are doing well without the services, it 
is acceptable for them to discontinue them. 
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The Recovery Incentives Program’s Impacts on Client Engagement in Treatment 

Beyond incentivizing abstinence from stimulants, providers reported that one of the most 
notable impacts of the Recovery Incentives Program is how it increases client engagement 
with treatment. As one provider summarized: 

“It (Recovery Incentives) keeps them consistent. They are more likely to be 
consistent with their groups because they’re on that schedule of coming in 
twice (a week) and testing. We plan it (testing) around their groups, (so) they 
make their groups, which is (normally) a struggle for us overall, to get them to 
come consistently. I’ve noticed the ones that are enrolled in the Recovery 
Incentives Program have done well with coming to their two or three groups a 
week. It’s helped ‘em engage in treatment for sure.” 

One interviewee, who provides Recovery Incentives Program services in an Opioid Treatment 
Program (OTP) highlighted how well the program engages clients in treatment compared to 
regular services: 

“When you enter into an OTP, the retention rate at the 30-day mark is about 80 
percent. Then it drops to about 60 percent at 60 days. With the addition of 
contingency management here, we’ve had members go all the way through the 
24 weeks—our retention rate for the OTP is 100% so far. We haven’t had 
anybody drop out at 30 or 60 days. We haven’t had one dropout—that’s the 
significant part (of the program) to me, our retention.” 

What this provider found particularly striking about these high retention rates was the fact 
that many participants did not achieve abstinence from stimulants but nonetheless kept 
coming in for Recovery Incentives Program appointments. “Sometimes they test negative, 
maybe once, twice, but then get back to it (stimulant use),” he observed. “Yet they continually 
want to come in and get the interaction in the office.” Another interviewee concurred, 
describing how Recovery Incentives Program visits are invaluable non-clinical touchpoints for 
participants. 

“For the clients that are enrolled in this (Recovery Incentives) Program, getting 
those two fifteen-minute sessions a week is so beneficial. It’s not a therapeutic 
session, (but more like) ‘How are you? Tell me about the dogs!’ It gives them 
fifteen minutes to sit and talk to someone.” 
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Implementation Barriers and Facilitators 

Providers noted some barriers that have impeded Recovery Incentives Program 
implementation at times. One early barrier was the lack of gift card options available for retail 
vendors in their communities. It should be noted that most interviewees reported the variety 
of vendors offering gift cards under the program was a strength of the Recovery Incentives 
Program, so this concern was not widespread. Providers who reported this barrier to program 
effectiveness reported that when clients could not access vendors that they wanted to use, 
they settled for gift cards to fast food restaurants. It should also be noted that based on 
provider input, the incentive manager vendor has quickly added new gift cards for the 
Recovery Incentives Program, improving participants’ ability to find gift cards that they want 
to use in their communities moving forward. A list of the current vendors as of July 2025 can 
be found here. 

The other problems related to incentives providers reported occurred when retailers did not 
accept gift cards and claimed that they were “fake.” Describing how programs often print out 
gift cards for clients who do not have phones or data plans that support electronic gift cards, 
one provider explained that it creates awkward situations for clients since “cashiers often 
don’t trust gift cards printed on a sheet of paper—they might think the QR code isn’t real or 
assume the client is scamming them.” When this occurs, it is not only inconvenient for clients, 
but also potentially damaging to their progress in recovery. As the provider explained: 

“This skepticism (from retailers) can hurt clients, especially if they have a 
history of problematic behavior. Being accused of scamming while trying to use 
a legitimate gift card after testing negative and progressing on their recovery 
journey is very discouraging (for clients). It undermines their efforts and adds 
unnecessary stress to their situation.” 

Other reported barriers regarding implementation of the Recovery Incentives Program 
included long transportation times for clients, and challenges using the Medi-Cal 
transportation on short notice (other providers found it to be successful). In addition, many 
providers reported that many Recovery Incentives Programs clients do not have cell phones, 
frequently lose them, or frequently change their phone numbers, it can be difficult for them to 
utilize Recovery Incentives Program gift cards and hard to reach them with texts/calls they 
send to help clients remember to come in for testing. 
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Providers reported that generally, the ease of using the Incentive Manager software portal has 
helped facilitate smooth program implementation. They have had some suggestions on how 
the portal could be improved (e.g, occasional glitches on the analytics page, wishing they 
could enter and track client testing by date and not just by week in the program). They also 
reported that the software is very intuitive and easy to use. In particular, they reported that 
the technical support that is available to help whenever they have software challenges is 
extremely helpful and responsive to all queries, making the Incentive Manager software a 
strong asset for the Recovery Incentives Program. 

Providers also reported that, in general, the training and implementation support provided by 
the training team has been helpful in educating them about how to implement the Recovery 
Incentives Program effectively. Several interviewees reported that while the training support 
for the Recovery Incentives Program has been effective, they have found coaching calls to be 
too “congested” (i.e. have too many participants at a time) and time-consuming. These 
providers reported that they would like to see participation requirements related to coaching 
calls be loosened or removed. However, it should be noted that most providers did not 
report coaching calls to be too burdensome in their interviews. UCLA will survey providers on 
this topic to better quantify provider feedback. 

The most prominent barriers to the implementation of the Recovery Incentives Program 
reported by providers were related to staffing, particularly in smaller programs. Providers 
reported that, even though some staff are assigned to provide contingency management 
services as part of the program, they frequently have difficulties when staff call in sick or go 
on leave. One supervisor reported that even though she has ensured all of her staff are 
trained in the CM protocol and able to provide the services if needed, adding Recovery 
Incentives Program activities to people’s already busy schedules is difficult. “I can’t just pull 
staff at random (to do UDT testing),”, she elaborated, “because they likely have back-to-back 
groups or are stationed at different service sites.” Another provider concurred, describing how 
chaotic the program becomes on UDT testing days. “It’s really hard on staff during UA (UDT) 
days,” she explained. “It’s always too much. (On those days) we’re like ‘Oh God, it’s Tuesday, Oh 
God it’s Friday (testing days at this program).” Providers reported that these challenges are 
exacerbated by high levels of staff turnover and ongoing workforce constraints in the SUD 
treatment field, particularly when a staff member who leaves is one of the people who had 
been trained and designated for the Recovery Incentives Program. 

Another interviewee reported that at their program, they try to avoid involving too many staff 
members in Recovery Incentives Program service delivery because of workload concerns. 
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However, as a result, contingency management is only available when designated staff have 
scheduled time to provide it. “Our coordinator isn’t just available whenever someone wants to 
come in (for a urine drug test). We really have to schedule,” she explained. Due to staffing 
limitations, she continued, her clinic may need to limit the number of clients it enrolls in the 
program because “if we continue to enroll and our census goes up in this program, I can 
potentially see some challenges.” 

When asked about ways that staffing issues could potentially be addressed, one interviewee 
suggested that the Recovery Incentives Program require that programs have staff who only 
provide contingency management services, and do not have other clinical or administrative 
duties. As this person, who is a clinical supervisor, explained: 

“I would love to be able to have one person designated just for the program. 
(But) it’s not required that you have a person designated for contingency 
management alone. The words “standalone” or “separate from” or “in addition 
to” does not exist that I know of in the contract. If my staff were at full census, 
and if we had full caseloads, then sure, they (program management) would say 
“sure, hire somebody (just for the Recovery Incentives Program.” But (it 
depends) on how you describe need…If my staff were at full census (their 
caseload would be) 25, but (in reality) caseloads always vary, from 20 to 23 (for 
example). Until we can prove that it’s needed (that all caseloads are at 25), they 
(won’t) hire somebody for that. 

To address this phenomenon, the interviewee suggested that a separate standalone position 
for Recovery Incentives Program staff could be required. “The word ‘mandated’ is 
unequivocal,” she said. 

“You can’t wait to see if you need somebody in the department, if there’s 
enough budget for it, etc. There (are already) so many dot-the-i, cross-the-t 
mandatory steps that you (already) have to follow in order for you to create a 
billable unit of service that’s going to be approved, I don’t see why Recovery 
Incentives can’t follow suit. 

It should be noted that this idea of requiring standalone staff for Recovery Incentives 
Program implementation—while perhaps suitable for larger programs — would not be 
practicable in many settings currently providing Recovery Incentives Programs services. A 
significant portion of interviewees reported working in programs that only have three or four 
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staff members and requiring such programs to have standalone staff dedicated exclusively to 
contingency management could have the unintended consequence of making Recovery 
Incentives Program participation difficult or impossible for many providers across California 

Shifting Beliefs about Contingency Management Over Time 

Many providers reported that at the beginning of the Recovery Incentives Program, they were 
skeptical about the protocol. In interviews, providers described how they initially believed 
contingency management would not help clients “develop any relapse prevention (or) 
relational skills” they would need to sustain recovery. 

Some interviewees reported that their perspectives shifted when they learned about 
contingency management’s effectiveness during Recovery Incentives Program trainings. 
“When they presented certain evidence of how well it works…. I had a change of heart,” said 
one provider. Others reported that they remained skeptical until they saw how well the 
program worked. “Now if I look beyond the whole idea (of incentives) and what it represented 
to me, and see the changes in people (who complete the program), I would say I’m really glad to 
be a part of it” said one provider. “Regardless of how people get sober, they’re sober.” Another 
interviewee told a similar story, describing how she was skeptical about contingency 
management until she saw a client “who had been in and out of treatment for years who 
finished the program— (and now) he’s got a job…. That’s when I was like “OK, this might be 
doing something. (Now) I’m a convert.” 
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Provider Accounts of Client Experiences with the Recovery Incentives Program 

 

1: Anabel (pseudonym) 

Anabel has some cognitive delays, but she completed 90 days of residential treatment. She 
came to outpatient and to recovery bridge (housing). She struggled with setting boundaries 
with other people, setting boundaries around other people, and trying to meet their needs. 
And the other day, she was sitting with the case manager, taking care of her employment. 

She’s got two jobs. We didn’t think she was ever going to be able to work, but she is. She 
managed to have two jobs, and her family has welcomed her back home. She’s one of the 
ones who’s going to move back into her home and change her room around. She has 
given 100% negative, stimulant and every other substance. She has engaged in the 12-
step community. She’s working, she has access to her children. And she runs my 
(clinical) group more often than not. 

She’s learned so many new ways to cope…it’s just, you know, taking a walk, taking a deep 
breath, writing in the journal, those kinds of things. And she has almost six months worth of 
journal entries that she shares in (our) individual sessions. She takes full advantage of 
outpatient treatment and everything we have to offer. 

She does this Recovery Incentives thing and she’s set her own Tuesday and Thursday 
(testing) times and shows up. She’s never late. She’s prepared. She washes her hands, she 
does it all, and she’s just perfect almost. I think it gave her a sense of self and pride. She has 
something she can say she has completed successfully. And she did that not by doing the 
thing she’s always done. This is how she kind of describes it to me: “I’ve never been honest 
about being clean ever in my life. And this program kind of keeps me honest. I’ve always 
wanted it.” But she’d never been able to just be honest about slipping up here and slipping 
up there. But having this program and that incentive, she said “It keeps me honest. It makes 
me feel good that I can do that.” 
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2: Edward (pseudonym) 

Edward was super hesitant to join in (the Recovery Incentives Program). When he joined, I was his 
counselor and his contingency management person. When he first talked to me, he was just like “I 
know I have to do this. I’ve been struggling with this for a long time. I’ve been in and out of 
treatment. I’ve been an inpatient, outpatient. Nothing’s worked.” He’s just like “I have a kid now, and 
something’s gotta give.” 

I remember when I told him about the contingency management program, he was just like, “No, I’m 
good.” I said, “You’ve been clean for this long, it’s gonna help you, right?” He just said “No, I don’t 
think I can do it, I don’t think I need it.” So, I tried to go back every once in a while and say “Hey, 
have you thought about going on contingency management?” 

I told him, “You’ve been struggling with cravings. This is gonna help,” and so he finally got on it. I’ll 
never forget when he started. He got motivated, and then he got a job. He said, “Can I still come 
back for contingency management because that’ll help me because I know (if I don’t come in) I’m 
not gonna see you…because of work.” So, he would come in punctually on Fridays every time at 
3:00. He would be there. Even if I was in a meeting or if I was running late, he would wait. He 
wouldn’t leave. He would just sit there and wait. I asked “How come you didn’t text me?” and he said, 
“It’s OK, I knew I was gonna see you eventually. I’m here. I make sure I plan out my day to be here.” 

On the last day (of Edward’s Recovery Incentives Program protocol) I said “Hey, this is your last 
test. Here’s your certificate. Let’s cash you out. I’m super proud of you. You did so good. You 
finished it—24 weeks. And not only that, you’re still clean. You’re working.” And he said, “Man, I 
can’t believe I did it. I didn’t think I was gonna do it.” I said, “I know, but you did it.” 

Then he asked “What if I can’t do it afterwards (once the Recovery Incentives Program is over)?” I 
said, “You’ve done it already. You were just coming in to test—this (ending) is nothing. You’re 
doing fine. If anything else (happens) you can always come back.” And he was just like “OK.” 

It was just one of those things where you saw the shift of someone who was so ambivalent to it 
and then realizing “No, maybe I do need this, and I deserve to do this.” (Before the Recovery 
Incentives Program) he was very much having a hard time doing things for himself, like self-
care. With (Recovery Incentives Program) was this change where he trimmed his beard, and he 
cut his hair. Before you could tell he wasn’t really caring about his appearance, and then he was 
taking care of himself. He said, “I just went out and I bought some stuff for myself.” I said, “Oh 
my God, you’re taking care of yourself! You’re doing it!” 
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G-I. Conclusions, Interpretations, 
Lessons Learned, and 
Recommendations 

 

 

 

 

 

 

Conclusions and Interpretations 

DMC-ODS has been largely successful at maintaining or making additional 
progress toward the goals of the demonstration project, though challenges 
remain. A summary of progress toward goals follows: 

Goal 1: Increased rates of identification, initiation, and engagement in SUD 
treatment services. (maintain or increase) 

Measures of initiation and timely admissions have exhibited an upward trend. Treatment 
engagement was maintained. 

The weight of current evidence suggests:  Progress toward goal 

Goal 2: Increased adherence to and retention in Treatment (maintain or increase) 

Rates of continuity of pharmacotherapy have been maintained at benchmark (2021) levels.  

The weight of current evidence suggests: Progress toward goal 

Goal 3: Reductions in overdose deaths, particularly those due to opioids.  

While the evaluation team is awaiting death data to test this hypothesis within DMC-ODS, 
statewide trends in opioid and stimulant deaths are down. These outcomes from the recovery 
incentives program suggest reductions in use, which indicate reduced risks among clients.  

The weight of current evidence suggests: Progress toward goal  



 

120 

 

Goal 4: Reduced utilization of emergency departments and inpatient hospital 
settings for treatment where the utilization is preventable or medically 
inappropriate through improved access to other continuum of care services.  

Recovery Incentives Program participants have self-reported reduced use of emergency 
departments and inpatient hospital settings, which is consistent with their reduced use as 
verified by urinalysis. Further analysis is needed for the broader DMC-ODS population. 

The weight of current evidence suggests: Progress toward goal 

Goal 5: Fewer readmissions to the same or higher level of care where the 
readmission is preventable or medically inappropriate. 

Readmissions to withdrawal management were maintained from 2021 to 2022, but 
unexpectedly increased in 2023, counter to the goal. However, in 2025, 84 percent of county 
administrators reported that DMC-ODS had positively impacted transitions of care. This mixed 
evidence warrants further exploration and analysis.  

The weight of current evidence suggests: Mixed evidence  

Goal 6: Improved access to care for physical health conditions among 
beneficiaries. 

Clients rated their providers’ coordination with physical health at a high and steady rate (about 
84 percent positive from 2021-2024). The majority (59%) of county administrators also say 
DMC-ODS improved coordination with physical health. However, the percentage reporting a 
positive impact was down from 2021. 

The weight of current evidence suggests: Progress toward goal 

Goal 7: Improved health equity 

Access appears to have favored White clients, but this was a change from previous findings. In 
earlier analyses, DMC-ODS had a significant impact on access for Black members. Additional 
preliminary analyses suggest that COVID-19 may have had a disproportionate impact on 
access among Black members through the end of 2023. COVID-19, combined with the recent 
addition of new DMC-ODS counties with relatively higher White populations may have driven 
this result.  
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On other measures of access, initiation, timely admission to indicated level of care, and 
engagement, no meaningful health disparities among age, racial/ethnic group, and gender 
were identified. One exception is that older clients tended to do better than younger clients on 
engagement and continuity of pharmacotherapy.  Additionally, AIANs were the only 
racial/ethnic group to improve on readmissions to withdrawal management. 

The weight of current evidence suggests: Mixed evidence 

Goal 8: An effective contingency management program, including cost-
effectiveness and effects on beneficiary health outcomes. 

A wide array of evidence suggests the Recovery Incentives Program is very effective and 
improved beneficiary outcomes. Data suggest it has expanded to reach about one quarter of 
clients with Medi-Cal in outpatient treatment for stimulant problems. While this is considerable reach 
for a new program, there remains room to continue expansion to additional counties and programs, 
as well as increasing participation within each site.  

According to the National Survey on Drug Use and Health (SAMHSA, 2025), about 448,000 
Californians used methamphetamines in the past year in 2021-2022. Although many of 
these individuals would not need or seek treatment, there are likely additional 
opportunities to reach more individuals outside of specialty care settings. Such efforts 
would require careful consideration to avoid undermining the fidelity of the program, as 
the careful implementation of a standardized program and the delivery of highly-rated 
intensive training and technical support appear to be strengths of the current program, 
but may be challenging in other settings. Due to the complexity of these issues, UCLA 
recommends the formation of an advisory group with experts and stakeholder 
participation to consider and discuss future changes to the program. 

The weight of current evidence suggests: Progress toward goal 

Summary of conclusions and interpretations 

While more data and analyses are needed, the current interim evidence supports progress 
toward most of DMC-ODS' goals. For two, evidence is more mixed but is expected to clarify as 
more data becomes available. Overall, the state is making clear progress toward achieving 
most DMC-ODS goals. 

 



 

122 

 

Lessons Learned and Recommendations 

Lessons Learned and Recommendation for other states interested in implementing a 
similar approach  

The DMC-ODS summative report59 submitted in 2022 listed a number of lessons learned for 
other states that hold true today, including the value of: 

• A one-page client perception of care survey 

• Providing adequate technical assistance to plans/providers on data to be collected, and 
providing feedback on this data to minimize missing and inaccurate data. 

• Balancing the minimum requirements for participation in the waiver against the 
potential exclusion of smaller, less populated geographies that may struggle to meet 
these requirements. 

In addition, the Recovery Incentives Program has generated new lessons learned in its first 
years of implementation. The most concrete example of this is the need to address Clinical 
Laboratory Improvement Amendments (CLIA)-waiver requirements, which initially delayed the 
implementation of the Recovery Incentives Program in many treatment programs. The state 
has demonstrated success in addressing this barrier, however. Based on these experiences, 
UCLA recommends the following to other states interested in implementing contingency 
management programs: 

• Prioritize training and technical assistance when implementing contingency 
management programs. California’s training materials are available to other states at no 
charge.60 

• Plan ahead for CLIA-waiver requirements.  

• Invest in reliable software to manage incentives and collect data. 

 

 

 
59 https://www.uclaisap.org/dmc-ods-eval/assets/documents/20220422-DMC-ODS-FY-2021-Evaluation-
Report-with-Appendices_V2.pdf  
60 https://uclaisap.org/recoveryincentives/  
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Recommendations for California 

• Explore and address the underlying causes of increasing readmissions to withdrawal 
management. The evaluation team will continue exploration of potential data 
explanations as well as reach out to stakeholders for input. 

• Explore and address the underlying causes for mixed results on health equity. The 
evaluation team will continue exploration of potential data explanations as well as reach 
out to stakeholders for input. 

• Continue efforts to expand treatment capacity and support workforce development, 
both of which are commonly cited barriers within DMC-ODS. 

• Convene an advisory group to discuss possible alterations to the Recovery Incentives 
Program, including: 

o The $599 limit in light of SAMHSA setting a $750 limit on contingency 
management in State Opioid Response grants. 

o Revisiting the escalation-reset design of the incentive schedule, particularly 
whether to retain the “reset” portion, and whether to start with higher amounts 
to strengthen early engagement. Vermont and Maine use flat amounts with a 
higher first incentive ($20). 

o Ways to expand the number of participating counties and providers. 

o Ways to facilitate greater use of the program for new clients entering from the 
community, in addition to its common appropriate use for clients stepping down 
from residential treatment. 

o The viability of expanding contingency management to other settings, including 
primary care. 

Interpretations, Policy Implications, and Interactions with Other State 
Initiatives 
There are a number of other California initiatives that could interact with DMC-ODS, with one 
of the most important being Behavioral Health Transformation, 61 which builds directly on 
CalAIM and other major initiatives. DHCS has begun implementing changes through this 

 
61 https://www.dhcs.ca.gov/BHT/Pages/home.aspx  

https://www.dhcs.ca.gov/BHT/Pages/home.aspx
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initiative following the passage of Proposition 1 in 2024, which included up to $6.4 billion in 
bonds to build new supportive housing and community-based treatment settings.  

Another set of initiatives that may have an effect is DHCS’ extensive Opioid Response efforts62 
funded by SAMHSA’s State Opioid Response grants. This would mainly have an impact on the 
treatment of opioid use disorder, which may have played a role in the increased use of MAT, 
particularly the increase in buprenorphine prescribing in narcotic treatment program/opioid 
treatment program settings, in the state. These funds are also being used to address stimulant 
use disorder. While other states can also use these funds to pay for contingency management 
programs, California opted to maintain a focus on DMC-ODS contingency management rather 
than potentially cause confusion by attempting to implement parallel programs under different 
funding sources. 

Another initiative that could affect DMC-ODS in the future is Behavioral Health Community-
Based Organized Networks of Equitable Care and Treatment (BH-CONNECT), which is 
comprised of a new Medicaid Section 1115 demonstration and State Plan Amendments.63 
While much of BH-CONNECT is focused on mental health services, some efforts will overlap 
with and could affect future DMC-ODS outcomes, including a workforce initiative, an access, 
reform, and outcomes incentive program for behavioral health plans, coverage for Enhanced 
Community Health Workers, and Individual Placement and Support-supported employment 
services.  

In spite of these initiatives, there is strong evidence that DMC-ODS has had a positive impact 
independent of other external influences, as determined by difference-in-difference analyses to 
examine the causal effect of DMC-ODS, as well as input from stakeholders on the impact of 
DMC-ODS specifically. Given the continuing overlap between programs, it will be important to 
continue to collect and analyze such data to specifically measure the effect of DMC-ODS, or 
parallel efforts in other states with similar waivers.  

 
62 https://californiaopioidresponse.org/  
63 https://www.dhcs.ca.gov/CalAIM/Pages/BH-CONNECT.aspx   

https://californiaopioidresponse.org/
https://www.dhcs.ca.gov/CalAIM/Pages/BH-CONNECT.aspx
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Attachment A: Approved Evaluation Design 

Please see the approved DMC-ODS Evaluation Design included as a separate document 
(Attachment A) within this submission.  



 

127 

 

Attachment B: Evaluation of 2021 and assessment of appropriateness as a 
baseline year 

In DMC-ODS Evaluation Design, it was agreed that calendar year 2021 would be included in 
the current evaluation, since the state received a temporary COVID-19-related extension of the 
previous Medi-Cal 2020 waiver and data for this year was not entirely available for the 
Summative Report of that waiver, which was submitted to CMS in 2022. Importantly, 2021 was 
also proposed as a baseline year for this evaluation, so it is important to assess its 
appropriateness given the COVID-19 public health emergency that encompassed 2020-2023. 
To this end, the measures examined in this report were compared for 2019, 2020, and 2021 to 
explore whether 2021 or an alternative might be a more appropriate baseline. The following is 
a summary of the results of these comparisons. 
 

• ASAM Criteria-based assessment counts were generally stable from 2019 through 2021, 
though there was a temporary dip in 2020.  

• Rates of initiation after an ASAM Criteria-based brief screening rose from 2019 (10.8%) 
to 2020 (12.2%), and 2021 (13.5%) 

• Timely admission to the indicated level of care within 30 days after brief screening 
among clients who received treatment were fairly stable but dipped slightly from 2019 
(72.4%) to 2020 (72.2%) and 2021 (70.4%). 

• Engagement rates dropped slightly from 2019 (88.5%) to 2020 (87.4%) and 2021 
(86.3%). 

• Treatment Perception Survey Adult overall satisfaction ratings were very similar in 2019 
(91.0%), 2020 (91.8%), and 2021 (90.8%). 

• Continuity of pharmacotherapy for 180 days dropped from 2019 (30.2%) to 2020 
(22.7%) and 2021 (21.1%). 

• Readmissions to withdrawal managment rates rose from 2019 (58.3%) to 2020 (63.1%) 
and 2021 (65.5%). 

On many of the measures the onset of COVID-19 was associated with poorer rates compared 
to the pre-pandemic year of 2019, while only one improved (initiation). Since the national 
COVID-19 Public Health Emergency did not expire until May 11, 2023, the year 2021 is 
therefore a better and more proximal baseline year for the CalAIM years 2022 and 2023, 
compared to the pre-pandemic 2019 or more temporally distal 2020 as alternatives. For these 
reasons, 2021 is used as the primary baseline year in this Interim Evaluation Report.      
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Attachment C: TPS Survey Items by Domain 

TPS Adult Survey Items by Domain 

Access 
• The location was convenient (public transportation, distance, parking, etc.). 
• Services were available when I needed them.  
 
Quality 
• I chose the treatment goals with my provider's help. 
• Staff gave me enough time in my treatment sessions. 
• Staff treated me with respect. 
• Staff spoke to me in a way I understood. 
• Staff were sensitive to my cultural background (race, religion, language, etc.). 
 
General Satisfaction 
• I felt welcomed here. 
• Overall, I am satisfied with the services I received. 
• I was able to get all the help/services that I needed. 
• I would recommend this agency to a friend or family member. 
 
Outcome 
• As a direct result of the services I am receiving, I am better able to do things that I want 

to do. 
• As a direct result of the services I am receiving, I feel less craving for drugs and alcohol.*  
 
Care Coordination 
• Staff here work with my PH care providers to support my wellness. 
• Staff here work with my MH care providers to support my wellness. 
• Staff here helped me to connect with other services as needed (social services, housing, 

etc.) * 
 
Telehealth  
• Now thinking about the services you received how much of it was by telehealth (by 

telephone or video-conferencing)? (Response options: None, Very little, About half, 
Almost all, All) 
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• How helpful were your telehealth visits compared to traditional in-person visits? 
(Response option: Much better, Somewhat better, About the same, Somewhat worse, 
Not applicable)*  

 
*New item added in the 2023 TPS survey administration 
 
TPS Youth Survey Items by Domain 
Access 
• The location of services was convenient for me. 
• Services were available at times that were convenient for me. 
• I had a good experience enrolling in treatment. 
 
Quality 
• I received services that were right for me. 
• Staff treated me with respect. 
• Staff were sensitive to my cultural background (race/ethnicity, religion, language, etc.). 
• My counselor provided necessary services for my family. 
 
General Satisfaction 
• Overall, I am satisfied with the services I received. 
• I would recommend the services to a friend who is need of similar help. 
 
Outcome 
• As a direct result of the services I am receiving, I am better able to do things I want to 

do. 
• As a direct result of the services I am receiving, I feel less cravings for drugs and 

alcohol.* 
 
Care Coordination 
• Staff here make sure that my health and emotional health needs are being met (physical 

exams, depressed mood, etc.). 
• Staff here helped me with other issues and concerns I had related to legal/probation, 

family, and educational systems. 
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Therapeutic Alliance 
• My counselor and I work on treatment goals together. 
• I feel my counselor took the time to listen to what I had to say. 
• I developed a positive, trusting relationship with my counselor. 
• I feel my counselor was sincerely interested in me and understood me. 
• I like my counselor here. 
• My counselor is capable of helping me. 
 
Telehealth  
• Now thinking about the services you received, how much of it was by telehealth (by 

telephone or video-conferencing)? (Response options: None, Very little, About half, 
Almost all, All) 

• How helpful were your telehealth visits compared to traditional in-person visits? 
(Response option: Much better, Somewhat better, About the same, Somewhat worse, 
Not applicable)*  

*New item added in the 2023 TPS survey administration 
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Attachment D: Recovery Incentive Program Incentive Schedule 

Week 
Tests per 

week 
Payout per 

Negative Test Weekly Total 

Period 1    
1 2 $10.00 $20.00 
2 2 $11.50 $23.00 
3 2 $13.00 $26.00 
4 2 $14.50 $29.00 
5 2 $16.00 $32.00 
6 2 $17.50 $35.00 
7 2 $19.00 $38.00 
8 2 $20.50 $41.00 
9 2 $22.00 $44.00 

10 2 $23.50 $47.00 
11 2 $25.00 $50.00 
12 2 $26.50 $53.00 

Period 2    

13 1 $15.00 $15.00 
14 1 $15.00 $15.00 
15 1 $15.00 $15.00 
16 1 $15.00 $15.00 
17 1 $15.00 $15.00 
18 1 $15.00 $15.00 
19 1 $10.00 $10.00 
20 1 $10.00 $10.00 
21 1 $10.00 $10.00 
22 1 $10.00 $10.00 
23 1 $10.00 $10.00 
24 1 $21.00 $21.00 

Reinforcement/Incentive schedule. During Period 1, which lasts 12 weeks, clients take two drug tests a week with 
increasing incentives. During Period 2, the 12-week maintenance period, clients take one test a week without an 
escalating incentive schedule. For additional details, the program manual, requirements, and training materials are 
available at: https://www.uclaisap.org/recoveryincentives/   

https://www.uclaisap.org/recoveryincentives/
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Attachment E: Survey and Qualitative Data Summary Table 

 

County Administrator Perceptions 

Strengths Barriers 

The program is having a positive impact on 
client participation, engagement, retention, 
and outcomes. 

“Burdensome” requirements needed to be 
fulfilled before sites could launch, 
particularly delays receiving approval for 
CLIA Waivers. 

Opportunity to expand services in an 
innovative, thorough, and well-designed 
manner 

Implementation delays “eroded trust in 
the sustainability and viability of the 
program” 

Training, support, fidelity monitoring were 
reported to be helpful and reduced the 
burden on the counties. 

Staff turnover and shortages affected 
implementation and sustainability.  

Straightforward billing mechanism, easy 
administrative implementation 

Concerns about counties needing to 
cover the non-federal share of the 
program beginning in 2024. 

California has led the nation in terms of 
offering contingency management through 
Medicaid. 

Counties that chose not to participate in 
the Recovery Incentives Program largely 
made the decision due to shortages in 
staffing or their administrative inability to 
keep up with this program in addition to 
other CalAIM requirements. 
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Provider Perceptions 
 

Strengths Barriers 

Initial concerns reported prior to 
implementation (e.g. tampering of UAs, 
discussing positive results, clients falsifying 
StimUD to enter program) rarely or never 
occurred. 

Spreading awareness about the program 
took time to introduce and develop 
language about the incentives. 

Recovery Incentives Program is highly 
effective, even for clients who have historically 
had difficulty abstaining from stimulant use. 

Busy schedules, transportation issues were 
barriers to enroll patients. 

A majority of providers think the current 
incentive amount (up to $599/year) is 
“adequate,” but a majority also felt it is not 
“completely” adequate. 

Incentives’ impact were reduced in the 
second phase of the Program when 
incentive amounts stopped increasing. 

As clients reduce stimulant use, they make 
other positive changes in their lives 

Lack of gift card options available for retail 
vendors in their communities 

Unlike other interventions, clients actually 
“like” contingency management, and are often 
“cheerful” when coming to appointments. 

Some vendors did not accept gift cards 
and thought that they were “fake.” The 
incentive manager software vendor 
reported that this has since been resolved. 

Items purchased with incentives were more 
than just material goods for clients 

Staffing was a barrier, particularly in 
smaller programs. 

Incentives build client self-esteem every time 
they provide a negative urine drug test 
sample 

Challenges exacerbated by the high staff 
turnover endemic in the SUD treatment 
field 

Recovery Incentives Program increases client 
engagement with treatment 

 

Recovery Incentives Program visits are 
invaluable non-clinical touchpoints for 
participants. 
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Strengths Barriers 

Paradigm shift in SUD Treatment; shift from 
the punitive to the positive 

 

Incentive Manager software portal was easy to 
use, technical support was responsive & 
helpful. 

 

The training and implementation support 
provided has been helpful. 

 

Initial skepticism about contingency 
management disappeared after learning 
about its effectiveness through trainings and 
experience. 

 

 
Client Perceptions 

 
Strengths Barriers 

Most clients reported that the program 
helped them stop using stimulants and had a 
positive impact economically and on their 
response to treatment. 

Challenges using the printed incentives at 
some vendor locations. The incentive 
manager software vendor reported that 
this has since been resolved. 

Clients reported that as a result of their 
treatment, they experienced better health, 
were better able to take care of personal 
responsibilities, and were a better member of 
the community. 

Some clients requested more local vendor 
and/or transportation options to be 
available in the incentive manager system. 

Clients reported that the program’s 
procedures were easy to understand 

 

Each aspect of the program (UDTs, gift cards, 
counseling, case management, etc) was rated 
as beneficial, with gift cards rated highest. 
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Strengths Barriers 

Incentives were highly motivating; 
transformed abstinence from stimulants from 
an unpleasant task into a desirable goal. 

 

The promise of positive reinforcement helped 
clients through moments of craving and 
temptation to use stimulants. 

 

Gift cards helped some clients raise their 
standard of living above bare subsistence. For 
others, the gift cards enhanced their 
emotional well-being or were helpful to begin 
rebuilding lives and healing relationships that 
had been damaged while they were using 
stimulants. 

 

Clients reported the Recovery Incentives 
Program helped them progress towards 
recovery after years of trying with other 
treatments. 
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Attachment F: Surveys and Qualitative Interview Guides 

UCLA Recovery Incentives Evaluation: Client 
Survey - Cross Sectional design 
(Collected during a one-week collection period in early 2024) 

 

Introduction 
As part of the evaluation of the California Recovery Incentives Program (also known as the 
Contingency Management (CM) Program), we would like to extend an invitation for you to take 
a 10–15-minute survey.  
 
Clients who are involved in the Recovery Incentives Program during the one-week data 
collection period (XXX-XXX), are eligible.  
 
We would like to hear from you on how incentives influence your treatment experience. Your 
individual responses will remain confidential and will not be shared with your treatment 
program. The data will be compiled and will not contain any personally identifying information 
in UCLA's evaluation reports.  
 
Participation is voluntary.  
 
UCLA will send you a $10 e-gift card as a token of appreciation for your time. 
 

o Yes, I agree to start the survey.  

o No, I do not wish to proceed or complete the survey.  

 
Skip To: End of Survey If response = No, I do not wish to proceed or complete the survey. 
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Q1. Which week of the Recovery Incentives Program are you in? 

Drop Down selection options ▼: 

• This is my first visit. I have not officially started the program 

• Week 1 or 2 

• Week 3 or 4 

• Week 5-12 

• Week 13-24 

• Week 24 onwards 

 
 

PROMIS items 
 

Q2. Please respond to each question or statement by marking one box per row. 

 
 

 

In the past 30 days... 

 Not at 
all 

A little 
bit Somewhat Quite 

a bit 
Very 
much 

I felt that my drug use was out of 
control.  o  o  o  o  o  

I had a drug problem.  o  o  o  o  o  
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In the past 30 days... 

 Never Rarely Sometimes Often Almost 
always 

My drug use caused problems with 
people close to me.  o  o  o  o  o  

I craved drugs.  o  o  o  o  o  
I spent a lot of time using drugs.  o  o  o  o  o  

 

 
 

 

Last 30 days use - counts data 
Q3. In the last 30 days, how many days have you used stimulants? 

Drop down selection options: ▼ 0 ... 30 days 

 
 

Q4. In the last 30 days, how many days have you used drugs and alcohol, other than 
stimulants? 

Drop down selection options: ▼ 0 ... 30 days 
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Rating of program impact on physical health  
 

Q5. How much of a positive impact did the Recovery Incentives Program have on how 
often you visited an emergency room or stayed overnight in a hospital for a physical 
health problem? 

    Had no    Had a definite            Not 
    impact         impact              Applicable 
               1     2     3     4     5     6     7     8     9     10 
 

 

Contingency Management questionnaire (Miguel et al) 
Q6.  How easy or difficult was it for you to understand the Recovery Incentives Program 
procedure? (for example, testing requirements, attendance requirements, gift card 
amounts) 

o Very easy  

o Relatively easy  

o Not very easy  

o Very difficult  
 

Q7. In your opinion, did the Recovery Incentives Program have any effect on your 
response to treatment? 

o Yes, it helped me a lot  

o Yes, it helped me a little  

o No, it made no difference  

o Yes, it had a negative impact  
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Q8. From one (had no impact) to ten (had a definite impact), how much of an impact did 
the intervention have on your treatment response? 

 

    Had no    Had a definite            Not 
    impact         impact              Applicable 
               1     2     3     4     5     6     7     8     9     10 
 

 
 

Q9. In your opinion, would the Recovery Incentives Program help other people who seek 
treatment for stimulant use? 

o Yes, it would help them a lot  

o Yes, it would help them a little  

o No, it would make no difference  

o No, it would have a negative impact  

 

Q10.  In your opinion, did the Recovery Incentives Program help you stop using 
stimulants? 

o Yes, it helped me a lot  

o Yes, it helped me a little  

o No, it made no difference  

o No, it had a negative impact  

 

Please explain: ________________________________________________________________ 
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Q11. Did Recovery Incentives Program significantly help you economically? 

o Yes, it helped me a lot  

o Yes, it helped me a little  

o No, it made no difference  

o No, it had a negative impact  

 

Please explain: ________________________________________________________________ 
 

 

Treatment Effectiveness Assessment (TEA-2012 version) 
The following questions ask you to express the extent of changes for the better from your 
involvement in the program to this point in four areas: stimulant use, health, lifestyle, and 
community. For each area, think about how things have become better and select the results 
on the scale below: the more you have improved, the higher the number – from 1 (none or not 
much) to 10 (much better). 
 
Feel free to write down the one or two changes most important to you in the Remarks section. 
 

Q12. Stimulant Use: How much better are you with stimulant use?  

Consider the frequency and amount of use, money spent on stimulants, amount of drug 
craving, time spent being high/drunk, being sick, in trouble, and in other drug-using activities, 
etc.    

 

       None or not   
           much     Better              Much better 
                  1     2     3     4     5     6     7     8     9     10 
 

Remarks: ________________________________________________________________ 
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Q13.  Health: Has your health improved?  

In what way and how much? Think about your physical and mental health: Are you eating and 
sleeping properly, exercising, taking care of health problems or dental problems, feeling better 
about yourself, etc.? 

       None or not   
           much     Better              Much better 
                  1     2     3     4     5     6     7     8     9     10 
 

Remarks: ________________________________________________________________ 

 
 

 

Q14. Lifestyle: How much better are you in taking care of personal responsibilities?  

Think about your living conditions, family situation, employment, relationships: Are you paying 
your bills? Following through with your personal or professional commitments? 

       None or not   
           much     Better              Much better 
                  1     2     3     4     5     6     7     8     9     10 
 

Remarks: ________________________________________________________________ 

 
 

 

Q15.  Community:  Are you a better member of the community?  

Think about things like obeying laws and meeting your responsibilities to society: Do your 
actions have positive or negative impacts on other people? 

       None or not   
           much     Better              Much better 
                  1     2     3     4     5     6     7     8     9     10 
 

Remarks: ________________________________________________________________ 
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Treatment Perceptions  
Q16. Please answer these questions about your experience with the Recovery Incentives 
Program to help improve services. 

 

 Strongly 
agree Agree I am 

neutral Disagree Strongly 
disagree 

As a direct result of the services I am 
receiving, I am better able to do 

things that I want to do.  
o  o  o  o  o  

Overall, I am satisfied with the 
services I received.  o  o  o  o  o  

I was able to get all the help/services 
that I needed.  o  o  o  o  o  

I would recommend this agency to a 
friend or a family member.  o  o  o  o  o  
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Q17. Please answer these questions about your experience with the Recovery Incentives 
Program to help improve services. 

 

Please use "Not Applicable" if the question is about something you have not 
experienced. 

 Strongly 
agree Agree I am 

neutral Disagree Strongly 
disagree 

Not 
Applicable 

As a direct result of the 
services I am receiving, 
my depression and/or 
anxiety has improved.  

 

o  o  o  o  o  o  

As a direct result of the 
services I am receiving, 
my living situation is 

more stable. 
o  o  o  o  o  o  
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Recovery Incentives Impact on use – Rating 
Q18 When you get into a situation where you would have used in the past, how does 
being in a Program that offers incentives help you not use? 

 
Please select all that apply. 

▢ I don’t get triggered  

▢ I don’t crave  

▢ I think of the incentive and don’t want to lose the money  

▢ I think about how proud I feel when I earn the gift cards and I don’t want to 
mess up  

▢ I think about how happy I am that I can buy things for my family and I don’t 
want to mess up  

▢ I don’t want to disappoint the program staff  

▢ I don’t want to disappoint my counselor  

▢ Others (please specify):  _________________________________ 

▢ Being in a program that offers incentives does not help me  
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Recovery Incentives Program Elements - Rating 
Q19. From 1(Not beneficial at all) to 10 (Extremely beneficial), how beneficial is each of 
the below aspects of your treatment for stimulant use? 

 

If some aspects do not apply to you, please select "Not Applicable". 
 

          Not beneficial       Extremely            Not 
           at all                            beneficial       Applicable 
             1     2     3     4     5     6     7     8     9     10 
 

Gift cards 
 

Urine drug testing 
 

Individual counseling 
 

Group counseling 
 

Discussions with contingency 
management staff after drug testing  

Case management 
 

Other (optional): 
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Q20. How satisfied are you with the gift card incentive options offered as part of the 
Recovery Incentive Program? 

o Not at all  

o A little bit  

o Somewhat  

o Quite a bit  

o Very much  

 

Q21.  Is there anything else that you would like to share about your experience with the 
Recovery Incentives Program? (For example, likes/dislikes, benefits/difficulties, etc.)  
 
Your feedback is important in helping us understand your experience in of the Recovery 
Incentives Program and how we can improve it in the future. 

________________________________________________________________ 

________________________________________________________________ 

________________________________________________________________ 
 

Demographics 
Please tell us a little about yourself. This helps us make sure that all persons are 
represented in our results. 

 

Q 22. Gender Identity 

Q 23. Sexual Orientation 

Q 24. Race/Ethnicity 

Q 25 Age 

 
 

Consent for Follow up 
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Q26.  Additionally, would you also be willing to be contacted for a follow up interview in 
the coming months?   

The interviews will allow for a more in-depth understanding of your treatment experience. Your 
participation will be compensated with an additional gift card of up to $50.   

o Yes  

o No  

 
 

Thank you for completing this survey! 
 
The information below is required for UCLA to issue you a $10 e-gift card as compensation for 
participating in this survey.  This will be electronically issued (sent via email/text), but can be 
used in-store or online: 

 

Your Name:  _______________________________________________________________ 

 
 

Which type of e-gift card would you like to receive? (Select all that apply.)   

▢ Amazon  

▢ Kroger (Food4Less, Ralphs, etc.)  

▢ Target 

 
 

Please enter your preferred email address to receive e-gift cards: 

________________________________________________________________ 
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Please enter your mobile phone number (with text/short message services (SMS), and internet 
capabilities): 

________________________________________________________________ 
 
 

Please indicate your preference on how to receive the gift card electronically after completing 
this survey? 

o Email  

o Mobile phone number (via text/short message services (SMS), with internet 
capabilities)  

o Both are fine  

o I do not have an email or a mobile phone number  

 
Please provide a reliable mailing address. Please note that we will not be able to reissue gift 
cards once mailed. 

________________________________________________________________ 
 
Display This Question: 

If, they endorsed Yes to be contacted for a follow up interview 

 

Can we use the same information above to contact you for a follow-up interview? 

o Yes  

o No, please contact me at this email/phone number: 
__________________________________________________ 

 
 

We thank you for your time spent taking this survey. 

UCLA study staff will follow up soon with your issued e-gift card. 

If you have any questions, please contact study staff at healthstudy@mednet.ucla.edu. 
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UCLA Recovery Incentives Client Survey - 
Longitudinal Baseline 
(Collected during a specified two-week collection period in May-June 2025) 

 

Introduction and consent 
University of California, Los Angeles 

INFORMATION SHEET   
Recovery Incentives Program: California’s Contingency Management Benefit  

Evaluation Program – Member Surveys    

 

INTRODUCTION   

Researchers at UCLA are studying the California Recovery Incentives Program, which is part of 
your treatment. This study is funded by the CA Department of Health Care Services (DHCS).    
We want to survey and possibly interview clients like you, also referred to as “members” who 
are participating in the Recovery Incentive Program. Your participation in the UCLA Evaluation 
study is voluntary.     

 

WHY IS THIS EVALUATION BEING DONE?   

This is the first time the Recovery Incentives Program is offered across California as a Medi-Cal 
benefit. We want to see how well it works and how we can improve it.  Your feedback is 
important. It helps us understand what works and what doesn’t. Your responses will be kept 
private and will not be shared with your treatment provider.    

 

WHAT WILL I NEED TO DO?   

You will take up to 4 surveys during your treatment. Each survey takes 5-10 minutes.     

• First Survey: Near the start of your treatment.   
• Second Survey: About 6 weeks later.   
• Third Survey: About 14 weeks later.   
• Fourth Survey: Near the end of your treatment (about 6 months later).  In each 

survey, you can choose to be contacted for a follow-up interview.     
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WILL I BE PAID FOR MY PARTICIPATION?   

Yes, you will receive an electronic gift card for each survey and interview you complete:    

• First Survey: $20 e-gift card   
• Second Survey: $40 e-gift card   
• Third Survey: $60 e-gift card   
• Fourth Survey: $80 e-gift card   
• Possible Follow-up Interview (if you are selected and you agree to this): $50 e-gift 

card per interview   
 

WHAT ELSE SHOULD I KNOW?     

You can choose not to take part.   

You can agree to take part and later change your mind.   

Your decision will not affect your relationship with your treatment provider.   

You can ask any questions before deciding.     

 

ARE THERE ANY RISKS?   

There are no expected risks or discomforts.     

 

ARE THERE ANY BENEFITS?   

By participating, you help shape the future of the Recovery Incentives Program. Your 
involvement can make a big difference and help bring this program to more people. You can 
also help influence future policies in California and other states.     

 

HOW WILL MY INFORMATION BE KEPT CONFIDENTIAL?   
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The UCLA Evaluation team will keep your information private. All data will be stored securely. 
However, there is a small risk of a data breach.  This study is covered by a Certificate of 
Confidentiality from the National Institutes of Health, which protects your information from 
being released without your permission.   There are some important things that you need to 
know. The Certificate DOES NOT stop reporting that federal, state or local laws require. For 
example, there are laws that require reporting of child or elder abuse, some communicable 
diseases, and threats to harm yourself or others.   The Certificate of Confidentiality does not 
stop you from willingly releasing information about your involvement in this research. It also 
does not prevent you from having access to your own information.     

 

WHO CAN I CONTACT IF I HAVE QUESTIONS?     

• Evaluation Team: Darren Urada at (310) 267-5227 or durada@mednet.ucla.edu or 
Howard Padwa at hpadwa@mednet.ucla.edu   

• UCLA Office of the Human Research Protection Program (OHRPP): (310) 206-
2040; participants@research.ucla.edu; Box 951406, Los Angeles, CA 90095-1406   

 

WHAT ARE MY RIGHTS?     

You can choose whether or not to participate.   

You can stop participating at any time without penalty.   

You can refuse to answer any questions and still complete the surveys and interviews.    

 
  DO YOU CONSENT TO START THE SURVEY? 

o Yes, I consent to start the survey.  

o No, I do not consent to start the survey.  

o  
Skip To: End of Survey If University of California, Los Angeles INFORMATION SHEET Recovery Incentives 
Program: California’s... = No, I do not consent to start the survey. 
 

Site: (prefilled) 

________________________________________________________________ 
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Eligibility items 
Your Name:   

Note: Your name must match your enrolled name in the Incentive Manager portal for us to verify 
your identity and offer you payment. 

________________________________________________________________ 
 
 

 

Which week of the Recovery Incentives Program are you in? 

▼ I have not officially started the program. ... Weeks 13 to 24 

 
 

Do you have a mobile phone number (with text/short message services [SMS], and 
internet capabilities) and/or email address that we can use to directly contact you for 
follow-up surveys and to pay you for participation? 

o Yes  

o No  

 
  
 

How long have you been in substance use disorder treatment before starting the 
Recovery Incentives Program? 

o I started treatment this week  

o One month or less  

o More than one month  

o Other (please explain): __________________________________________________ 
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Client motivation 
Think about your motivation to start the Recovery Incentives Program. Please share why 
you chose to join.  

________________________________________________________________ 

________________________________________________________________ 

________________________________________________________________ 
 

 
 

 

PROMIS items 
Please respond to each question or statement by marking one box per row. 
 

In the past 30 days... 

 Not at 
all 

A little 
bit Somewhat Quite 

a bit 
Very 
much 

I felt that my drug use was out of control.  o  o  o  o  o  
I had a drug problem.  o  o  o  o  o  
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In the past 30 days... 

 Never Rarely Sometimes Often Almost 
always 

My drug use caused problems with people 
close to me.  o  o  o  o  o  

I craved drugs.  o  o  o  o  o  
I spent a lot of time using drugs.  o  o  o  o  o  

 
 

 

Last 30 days use-counts data 
 

In the last 30 days, how many days have you used stimulants?     

This includes substances like amphetamines, methamphetamines, and cocaine. 

▼ 0 ... 30 

 

Display this question: 

If In the last 30 days, how many days have you used stimulants? This includes substances like amphet... = 0 

 

You reported that you did not use stimulants in the last 30 days, which includes weeks before 
you entered the Recovery Incentives Program. Is this correct? 

o Yes  

o No  
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Display this question: 

If You reported that you did not use stimulants in the last 30 days, which includes weeks before you... = Yes 

Congratulations on achieving zero days of stimulant use in the past month. What are some 
factors or reasons that helped you not use? (Check all that apply)   

During the last 30 days before entering the Recovery Incentives Program...  

▢ I received outpatient treatment  

▢ I lived in a residential treatment program  

▢ I lived in a Recovery Residence / Sober Living Environment  

▢ I was in a controlled environment where access to substances are restricted 
(hospital, incarcerated, etc)  

▢ I avoided triggers or high-risk situations  

▢ I didn’t have a stimulant addiction  

▢ Other (please describe): __________________________________________________ 

 
 
 
 
 

Display this question: 

If You reported that you did not use stimulants in the last 30 days, which includes weeks before you... 
= No 

 

In the last 30 days, how many days have you used stimulants?    This includes substances 
like amphetamines, methamphetamines, and cocaine. 

▼ 0 ... 30 
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In the last 30 days, how many days have you used drugs and alcohol, other than 
stimulants? 

▼ 0 ... 30 

 
 

RSUDA Items 
The following questions are about your stimulant use.  Please respond to each question or 
statement by marking one box per row. 

 

Did you ever need to use more stimulants to get the same high as when you first started 
using stimulants? 

 Yes No 

In your life  o  o  
In the past 12 months  o  o  
In the past 3 months  o  o  
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Did the idea of missing a fix (or dose) ever make you anxious or worried?  

 Yes No 

In your life  o  o  
In the past 12 months  o  o  
In the past 3 months  o  o  

 
 

In the morning, did you ever use stimulants to keep from feeling “the crash”/depressed 
or did you ever feel “the crash”/depressed? 

 Yes No 

In your life  o  o  
In the past 12 months  o  o  
In the past 3 months  o  o  
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Did you worry about your use of stimulants? 

 Yes No 

In your life  o  o  
In the past 12 months  o  o  
In the past 3 months  o  o  

 

 
 

Did you find it difficult to stop or not use stimulants? 

 Yes No 

In your life  o  o  
In the past 12 months  o  o  
In the past 3 months  o  o  
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Did you ever need to spend a lot of time/energy on finding stimulants or recovering 
from feeling high? 

 Yes No 

In your life  o  o  
In the past 12 months  o  o  
In the past 3 months  o  o  

 
 

Did you ever miss important things like doctor’s appointments, family/friend activities, 
or other things because of stimulants? 

 Yes No 

In your life  o  o  
In the past 12 months  o  o  
In the past 3 months  o  o  

 
 
 

 

Treatment Effectiveness Assessment (2019 version) 
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The following questions ask you how you are doing in four areas that are important in your 
treatment and recovery: stimulant use, substance use, health, lifestyle, and community. Think 
about how things are for you in those areas and select the number that best describes your 
situation: the more you have improved, the higher the number – from 1 (not well at all) to 10 
(extremely well).   Feel free to write down the one or two changes most important to you in the 
Remarks section.  

 
 

Stimulant Use: How are you doing with reducing stimulant use? Consider the frequency 
and amount of use, money spent on stimulants, amount of drug craving, time spent being 
high, being sick, in trouble, and in other drug-using activities, etc.  

               Not well at all         Fair             Extremely well 
                  1     2     3     4     5     6     7     8     9     10 
 

Remarks: _______________________________________________________________ 

 
 

Substance Use: How are you doing with reducing substance use? Consider the frequency 
and amount of use, money spent on drugs and alcohol, amount of drug craving, time spent 
being high/drunk, being sick, in trouble, and in other drug-using activities, etc. 

               Not well at all         Fair             Extremely well 
                  1     2     3     4     5     6     7     8     9     10 
Remarks: ________________________________________________________________ 

 
 

 

Health: How are you doing with your health? Think about your physical and mental health: 
Are you eating and sleeping properly, exercising, taking care of health problems or dental 
problems, feeling better about yourself, etc.? 

               Not well at all         Fair             Extremely well 
                  1     2     3     4     5     6     7     8     9     10 
Remarks: ________________________________________________________________ 
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Lifestyle: How are you doing in terms of your personal responsibilities? Think about your 
living conditions, family situation, employment, relationships: Are you paying your bills? 
Following through with your personal or professional commitments? 

               Not well at all         Fair             Extremely well 
                  1     2     3     4     5     6     7     8     9     10 
Remarks: ________________________________________________________________ 

 
 

Community: How are you doing in the community? Think about things like obeying laws 
and meeting your responsibilities to society: Do your actions have positive or negative impacts 
on other people? 

               Not well at all         Fair             Extremely well 
                  1     2     3     4     5     6     7     8     9     10 
Remarks: ________________________________________________________________ 

 
 

 

Gift Card items 
Are there any gift cards that are not offered in the Recovery Incentives Program that you 
wish were? 

________________________________________________________________ 

________________________________________________________________ 

________________________________________________________________ 
 
 

Is there anything else that you would like to share about your expectations or experience 
so far with the Recovery Incentives Program?  

Your feedback is important in helping us understand your experience in the Recovery Incentives 
Program and how we can improve it in the future. 

________________________________________________________________ 

________________________________________________________________ 

________________________________________________________________ 
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Demographics 
Please tell us a little about yourself. This helps us make sure that all persons are represented 
in our results. 

 

Gender Identity 

Sexual Orientation 

Race/Ethnicity 

Age 
 

 
 

In addition to the follow up surveys, would you be willing to be contacted for a follow up 
interview in the coming weeks?  

The interviews offer a more in-depth understanding of your treatment experience. Your 
participation in follow up interviews will also be compensated with an additional gift card. 

o Yes  

o No  

 
 

The information below is required for UCLA to issue you a $20 electronic gift card as 
compensation for participating in this survey.  This will be electronically issued (sent via 
email/text), but can be used in-store or online. 
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Which type of e-gift card would you like to receive? (Select all that apply.)    Gift cards 
are subject to availability.  

▢ Amazon  

▢ Kroger (Food4Less, Ralphs, etc.)  

▢ Target  

 
 

Please enter your preferred email address to receive the e-gift card: 

________________________________________________________________ 
 
 

Please enter your mobile phone number (with text/short message services (SMS), and 
internet capabilities): 

________________________________________________________________ 
 
 

 

Please indicate your preference on how to receive the gift card electronically after 
completing this survey: 

o Email  

o Mobile phone number (via text/short message services (SMS), with internet 
capabilities)  

o Both are fine  

o I do not have an email or a mobile phone number  
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Display this question: 

If Please indicate your preference on how to receive the gift card electronically after completing t... = I do not 
have an email or a mobile phone number 

 

Please provide a reliable mailing address. Please note that we will not be able to reissue gift 
cards once mailed. 

________________________________________________________________ 
 
 

Display this question: 

If In addition to the follow up surveys, would you be willing to be contacted for a follow up interv... = Yes 

 

Can we use the same information above to contact you for a follow-up interview? 

o Yes  

o No, please contact me at this email/phone number: 
__________________________________________________ 

o I do not want to be contacted for any future surveys or interviews about the 
Recovery Incentives Program  

 
 

 



 

166 

 

Do you have someone who can serve as your backup contact in case we are unable to contact 
you? If so, please list up to three contacts along with their name, their relationship with you, 
and contact information:  We will only mention that we are trying to reach you for a "UCLA 
Health Study". We will not disclose information that may identify your involvement in the 
treatment program.   

o Name (Contact 1; e.g., Jane Doe) __________________________________________________ 

o Relationship (Contact 1; e.g., Mother) 
__________________________________________________ 

o Contact information (Contact 1; e.g., janedoe@yahoo.com) 
__________________________________________________ 

 
 

 

Would you like to add a second contact? 

o Yes  

o No  

 

If yes, repeat. 

If no, SURVEY END 

 
We thank you for your time spent taking this survey. 

 

UCLA study staff will follow up soon with your issued e-gift card. 

 
If you have any questions, please contact study staff at healthstudy@mednet.ucla.edu. 
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UCLA Recovery Incentives Client Survey - 
Longitudinal Week 6 
(Collected among clients 6-weeks after completing the Longitudinal Baseline survey 

 

Introduction and ongoing consent 
Thank you for continuing to share your experience with the California Recovery Incentives 
Program (also known as the Contingency Management or CM Program).     

This is your 6-week follow-up survey, and we’d like to hear how you’re doing. It should take 
about 10 minutes to complete.     

As a thank you, UCLA will send you a $40 e-gift card after you finish the survey.     

Please note:  Even if you are no longer participating in the program, your feedback is still very 
important. We want to understand what worked well, what didn’t, and how we can improve the 
program for others. Your insights will help shape future treatment experiences.     

Your responses are confidential and will not be shared with your treatment provider. All 
information is securely stored on encrypted systems with dual authentication. Any data used in 
UCLA’s reports will be combined and will not include your name or any identifying details.    
Participation is completely voluntary. At the end of the survey, we’ll ask for your preferred 
contact information so we can send your e-card. Our goal is to deliver it within 48 hours 
(Monday–Friday) after you complete the survey.   

 

Please complete the survey only once. 

o Yes, I agree to start the survey.  

o No, I do not wish to proceed or complete the survey.  

 
Skip To: End of Survey If Thank you for continuing to share your experience with the California Recovery 
Incentives Program... = No, I do not wish to proceed or complete the survey. 
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Client Verification 
Your First and Last Name:  Note: Your name must match your enrolled name in the Recovery 
Incentives Program for us to verify your identity and offer you payment. 

________________________________________________________________ 
 
 

Please enter your age in years:  _______________________________________ 

 
 

Client status  
Are you still active in the Recovery Incentives program?  (In other words, you are continuing 
to earn gift cards by testing negative for meth, cocaine, and other stimulants at your outpatient 
center)     

o Yes  

o No  
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Display this question: 

If Are you still active in the Recovery Incentives program? (In other words, you are continuing to e... = No 

Why did you leave the Recovery Incentives program? (Select all that apply) 

▢ Transportation issues  

▢ Hard to attend the scheduled testing appointments due to other 
responsibilities (for example, family/work/school)  

▢ I got a job/ I enrolled in school  

▢ I moved somewhere else  

▢ Recommendations from my provider (for example: I was recommended to a 
higher level of care)  

▢ The incentives were not helpful for me  

▢ I could not produce a negative stimulant urine drug test  

▢ Concerns about the program environment  

▢ Other (please explain):_____________________________________ 

 
 

 

Open response feedback 
If you were the leader of the Recovery Incentives Program, how would you change it for 
the better? 

________________________________________________________________ 

________________________________________________________________ 

________________________________________________________________ 
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________________________________________________________________ 

________________________________________________________________ 
 

 

PROMIS items 
 

Please respond to each question or statement by marking one box per row. 

 
 

 

In the past 30 days... 

 Not at 
all 

A little 
bit Somewhat Quite 

a bit 
Very 
much 

I felt that my drug use was out of 
control.  o  o  o  o  o  

I had a drug problem.  o  o  o  o  o  
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In the past 30 days... 

 Never Rarely Sometimes Often Almost 
always 

My drug use caused problems with 
people close to me.  o  o  o  o  o  

I craved drugs.  o  o  o  o  o  
I spent a lot of time using drugs.  o  o  o  o  o  

 

 
 

Last 30 days use - counts data 
In the last 30 days, how many days have you used stimulants?    Stimulants include cocaine, 
methamphetamine, and amphetamines.      

▼ 0 ... 30 

 
 

In the last 30 days, how many days have you used drugs and alcohol, other than stimulants? 

▼ 0 ... 30 

 

Contingency Management impact-Miguel 
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In your opinion, did the Recovery Incentives Program help you stop using stimulants? 

o Yes, it helped me a lot  

o Yes, it helped me a little  

o No, it made no difference  

o No, it had a negative impact  

 

Please explain: 

________________________________________________________________ 
 
 

Program satisfaction 
 
On a scale of 1-10, with 1 being the least satisfied and 10 being the most satisfied, how 
satisfied are you with the Recovery Incentives Program? 

       
                  1     2     3     4     5     6     7     8     9     10 
 

 
 

Treatment Effectiveness Assessment 
The following questions ask you about how you are doing in areas that are important in your 
treatment and recovery: Stimulant Use, Substance Use, Health, Lifestyle, and Community. Think 
about how things are for you in those areas and select the results on the scale that best 
describes your situation, from 1 (not well at all) to 10 (extremely well).   Feel free to write down 
the one or two changes most important to you in the Remarks section.  
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Stimulant Use: How are you doing with reducing stimulant use? Consider the frequency 
and amount of use, money spent on stimulants, amount of drug craving, time spent being 
high, being sick, in trouble, and in other drug-using activities, etc.   

               Not well at all         Fair             Extremely well 
                  1     2     3     4     5     6     7     8     9     10 
 

Remarks: ________________________________________________________________ 

 
 

Substance Use: How are you doing with reducing other drugs and alcohol use? Consider 
the frequency and amount of use, money spent on drugs and alcohol, amount of drug craving, 
time spent being high/drunk, being sick, in trouble, and in other drug-using activities, etc. 

               Not well at all         Fair             Extremely well 
                  1     2     3     4     5     6     7     8     9     10 
 

Remarks: ________________________________________________________________ 

 
 

 

Health: How are you doing with your health? Think about your physical and mental health: 
Are you eating and sleeping properly, exercising, taking care of health problems or dental 
problems, feeling better about yourself, etc.? 

               Not well at all         Fair             Extremely well 
                  1     2     3     4     5     6     7     8     9     10 
 

Remarks: ________________________________________________________________ 
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Lifestyle: How are you doing in terms of personal responsibilities? Think about your living 
conditions, family situation, employment, relationships: Are you paying your bills? Following 
through with your personal or professional commitments?  

               Not well at all         Fair             Extremely well 
                  1     2     3     4     5     6     7     8     9     10 
   

Remarks: ________________________________________________________________ 

 
 

Community: How are you doing in the community? Think about things like obeying laws 
and meeting your responsibilities to society: Do your actions have positive or negative impacts 
on other people?    

               Not well at all         Fair             Extremely well 
                  1     2     3     4     5     6     7     8     9     10 
 

Remarks:________________________________________________________________ 

 
 

Treatment Perceptions 
Please answer these questions about your experience with the Recovery Incentives Program to 
help improve services.   Please use "Not Applicable" if the question is about something you 
have not experienced. 

 Strongly 
agree Agree I am 

neutral Disagree Strongly 
disagree 

Not 
Applicable 

Because of the services I am 
receiving, my depression 

and/or anxiety has improved.  
o  o  o  o  o  o  

Because of the services I am 
receiving, my living situation is 

more stable.  
o  o  o  o  o  o  
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Absences 
Have you ever had an unexcused absence from your Recovery Incentives Program urine drug 
test (UDT) appointment?  (In other words, you missed a urine drug test and were unable to show 
documentation excusing your absence.) 

o Yes  

o No  

 
Display this question: 

If Have you ever had an unexcused absence from your Recovery Incentives Program urine drug test 
(UDT... = Yes 

 

What were the reasons that you had unexcused absence(s) from your UDT appointment? 
(Check all that apply) 

▢ I had transportation issues  

▢ I had childcare/family obligations  

▢ I had work/school obligations  

▢ I had a conflicting appointment related to my treatment  

▢ I had a conflicting appointment unrelated to my treatment  

▢ I forgot  

▢ I was sick  

▢ I knew I was going to test positive  

▢ Other: (please describe) _________________________ 
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Display this question: 

If Have you ever had an unexcused absence from your Recovery Incentives Program urine drug test (UDT... = Yes 

 

When you had an unexcused absence, what percentage of the time do you think your urine 
drug test would have come back negative for stimulants (meaning, no stimulants detected)? 

                      I didn’t have unexcused absences 
              0   10   20   30   40   50   60   70   80   90  100 
 
 

UDT TESTING 

Which of the following experiences did you have with urine drug testing in the Recovery 
Incentives Program? (Check all that apply) 

▢ I expected to test positive for stimulants, but I tested negative for stimulants  

▢ I expected to test negative for stimulants, but I tested positive for stimulants  

▢ There was not enough privacy when I was providing the urine sample  

▢ I could not provide a sample that day  

▢ I would have preferred to provide a saliva sample instead  

▢ I would have preferred to provide a hair sample instead  

▢ Other: (please describe) ______________________ 

▢ None of these apply to me  
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From 1 (Not beneficial at all) to 10 (Extremely beneficial), how beneficial is each of the below 
aspects of your treatment for stimulant use?   Please move the slider to your desired rating.  If 
some aspects do not apply to you, please select "Not Applicable".  

          Not beneficial       Extremely            Not 
           at all                            beneficial       Applicable 
             1     2     3     4     5     6     7     8     9     10 
 

Gift cards 
 

Urine drug testing 
 

Individual counseling 
 

Group counseling 
 

Discussions with contingency management 
staff after drug testing  

Case management/Care coordination 
 

Was there anything else that was beneficial? 
(Please describe):  

Incentives  
How adequate do you think the current amount of the incentives is ($599 limit) to change your 
stimulant use? 

o Not adequate  

o Somewhat adequate  

o Moderately adequate  

o Mostly adequate  

o Completely adequate  

o Not sure  
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Please explain (optional): 

________________________________________________________________ 
 
 

We would like your thoughts about the way the incentive rewards are set up.  

For example:    

• How the rewards are scheduled,  
• How the rewards increase with no use,  
• How the rewards reset if a urine drug test is missed,  
• How the rewards reset if a urine drug test is positive for stimulants, and   
• How you can regain previously earned reward levels     

 

Do you have any suggestions to change how the incentive rewards are set up? 

o Yes  

o No  

 
 

Display this question: 

If We would like your thoughts about the way the incentive rewards are set up. For example: How the... = Yes 

 

What changes would you suggest? 

________________________________________________________________ 

________________________________________________________________ 

________________________________________________________________ 

________________________________________________________________ 

________________________________________________________________ 
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Recovery Incentives Impact on use – Rating 
 

When you get into a situation where you would have used in the past, how does being in a 
program that offers incentives help you not use?    Please select all that apply. 

▢ I don’t get triggered  

▢ I don’t crave  

▢ I think of the incentive and don’t want to lose the money  

▢ I think about how proud I feel when I earn the gift cards and I don’t want to 
mess up  

▢ I think about how happy I am that I can buy things for my family and I don’t 
want to mess up  

▢ I visualize meeting with the CM coordinator and getting praise and my gift 
card credit.  

▢ It gives me a positive thought/idea to focus on which replaces my thinking 
about drug use.  

▢ I don’t want to disappoint the program staff  

▢ I don’t want to disappoint my counselor  

▢ Others (please specify below): __________________________________________________ 

▢ Being in a program that offers incentives does not help me  

 
 

  



 

180 

 

Gift Card – open ended 
 

Are there any gift cards that are not offered in the Recovery Incentives Program that you wish 
were? 

________________________________________________________________ 

________________________________________________________________ 

________________________________________________________________ 
 
 

Gift Card-spending 
 

Generally, how did you spend/plan to spend your gift card incentives? (Select all that apply) 

▢ On food  

▢ On hygiene (soap, shampoo, etc)  

▢ On transportation  

▢ On basic household needs  

▢ On clothing  

▢ On hobbies/interests  

▢ On family members and/or children  

▢ I don't know yet, I'm saving/banking my earnings  

▢ Other (please explain): __________________________________________________ 
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Improvements 
Is there anything else that you would like to share about your experience so far with the 
Recovery Incentives Program? (For example, likes/dislikes, benefits/difficulties, things you 
would change about the program, etc).  Your feedback is important in helping us understand 
your experience in the Recovery Incentives Program and how we can improve it in the future. 

________________________________________________________________ 

________________________________________________________________ 

________________________________________________________________ 
 

 
 

Contact information update 

Confirmation of contact preferences 

Gift card preference for compensation 

 

 

Survey end 
 

 

We thank you for your time spent taking this survey. Your response has been recorded. 
If you have any questions, please contact study staff at healthstudy@mednet.ucla.edu. 
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UCLA Recovery Incentives Provider Survey 
 

 

Introduction 

 

On behalf of DHCS, the UCLA Evaluation team wants your help assessing the implementation 
and effectiveness of the Recovery Incentives Program: California’s Contingency Management 
Benefit. Your valuable input will help us better understand your experiences with the Recovery 
Incentives Program and identify areas for improvement.  
  
This survey should take around 10 minutes. We are offering a $30 gift card upon completion of 
this survey, delivered via email. While your name and e-mail address are required to invite you 
to this survey and send you a gift card upon completion, your responses will remain 
confidential; your answers will not be shared with your agency. 
 

If you have any questions or need assistance with the survey, please contact Celine Tsoi 
(szeyicelinetsoi@mednet.ucla.edu). 

 
 

Role & Experience of Respondent 
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What is your primary role in the Recovery Incentives Program? 

▢ Contingency Management Coordinator  

▢ Contingency Management Supervisor  

▢ Counselor  

▢ Contingency Management Backup Coordinator  

▢ Another (please specify):  __________________ 

 

 

What is your secondary role in the Recovery Incentives Program? (Select all that apply) 

▢ I don't have a secondary role  

▢ Contingency Management Supervisor  

▢ Contingency Management Coordinator  

▢ Counselor  

▢ Contingency Management Backup Coordinator  

▢ Another (please specify): ________________________________ 
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Have you completed any of the DHCS-sponsored Recovery Incentives Program trainings 
described at https://www.uclaisap.org/recoveryincentives? 

o Yes  

o No  

o Not sure  
 
 

Have you completed any OTHER contingency management training? 

o Yes  

o No  

o Not sure  
 
 

 

How many years of experience do you have working in the field of substance use disorder 
treatment? 

o Less than 1 year  

o 1-5 years  

o 6-10 years  

o 11-20 years  

o More than 20 years  
 

 

CM Knowledge 
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To start, we want to learn a little bit about your perceptions of contingency management. 

Which of the following statements is true? 

o Both incentives and punishers can be used to change behaviors  

o In most cases, only incentives can change behaviors  

o In most cases, only punishers can change behaviors  

o In most cases, neither incentives nor punishers can change behaviors effectively  
 

For contingency management procedures to work best: 

o The recovery incentive should be given delayed in time, so clients learn to delay 
gratification  

o The recovery incentive should be given as soon as possible after the behavior occurs  

o The magnitude of the recovery incentive should decrease over time so long as the 
client remains abstinent  

o The magnitude of the recovery incentive provided should be kept consistent over 
time  

 

Concerns (Identified from UCLA’s Initial Recovery Incentives Report) 
The following are concerns raised during the planning phase of the Recovery Incentives Program. We'd like 
your feedback on how often they have actually occurred.   
Please indicate how frequently these issues have occurred in the Recovery Incentives Program at 
your location to the best of your knowledge.    
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 1- 
Never 

2 - 
Rarely 

3 - 
Somet
imes 

4 - 
Often 

5 - All of 
the time 

Not 
sure 

A client was upset and disruptive because they 
were not eligible for the program (e.g. medication 

conflicts, not Medi-Cal eligible, no StimUD).  o  o  o  o  o  o  
Discussing positive urine drug test (UDT) results 

undermined the relationship between a client and 
staff.  o  o  o  o  o  o  

An invalid / potentially tampered urine drug test 
(UDT) sample was detected for a client.  o  o  o  o  o  o  

A client was suspected of using stimulants but this 
could not be confirmed using the current testing 

protocols.  o  o  o  o  o  o  
We felt compelled to share a client’s Recovery 

Incentives Program urine drug test (UDT)  results 
with other agencies (e.g., criminal justice, child-

welfare programs).  
o  o  o  o  o  o  

A client was admitted to the Recovery Incentives 
Program but staff suspected they did not actually 

have a stimulant use disorder.  o  o  o  o  o  o  
Staff experienced difficulty using the Incentive 

Manager Software.  o  o  o  o  o  o  
Recovery Incentives procedures took too much 

staff time and effort.  o  o  o  o  o  o  
A member of the community expressed 

disapproval of the Recovery Incentives Program.  o  o  o  o  o  o  
 

 

If you would like to clarify any of your ratings above or identify a concern that isn't listed 
above, please do so here (optional): 

________________________________________________________________ 

________________________________________________________________ 
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Questions drawn from the CMBQ Questionnaire 

Please rate the following statements using the scale:  
 
1 = Strongly Disagree, 5 = Strongly Agree 

 
1 - 

Strongly 
Disagree 

2 3 4 
5 - 

Strongly 
Agree 

Contingency Management (CM) doesn't address the 
underlying cause of addiction. o  o  o  o  o  

My agency / supervisors / administrators do not 
support CM (e.g., do not provide resources). o  o  o  o  o  

I find CM distasteful because it is basically paying 
someone to do what they should do already. o  o  o  o  o  

CM is helpful because it helps keep clients engaged 
in treatment long enough for them to really learn 

valuable skills. o  o  o  o  o  
I feel qualified/properly trained to administer 

contingency management interventions. o  o  o  o  o  
Providing financial incentives undermines the 

clients’ internal motivation to refrain from using 
substances. o  o  o  o  o  

CM helps clients refrain from using substances so 
that they can work on other aspects of treatment. o  o  o  o  o  
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Other Implementation Elements 

On a scale of 1 (poor) to 5 (excellent), how would you rate the incentive manager software?  

 1 - Poor 2 - 
Fair 

3 - 
Good 

4 - Very 
good 

5 - 
Excellent 

 Not 
sure 

Overall  o  o  o  o  o  o  
User-friendliness  o  o  o  o  o  o  

Reliability (whether the site 
crashes/freezes)  o  o  o  o  o  o  

Customer support  o  o  o  o  o  o  
Accuracy of algorithm relative to 
urine drug test (UDT) input and 

incentive amount  
o  o  o  o  o  o  

 

Please explain areas in which the incentive manager software can improve on (optional): 

________________________________________________________________ 
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On a scale of 1 (completely disagree) to 5 (completely agree), please rate how much you agree 
with the following statements about urine drug test (UDT) protocols:  

 
1 - 

Completely 
disagree 

2 - 
Disagree 

3 - 
Neither 
agree 
nor 

disagree 

4 - 
Agree 

5 - 
Completely 

agree 

 
Not 
sure 

The UDT testing protocols are strict 
enough to prevent potential 

tampering of results.  o  o  o  o  o  o  
The UDT testing protocols are too 
burdensome to staff and clients  o  o  o  o  o  o  

 

 
 

 

Would you prefer to be using saliva drug testing instead of urine drug testing? 

o Yes  

o No  

o No preference  

o Not sure  

 

Please explain (optional): 

________________________________________________________________ 
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How adequate do you think the current amount of the incentives is ($599 limit) to change 
stimulant use? 

o 1 - Not adequate  

o 2 - Somewhat adequate  

o 3 - Moderately adequate  

o 4 - Mostly adequate  

o 5 - Completely adequate  

o  Not sure  

 

Please explain (optional): 

________________________________________________________________ 
 

 

How would you rate the DHCS-sponsored Recovery Incentives Program trainings (described at 
https://www.uclaisap.org/recoveryincentives) you received prior to delivering Contingency 
Management (CM) services?  

o 1 - Not sufficient  

o 2 - Somewhat sufficient  

o 3 - Moderately sufficient  

o 4 - Mostly sufficient  

o 5 - Completely sufficient  

o  Not applicable  
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Please explain (optional): 

________________________________________________________________ 
 

How concerned are you about maintaining the three staff positions the Recovery Incentives 
Program requires (CM Coordinator, Backup Coordinator, Supervisor) due to staff turnover? 

o 1 - Not concerned at all  

o 2 - Somewhat concerned  

o 3 - Moderately concerned  

o 4 - Very concerned  

o 5 - Extremely concerned  

o  Not applicable  

 

Please explain (optional): 

________________________________________________________________ 
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Additional items 

What impact does the Recovery Incentives Program have on clients' engagement with other 
programs/services at your site? 

o 1 - Extremely negative  

o 2 - Somewhat negative  

o 3 - Neither positive nor negative  

o 4 - Somewhat positive  

o 5 - Extremely positive  

o  Not sure  

 
 

 

Although it is not required as part of the Recovery Incentives Program protocol, are you 
conducting any separate regular testing for fentanyl use? 

o Yes  

o No  

 
 

Display This Question: 

If Although it is not required as part of the Recovery Incentives Program protocol, are you conducti... = 
Yes 

 

Please elaborate on how you are conducting separate regular testing for fentanyl use: 

________________________________________________________________ 
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Is there anything else you would like to add as feedback about the Recovery Incentive 
Program? 

________________________________________________________________ 
 

 
 

Compensation  

To receive your gift card, please provide us with your preferred email address.  
 (If you do not want to receive a gift card, please leave this field blank.) 

________________________________________________________________ 
 

Your opinions as providers are very important for this evaluation and to the future of the 
Recovery Incentives Program.  To gain more in-depth insights on experiences, a small sample 
of providers may be selected for a follow-up interview (for an additional gift card). 
  
 If you are selected, may we contact you? 

o Yes  

o No  

 
 

Display This Question: 

If Your opinions as providers are very important for this evaluation and to the future of the Recove... = 
Yes 

 

Thank you. Please confirm the preferred email for the UCLA Evaluation Team to reach you in 
the year ahead. 

o Same as the one I provided for the gift card  

o I would like to provide a different email: ________________________________ 
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Demographics 

Lastly, please tell us a little bit about yourself: 
 
Have you or any of your loved ones ever received treatment for a substance use disorder? 

o Yes  

o No  

o Prefer not to say  

 

Gender Identity 

Sexual Orientation 

Race/Ethnicity 

Age 
 

 

END 
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PROMPTS FOR SEMI-STRUCTURED INTERVIEWS WITH  

PROVIDERS IN RECOVERY INCENTIVES PROGRAM 

 

Thank you for taking the time to speak with us today. The purpose of this interview is for us to 
learn about your experience in California’s Recovery Incentives Program for the treatment of 
stimulant use disorders. You were selected for an interview because you are a provider in the 
Recovery Incentives Program. If you agree to participate in this interview, we will use the 
information from our conversation today for our evaluation of the Recovery Incentives 
Program, to learn about ways the Recovery Incentives Program may be helpful, and ways that it 
can be improved. This interview will take approximately 30-45 minutes. The interview will be 
recorded to ensure we have an accurate record of our conversation, and we have a federal 
Certificate of Confidentiality for our evaluation, meaning that nobody except staff on the UCLA 
evaluation team will have access to the recording or any information we discuss unless you 
disclose information about imminent danger to yourself or others that we are legally required 
to report. Our recordings and notes will be kept on encrypted, password protected computers 
to ensure confidentiality.  

We do not anticipate any risks from your participation in this interview except for potential 
discomfort discussing experiences with your job. The benefits of participation include the 
opportunity to make your voice heard and help improve the experience of treating stimulant 
use disorders and treatment outcomes in the future. Your participation in this interview is 
completely voluntary, and there is no penalty for refusing participate or ending the interview 
early if you choose. If you do complete the interview, you will receive a $50 gift card. 

If you have any questions about your rights as a participant in this project, you can contact the 
UCLA Office of the Human Research Protection Program by phone at (310) 206-2040 or by 
email at participants@research.ucla.edu. You can also reach out to the study coordinator [insert 
info]. 

Do you have any questions for me before we begin? If not, I will turn on the recorder and we 
will begin our interview now.  

 

1. For starters, tell me about your history working in SUD treatment. 
a. What is your job title?  
b. How long have you been in the field?  
c. Prior to the Recovery Incentives Program, what did you generally do with 

clients?  
d. Did you have any experience with contingency management prior to the 

Recovery Incentives Program? If so, tell me a little bit about it. 

mailto:participants@research.ucla.edu
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2. When you first heard about the Recovery Incentives Program, what was your 
reaction? What sounded good about it? What caused you concern?  

 

3. Tell me a little bit about how you have engaged clients in the Recovery Incentives 
Program. 

a. How do you make people aware of the program? 
b. How do you describe it to them?  

 

4. Walk me through the process of how a Recovery Incentives visit typically goes. 
a. Urine drug test: How does it usually work? What parts of it seem to go 

smoothly? Are there any parts of it that have been difficult? If so, what 
solutions have you used to address these challenges?  

b. Discussing stimulant-negative results with participants – How does it usually 
work? What parts of it seem to go smoothly? Are there any parts of it that 
have been difficult? If so, what solutions have you used to address these 
challenges? 

c. Discussing stimulant-positive results with participants - How does it usually 
work? What parts of it seem to go smoothly? Are there any parts of it that 
have been difficult? If so, what solutions have you used to address these 
challenges? 

d. Giving clients their incentive - How does it usually work? What parts of it 
seem to go smoothly? Are there any parts of it that have been difficult? If so, 
what solutions have you used to address these challenges? 

 

5. Based on what you’ve seen, what impact has the Recovery Incentives program had 
for clients?  

a. How has it impacted their use of stimulants? Other substances? 
b. How has it impacted other parts of their treatment (use of other services 

offered by the treatment program)? 
c. How has it impacted their overall health and well-being?  
d. To get a sense of the program’s impact, can you tell me a story of a client you 

would consider to have “succeeded” with the Recovery Incentives Program? 
One who did “not succeed”? 
 

6. How well does the incentive manager software work for you? What is good about 
it? What are some ways it could be improved?  
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7. From a workload and staffing perspective, has it been difficult to implement the 
Recovery Incentives Program? 

a. Challenges with having enough staff? 
b. Finding time to manage incentives and enter data into incentive manager? 
c. Having enough time to discuss test results with clients? 
d. How would you say it has impacted your job?  

 

8. If I were to put you in charge of the Recovery Incentives Program, what would you 
change? What would you keep the same?  

a. Clinically (target substance/behavior, combination with other therapies) 
b. Administratively (the procedure itself, training/support, documentation 

requirements) 
 

9. Beyond what we’ve already discussed, is there anything else you’d like to share 
about your experience with the Recovery Incentives Program? Final thoughts on its 
strengths and ways it could be improved?  

 

Thank you for your time!  

 

 



 

 

 

 

 

California Department of Health 
Care Services (DHCS) 

California Advancing and Innovating Medi-Cal 
(CalAIM) Section 1115(a) Demonstration  

Interim Evaluation Report for the Managed Care Plans 
Transition under the CalAIM Section 1115(a) 

Demonstration 
Submitted by Karen Swietek 

On behalf of the NORC CalAIM Evaluation Team 

Meaghan Hunt, Tarcia Johnson, Elizabeth Murphy, Rich Rodriguez, Jackie Soo, 
Sarah Stigers, Emily Tcheng, Yuki Zhang, James Zimmerman 

 

DECEMBER 29, 2025 
 

 

 

 

 

 

 



2 
 

TABLE OF CONTENTS 
 

Executive Summary .................................................................................................................................. 4 

Methods .................................................................................................................................................. 4 

Key Results.............................................................................................................................................. 5 

Lessons Learned ................................................................................................................................... 7 

Recommendations ............................................................................................................................... 7 

Next Steps ............................................................................................................................................... 7 

General Background Information ....................................................................................................... 9 

Background ............................................................................................................................................ 9 

Managed Care Plan (MCP) Transition Amendment ................................................................ 9 

Evaluation Questions and Hypotheses ........................................................................................... 16 

Methodology ........................................................................................................................................... 29 

Evaluation Period ............................................................................................................................... 30 

Quantitative Evaluation Methods ................................................................................................. 30 

Qualitative Evaluation Methods .................................................................................................... 37 

Methodological Limitations ................................................................................................................ 41 

Results......................................................................................................................................................... 45 

Goal 1: Maintain or improve overall access to and continuity of care ........................... 45 

Goal 2: Maintain or improve quality of care............................................................................. 67 

Goal 3: Maintain or improve access to high-quality, continuous care among 
historically marginalized and under-resourced populations ............................................. 71 

Goal 4: Reduce administrative complexity for MCPs ............................................................ 75 

Goal 5: Maintain MCP accountability and improve transparency .................................... 76 

Conclusions ............................................................................................................................................... 84 

Interpretations, Policy Implications and Interactions with Other State Initiatives .......... 87 

Lessons Learned and Recommendations ...................................................................................... 89 

Technical Appendices ........................................................................................................................... 90 

Appendix A. Additional Data on Member Demographic Characteristics .................. 90 



3 
 

Appendix B. Additional Data on Member-to-Provider Ratios .................................... 107 

Appendix C. Additional Data on Quality and Access Measures ................................. 120 

Appendix D. Medi-Cal Member Interview Guide ............................................................. 151 

Appendix E. Health Plan Interview Guide   .......................................................................... 156 

Appendix F. Stakeholder Interview Guide .......................................................................... 161 

 

  



4 
 

EXECUTIVE SUMMARY 
The CalAIM Section 1115 Demonstration, approved by CMS in December 2021, 
advances California’s commitment to improving care delivery and equity for Medi-Cal 
members. A central feature—the Managed Care Plan (MCP) Transition Amendment—
streamlined managed care models across 15 counties, transitioning approximately 1.2 
million members to either a County Organized Health System (COHS) or Single Plan 
model. This restructuring aims to simplify administration, enhance oversight, and 
promote consistent access to services statewide. 

This Interim Evaluation Report presents baseline findings from the early phase of the 
transition (January 2021 – December 2023), focusing on member demographics, access 
and quality indicators, and stakeholder perspectives. While full impact analyses are 
forthcoming in the Summative Evaluation Report, initial results offer critical insights into 
the transition’s implementation and lay the groundwork for assessing its long-term 
effects on care continuity, equity, and accountability. 

Methods 
This evaluation draws on: 

» Descriptive quantitative analysis of member demographics, care quality and 
access indicators, and provider-to-member ratios across 15 transition counties 
and comparison counties during the pre-transition baseline period.1 

» Qualitative interviews with MCP officials and a DHCS Stakeholder Advisory 
Committee (SAC)2 member to assess implementation experiences, challenges, 
and promising practices. 

  

 
 
1 Due to data acquisition timelines, results in this report are limited to the baseline period and 
do not contain information on quality and access metrics after the MCP Transition. The 
Summative Evaluation Report will assess the full implementation period for the MCP Transition 
(January 2024 to December 2026).  
2DHCS Stakeholder Advisory Committee 
https://www.dhcs.ca.gov/Pages/DHCSStakeholderAdvisoryCommittee.aspx  

 

https://www.dhcs.ca.gov/Pages/DHCSStakeholderAdvisoryCommittee.aspx
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Key Results  

Goal 1: Maintain or improve overall access to and continuity of care 
» The members enrolled in the 15 MCP Transition counties were predominantly 19 to 

44 years old (39.9%) of the transition county member population) and 0 to 18 years 
old (27.3 %). A slight majority of members were female (52.8%), and Hispanic 
members made up the largest racial and ethnic group (33.6%). A total of 67.4 
percent of members reported English as their primary language, and 11.5 percent of 
members were dually eligible for Medicare and Medicaid for at least one month 
during the baseline period. 

» During the baseline period, the 15 counties included in the MCP Transition 
performed better than the counties not included in the transition on certain care 
access metrics, including well-child visits at 15- and 30-months, prenatal and 
postpartum care, and 7-day and 30-day follow-up rates after emergency 
department visits for mental illness.  

» Transition counties performed equally as well as non-transition counties for child 
and adolescent well-care visits during the baseline period. 

» Transition counties had lower meningococcal and tetanus, diphtheria toxoids and 
acellular pertussis (TDAP) vaccine rates, compared to non-transition counties, but 
the two groups had comparable rates of human papillomavirus (HPV) vaccinations. 

» Member-to-provider ratios varied across MCP Transition counties during the 
baseline period, with urban counties generally reporting greater access. The urban 
counties of Placer, Contra Costa, and Alameda reported greatest access to overall 
physicians, primary care practitioners (PCPs), and specialists, while the rural counties 
Colusa, Tehama, and San Benito counties reported lower access.  

Goal 2: Maintain or improve quality of care 
» During the baseline period, MCP Transition counties performed slightly better than 

non-MCP Transition counties on all-cause readmission rates.  

» However, transition counties had slightly lower breast cancer screening rates than 
non-transition counties. 
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Goal 3: Maintain or improve access to high-quality, continuous care 
among historically marginalized and under-resourced populations 
» During the baseline period, there was some evidence of disparities between urban 

and rural counties, with the urban transition counties outperforming their rural 
counterparts on child and adolescent well-care visits, prenatal and postpartum care, 
and follow-up after ED visits for mental illness.  

» However, rural counties had lower rates of all-cause readmissions than urban 
counties. In addition, urban counties had higher well-child visit rates during the first 
15 months, but the difference had largely reduced to zero for children turning 30 
months. While urban counties had higher vaccination rates for meningococcus and 
HPV, rates for TDAP were comparable between urban and rural counties.  

» Counties with higher proportions of Hispanic and non-English-speaking members 
may face unique access challenges. In response, MCPs have launched targeted 
efforts to expand access for historically underserved groups, strengthen member 
engagement, and ensure care delivery is culturally responsive. 

Goal 4: Reduce administrative complexity for MCPs 
» MCPs reported significant upfront administrative burden including staffing and 

infrastructure investments. These demands required rapid scaling of internal 
operations and reallocation of resources to meet transition timelines. 

» Coordination with exiting MCPs and county stakeholders was critical but 
challenging. Differences in systems, priorities, and communication protocols often 
introduced challenges to effective member identification, engagement and care 
continuity needs assessment. 

» Infrastructure investments (e.g., staffing, data systems) were made to support 
transition. These investments were essential to ensure continuity of care and 
minimize disruption for members and providers. 

Goal 5: Maintain MCP accountability and improve transparency 
» Document review showed variability in public reporting and stakeholder 

engagement. Some MCPs provided detailed, timely updates and maintained open 
channels for stakeholder input, while others lacked clear reporting mechanisms or 
regular engagement opportunities. 

» Stakeholder interviews revealed gaps in DHCS communication and MCP 
understanding of responsibilities. These gaps contributed to confusion around care 
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coordination roles and limited awareness of the transition among members and 
providers. 

Lessons Learned  
» Early and clear communication from MCPs with stakeholders is essential to minimize 

confusion and service disruption.  

» Data quality and timely access are critical for evaluation and implementation. 

» MCPs need support in navigating behavioral health integration and culturally 
competent care. 

» Culturally and linguistically appropriate care must be prioritized especially in 
counties with high proportions of non-English-speaking populations. 

» Administrative complexity remains a challenge, despite efforts to streamline 
workflows. MCPs are still iterating on protocols and infrastructure. 

Recommendations 
» Strengthen oversight and interdepartmental coordination to ensure consistent 

implementation 

» Improve protocols for and ensure sufficient lead time ahead of data sharing 
between exiting and receiving MCPs to support continuity of care. 

» Support MCPs with technical assistance on behavioral health integration and 
culturally competent care. 

» Monitor equity impacts through stratified analyses and targeted outreach to 
historically marginalized populations. 

» Work collaboratively across counties and MCPs to standardize transition protocols, 
timelines, data formats, and administrative procedures. 

Next Steps 
The Summative Evaluation Report will expand on these findings using: 

» Full implementation-period data (January 2024–December 2026) 

» Interviews with 45 members from transition counties 

» A second round of stakeholder interviews 
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This data will support deeper analysis of the MCP Transition’s impact on care access, 
quality, and equity, and will be contextualized by member experiences and 
additional stakeholder perspectives. 
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GENERAL BACKGROUND INFORMATION 
Background 
The California Advancing and Innovating Medi-Cal (CalAIM) 1115 Demonstration, 
approved by the Centers for Medicare & Medicaid Services (CMS) on December 29, 
2021,3 uses Medi-Cal as a strategic platform to expand coverage and improve care for 
California’s most vulnerable residents. Its goals include enhancing access to health 
services, improving health outcomes, and advancing health equity for Medi-Cal 
members and other low-income populations statewide. Through CalAIM and related 
efforts—such as the 1915(b) waiver approved on the same date—the state is reinforcing 
a population health framework that emphasizes prevention and addresses social 
determinants of health. 

The December 2021 approvals also marked a shift in oversight for California’s managed 
care systems—including Medi-Cal Managed Care, Dental Managed Care, Specialty 
Mental Health Services, and the Drug Medi-Cal Organized Delivery System—from the 
previous Demonstration to the CalAIM Demonstration. This transition was designed to 
streamline program administration, enhance oversight, and standardize benefits and 
enrollment processes across Medi-Cal. 

Managed Care Plan (MCP) Transition Amendment 
» California’s Medi-Cal Managed Care system includes several models that vary by 

county. Before county MCP model changes that were effective 1/1/2024, each of the 
state’s 58 counties operated under one of the following arrangements: 

» County Organized Health System (COHS): A single MCP managed by the county. 

» Two-Plan Model: One county-run local initiative and one commercial plan. 

» Multiple Commercial Plans: Includes Geographic Managed Care, Regional, or 
Imperial models. 

» San Benito Model: One commercial plan alongside a Fee-for-Service option. 

Ahead of the state’s 2022 commercial plan procurement, counties were invited to 
propose changes to their managed care models. The California Department of Health 

 
 
3 CMS Extension Approval: https://www.medicaid.gov/medicaid/section-1115-
demonstrations/downloads/ca-calaim-ext-appvl-12292021.pdf  

https://www.medicaid.gov/medicaid/section-1115-demonstrations/downloads/ca-calaim-ext-appvl-12292021.pdf
https://www.medicaid.gov/medicaid/section-1115-demonstrations/downloads/ca-calaim-ext-appvl-12292021.pdf
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Care Services (DHCS) gave provisional approval to model changes in 17 counties. Of 
these, 15 aimed to adopt a single-plan model—either by expanding an existing COHS or 
establishing a new “Single Plan” model, where a managed care plan contracts with 
DHCS under county or local authority sponsorship Exhibit 1.4 DHCS supported the MCP 
Transition through activities that promoted coordinated and culturally competent care, 
integration of physical and behavioral health, and investments in primary care and local 
infrastructure.  

The state convened a Community Advisory Committee (CAC) and implemented 
transparency initiatives to improve member understanding. These efforts reinforced the 
broader goals of the CalAIM Demonstration and helped ensure a smoother transition 
for Medi-Cal members. DHCS gave conditional approval to county proposals in October 
2021, and by December 2021, counties submitted MCPs for network contracting.5 On 
November 4, 2022, DHCS submitted a request to amend the CalAIM Section 1115 
Demonstration, seeking federal approval to limit managed care plan choices in Metro, 
Large Metro, and Urban counties using the COHS and Single Plan models. The goal of 
this limitation was to streamline and align managed care programs, create consistency 
in benefits and enrollment, and enhance program oversight statewide. CMS approved 
the amendment on August 23, 2023. 

Separately, DHCS also received approval to amend the CalAIM 1915(b) waiver, allowing 
the use of a rural area exemption for MCP choice in counties with existing or planned 
COHS or Single Plan models. Together, these amendments aimed to simplify 
administration for providers, MCPs, and members, while improving state oversight and 
accountability. 

Exhibit 1 shows the 15 counties included in the Transition, by urban (1115 authority) 
and rural (1915 authority) status, and Exhibit 2 shows the change in models by county. 
Not all Medi-Cal members in these counties transitioned to a new MCP, but close to 1.2 
million members have been involved in the transition in 2024. Members transitioning to 
a new MCP received a 90-day notice from their exiting MCP, 60-day and 30-day notices 

 
 
4 Medi-Cal Managed Care Plan Model Fact Sheets: 
https://www.dhcs.ca.gov/services/Documents/MMCD/MMCD-Model-Fact-Sheet.pdf  
5 County Plan Model Change Public Timeline: 
https://pan.dhcs.ca.gov/services/Documents/MMCD/County-Plan-Model-Change-Public-
Timeline.pdf  

https://www.dhcs.ca.gov/services/Documents/MMCD/MMCD-Model-Fact-Sheet.pdf
https://pan.dhcs.ca.gov/services/Documents/MMCD/County-Plan-Model-Change-Public-Timeline.pdf
https://pan.dhcs.ca.gov/services/Documents/MMCD/County-Plan-Model-Change-Public-Timeline.pdf
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from DHCS’s enrollment broker, and a welcome packet from their receiving MCP in 
January 2024.  

 

Exhibit 1. Fifteen counties were included in the MCP Transition. 

 

 
 

During the MCP Transition (“the Demonstration”), DHCS aimed to minimize service 
interruptions for members, and particularly for under-resourced groups; provide 
adequate communications, including outreach and education, to members, providers, 
and MCPs; and effectively measure and ensure accountability of MCP’s transition 
responsibilities. 
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Exhibit 2. Counties Transitioning to a County-Organized Health System (COHS) 
Model or Single Plan Model under the MCP Transition Amendment 

County 

County Plan Model Type 
2023 MCP(s) 2024 MCP(s) 

Alameda* 

Two-Plan model (2023) 

Single Plan model (2024) 

Anthem Blue Cross 
Partnership Plan 

Alameda Alliance for 
Health 

Alameda Alliance for Health Kaiser Permanente 

Butte* 

Regional model (2023) 

County-Organized Health System 
model (2024) 

Anthem Blue Cross 
Partnership Plan Partnership Health Plan 

of California California Health & 
Wellness 

Colusa 

Regional model (2023) 

County-Organized Health System 
model (2024) 

Anthem Blue Cross 
Partnership Plan Partnership Health Plan 

of California California Health & 
Wellness 

Contra Costa* 

Two-Plan model (2023) 

Single Plan model (2024) 

Anthem Blue Cross 
Partnership Plan 

Contra Costa Health 
Plan 

Contra Costa Health Plan Kaiser Permanente 

Glenn 

Regional model (2023) 

County-Organized Health System 
model (2024) 

Anthem Blue Cross 
Partnership Plan Partnership Health Plan 

of California California Health & 
Wellness 

Imperial 

Imperial model (2023) 

Single Plan model (2024) 

California Health & 
Wellness 

Community Health Plan 
of Imperial Valley 

Molina Healthcare of 
California 

Kaiser Permanente 

Mariposa 
Anthem Blue Cross 
Partnership Plan 

Central California 
Alliance For Health 
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County 

County Plan Model Type 
2023 MCP(s) 2024 MCP(s) 

Regional model (2023) 

County-Organized Health System 
model (2024) 

California Health & 
Wellness 

Kaiser Permanente 

Nevada 

Regional model (2023) 

County-Organized Health System 
model (2024) 

Anthem Blue Cross 
Partnership Plan Partnership Health Plan 

of California California Health & 
Wellness 

Placer* 

Regional model (2023) 

County-Organized Health System 
model (2024) 

Anthem Blue Cross 
Partnership Plan 

Partnership Health Plan 
of California 

California Health & 
Wellness 

Kaiser Permanente 

Plumas 

Regional model (2023) 

County-Organized Health System 
model (2024) 

Anthem Blue Cross 
Partnership Plan Partnership Health Plan 

of California California Health & 
Wellness 

San Benito 

San Benito model (2023) 

County-Organized Health System 
model (2024) 

Anthem Blue Cross 
Partnership Plan Central California 

Alliance For Health 
Medi-Cal Fee-For-Service 

Sierra 

Regional model (2023) 

County-Organized Health System 
model (2024) 

Anthem Blue Cross 
Partnership Plan Partnership Health Plan 

of California California Health & 
Wellness 

Sutter* 
Anthem Blue Cross 
Partnership Plan 

Partnership Health Plan 
of California 
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County 

County Plan Model Type 
2023 MCP(s) 2024 MCP(s) 

Regional model (2023) 

County-Organized Health System 
model (2024) 

California Health & 
Wellness 

Kaiser Permanente 

Tehama 

Regional model (2023) 

County-Organized Health System 
model (2024) 

Anthem Blue Cross 
Partnership Plan Partnership Health Plan 

of California California Health & 
Wellness 

Yuba* 

Regional model (2023) 

County-Organized Health System 
model (2024) 

Anthem Blue Cross 
Partnership Plan 

Partnership Health Plan 
of California 

California Health & 
Wellness 

Kaiser Permanente 

Starred counties (*) are Metro, Large Metro, and Urban counties 

SOURCE: DHCS Medi-Cal Managed Care Plans by County, 
https://www.dhcs.ca.gov/CalAIM/Documents/MCP-County-Table-2023-2024.pdf  

Also, effective January 1, 2024, DHCS entered a direct contract with Kaiser Permanente 
(Kaiser) as a Medi-Cal MCP for a five-year contract term. For eligible Medi-Cal members 
in transition counties in which Kaiser will operate in 2024, Kaiser is included as a MCP 
option. In effect, Kaiser will operate in parallel with the single MCP or COHS county 
systems. Kaiser has committed to increasing its new Medi-Cal membership by 25 
percent between July 1, 2024, and December 31, 2028. This growth target applies after 
the conclusion of the Public Health Emergency (PHE) unwinding redetermination period 
and excludes any membership increases resulting from the enrollment requirements 
that were in effect from January 1 to June 30, 2024. Kaiser enrollment growth will come 
from foster care youth and former foster care youth who elect to enroll in Kaiser, and 
members dually eligible for Medi-Cal and Medicare residing in Kaiser's geographic 
service areas, as well as annual enrollment growth through default enrollments in 
specific counties. There is no enrollment limit for the number of children in foster care, 
members dually eligible for Medi-Cal and Medicare, and other enrollment resulting from 
continuity of care rights.  

 

https://www.dhcs.ca.gov/CalAIM/Documents/MCP-County-Table-2023-2024.pdf
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In alignment with the 1115 evaluation timeline, DHCS contracted with NORC at the 
University of Chicago (“NORC”) to serve as the independent evaluator for the MCP 
Transition in the fall of 2024. This Interim Evaluation Report presents NORC’s initial 
findings and analysis conducted during the contracted phase of the evaluation period.  
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EVALUATION QUESTIONS AND HYPOTHESES 
The MCP Transition Amendment under California’s CalAIM Section 1115 Demonstration 
was designed to improve access, quality, and accountability in Medi-Cal managed care 
delivery. To evaluate the effectiveness of this transition, the state’s goals were translated 
into quantifiable targets for improvement, enabling performance measurement across 
key domains. These targets were operationalized through a structured set of hypotheses 
and evaluation questions, which are grounded in a conceptual framework illustrated by 
the Driver Diagram Exhibit 3. 

The Driver Diagram is a visual representation of the demonstration’s theory of change. It 
outlines the causal pathways between the demonstration’s features and its intended 
outcomes, with the overarching aim of maintaining or improving quality, access to care, 
and accountability. Primary drivers include maintaining access to care, ensuring 
continuity of care, improving quality of care, and strengthening MCP accountability. 
Each primary driver is supported by secondary drivers that reflect specific policy 
mechanisms, such as extended eligibility periods for out-of-network provider use, 
automatic enrollment for dual-eligible members, and expanded oversight 
responsibilities for DHCS. These drivers informed the development of evaluation 
measures and guided both the quantitative and qualitative components of the analysis. 

The state hypothesized that the MCP Transition would maintain or improve access to 
and continuity of care, enhance quality of care, promote equitable outcomes for 
historically marginalized and under-resourced populations, reduce administrative 
complexity for MCPs, and improve transparency and accountability through adherence 
to transition requirements. These hypotheses are directly aligned with the evaluation 
questions, which assess outcomes such as provider-to-member ratios, access to 
preventive services, behavioral health utilization, grievance rates, and MCP compliance 
with transition protocols. The evaluation design also includes subgroup analyses to 
explore differential impacts across equity-relevant populations. 

This Interim Evaluation Report provides a targeted assessment of managed care 
restructuring in 15 counties. It incorporates lessons learned from prior waiver transitions, 
including the importance of continuity protections, stakeholder engagement, and 
transparent communication strategies. 

Finally, the evaluation promotes the objectives of Titles XIX and XXI by supporting 
continuity of coverage and care for low-income populations, enhancing access to 
preventive and behavioral health services, and strengthening oversight mechanisms for 
managed care plans. Through rigorous analysis and stakeholder-informed inquiry, this 



17 
 

report contributes to the evidence base for Medicaid innovation and informs future 
policy decisions at both the state and federal levels. 

Exhibit 3. Driver Diagram for the MCP Transition  

Aim  Primary Driver  Secondary Driver  

Maintain or improve 
quality, access to 
care, and 
accountability  

Maintain or improve 
access to care  

  

Enhanced protections, included extended 
eligibility period for out-of-network 
provider use at the Receiving MCP, for 
special populations^  

Monitor MCPs’ implementation of 
transition responsibilities  

Ensure continuity of 
care  

Continue medically necessary services for 
members in an ongoing course of 
treatment without any form of prior 
approval and without regard to whether 
such services are provided by in-network or 
out-of-network providers  

Allow the member to keep their current 
PCP  

Automatically enroll dual-eligible members 
in Medi-Cal Matching Plan counties in a 
Medi-Cal MCP that matches their Medicare 
Advantage plan  

Allow transitioning members to keep their 
out-of-network providers for a 12-month 
period at their Receiving MCP  

Provide clear communications around the 
transition (e.g. choice packet sent to 
members with 60-notice, Welcome Packet 
from new MCP sent in early January 2023  

Maintain or improve 
quality of care  

Ensure a whole-person, interdisciplinary 
approach for populations with complex 
health care needs  
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Aim  Primary Driver  Secondary Driver  

Report on and regularly monitor quality of 
care measures during the transition period  

Strengthen and maintain quality of care for 
vulnerable populations  

Ensure accountability 
of MCPs’ transition 
responsibilities  

Establish—and provide additional support 
for existing—Community Advisory 
Committees  

Provide opportunities to file grievances and 
appeals, and ensure the State responds 
within a reasonable period  

Provide transparent information to 
managed care members by publicly posting 
MCP and subcontractors’ activities (e.g. 
Population Needs Assessment, CAHPS 
survey results)  

Expand DHCS oversight responsibilities, 
including an independent access 
assessment for network adequacy  

NOTE: ^See DHCS 2024 Medi-Cal Managed Care Plan Transition Policy Guide for definitions. 

To evaluate the impact of the MCP Transition Amendment, this report examines how the 
transition affected access to care, quality of care, and continuity of care for Medi-Cal 
members in the 15 participating counties. The evaluation uses both quantitative and 
qualitative methods, drawing on enrollment data, MCAS metrics, grievance records, and 
stakeholder interviews to assess baseline conditions and early implementation 
experiences. Exhibit 4 summarizes the evaluation hypotheses, research questions, and 
associated measures. 

 

https://www.dhcs.ca.gov/Documents/Managed-Care-Plan-Transition-Policy-Guide.pdf
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Exhibit 4. Summary of MCP Transition Evaluation Design  

Goal 1: Maintain or improve overall access to and continuity of care. 

Evaluation Questions & 
Hypotheses 

Measures Population(s) Data Source(s) 
Analytic 
Methods 

EQ1A. How many Medi-Cal 
members were in the 15 MCP 
Transition counties? How many Med-
Cal members switched MCPs under 
the MCP Transition? 

H1A. N/A (descriptive)  

» Medi-Cal members 
residing in MCP 
Transition counties 

» Medi-Cal members 
required to switch 
MCPs under the MCP 
Transition 

Members in 
MCP 
Transition 
counties; 
members who 
switched 
MCPs under 
the transition  

» Enrollment data Descriptive 
analyses  

EQ1B. What were the characteristics 
of Medi-Cal members in MCP 
Transition counties? 

H1B. N/A (descriptive) 

» Sociodemographic 
characteristics of 
members in MCP 
Transition counties  

Members in 
MCP 
Transition 
counties 

» Enrollment data Descriptive 
analyses, 
pre- post 
analyses 
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Goal 1: Maintain or improve overall access to and continuity of care. 

Evaluation Questions & 
Hypotheses 

Measures Population(s) Data Source(s) 
Analytic 
Methods 

EQ1C. What was the effect of the 
Demonstration on access to care? 

H1C. The Demonstration will 
maintain or improve access to care: 
network adequacy will stay the same 
or increase, and access to care 
grievances will stay the same or 
decrease. 

» Network adequacy 
(i.e., member-to-
provider ratios)  

» Access to care 
grievances 

 

MCP 
Transition 
counties  

» Interviews with 
members  

» DHCS grievance data 

» DHCS Network 
Adequacy Monitoring 
data (i.e., 274 
Provider File and 
MIS/DSS enrollment 
data)  

Descriptive 
analyses; 
thematic 
analysis of 
interviews 

EQ1D. To what extent did access to 
preventive/ ambulatory health 
services change under the MCP 
Transition? 

H1D. The Demonstration will 
maintain or improve access to 
preventive/ ambulatory health 
services: rates of well-child visits, 
immunizations for adolescents, and 
timeliness of prenatal and 
postpartum care will stay the same 
or increase. 

» Well-child visits  

» Immunizations for 
adolescents 

» Timeliness of prenatal 
and postpartum care 

Members in 
MCP 
Transition 
counties  

MCAS data; Core Set 
data 

Descriptive 
analyses; 
pre-post 
analyses 
(Paired t-
tests; chi-
squared 
tests) 
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Goal 1: Maintain or improve overall access to and continuity of care. 

Evaluation Questions & 
Hypotheses 

Measures Population(s) Data Source(s) 
Analytic 
Methods 

EQ1E. To what extent did access to 
behavioral health services change 
under the Demonstration? 

H1E. The Demonstration will 
maintain or improve access to 
behavioral health services: rates of 
follow up after ED visit for mental 
illness and non-specialty mental 
health member-to-provider ratios 
will stay the same or increase. 

» Follow up after ED 
visit for mental illness 

» Non-Specialty 
outpatient mental 
health member-to-
provider ratio 

Members in 
MCP 
Transition 
counties 

» MCAS data; DHCS 
Network Adequacy 
Monitoring data (i.e., 
274 Provider File and 
MIS/DSS enrollment 
data)  

Pre-post 
analyses 
(Paired t-
tests; chi-
squared 
tests) 

EQ1F. What was the effect of the 
Demonstration on continuity of 
care? 

H1F. The Demonstration will 
maintain or improve continuity of 
care: continuity of care grievances 
will stay the same or decrease. 

» Continuity of care 
grievances 

MCP 
Transition 
counties 

» DHCS grievance 
data 

» Interviews with 
members 

Pre-post 
analyses 
(Paired t-
tests; chi-
squared 
tests); 
thematic 
analysis of 
interviews 
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Goal 2: Maintain or improve quality of care. 

Evaluation Questions & 
Hypotheses 

Measures Population(s) Data Source(s) 
Analytic 
Methods 

EQ2A. What was the impact of the 
Demonstration on quality of care? 

H2A. The Demonstration will 
maintain or improve quality of care: 
rates of breast cancer screening will 
stay the same or increase, and all-
cause readmissions will stay the 
same or decrease. 

» Breast cancer 
screening 

» MCP all-cause 
readmissions 

Members in 
MCP 
Transition 
counties 

» MCAS data; Core 
Set data 

» Interviews with 
members  

Difference-
in-
Differences 
or 
Comparative 
Interrupted 
Time Series; 
thematic 
analysis of 
interviews 

 

Goal 3: Maintain or improve access to high-quality, continuous care among historically marginalized and under-
resourced populations. 

Evaluation Questions & 
Hypotheses 

Measures Population(s) Data Source(s) 
Analytic 
Methods 

EQ3A. To what extent were 
historically marginalized and under-
resourced populations, who were 
members living in MCP Transition 
counties, enrolled in the 
Demonstration? 

» Sociodemographic 
characteristics of 
members in MCP 
Transition counties  

Members in 
MCP 
Transition 
counties by 
equity 

» Enrollment data Directed 
content 
analysis of 
secondary 
data;  
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Goal 3: Maintain or improve access to high-quality, continuous care among historically marginalized and under-
resourced populations. 

Evaluation Questions & 
Hypotheses 

Measures Population(s) Data Source(s) 
Analytic 
Methods 

H3A. N/A (descriptive) relevant sub-
populations^ 

Descriptive 
analyses; 
Pre-post 
analyses 

EQ3B. What was the effect of the 
Demonstration on access to care 
among historically marginalized and 
under-resourced populations?  

H3B. The Demonstration will 
maintain or improve access to care 
among historically marginalized and 
under-resourced populations: 
network adequacy will stay the same 
or increase, and access to care 
grievances will stay the same or 
decrease, within subgroups of such 
populations. 

» Network adequacy 
(e.g. member-to-
provider ratio) 

» Access to care 
grievances 

 

Members in 
MCP 
Transition 
counties by 
equity 
relevant sub-
populations^ 

 

» Interviews with 
members  

» DHCS grievance 
data 

» DHCS Network 
Adequacy 
Monitoring data 
(i.e., 274 Provider 
File and MIS/DSS 
enrollment data) 

Descriptive 
analyses; 
thematic 
analysis of 
interviews 

EQ3C. To what extent did access to 
preventive/ ambulatory health 
services change under the 
Demonstration among historically 

» Well-child visits  
» Immunizations for 

adolescents 

Members in 
MCP 
Transition 
counties by 

» MCAS data; Core 
Set data 

Descriptive 
analyses; 
Pre-post 
analyses 
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Goal 3: Maintain or improve access to high-quality, continuous care among historically marginalized and under-
resourced populations. 

Evaluation Questions & 
Hypotheses 

Measures Population(s) Data Source(s) 
Analytic 
Methods 

marginalized and under-resourced 
populations?  

H3C. The Demonstration will 
maintain or improve access to 
preventive/ ambulatory health 
services among historically 
marginalized and under-resourced 
populations: rates of well-child visits, 
immunizations for adolescents, and 
timeliness of prenatal and 
postpartum care will stay the same 
or increase within subgroups of such 
populations. 

» Timeliness of 
prenatal and 
postpartum care 

equity 
relevant sub-
populations^  

 

(Paired t-
tests; chi-
squared 
tests) 

EQ3D. To what extent did access to 
behavioral health services change 
under the Demonstration among 
historically marginalized and under-
resourced populations?  

H3D. The Demonstration will 
maintain or improve access to 
behavioral health services among 

» Follow up after ED 
visit for mental 
illness 

Members in 
MCP 
Transition 
counties by 
equity 
relevant sub-
populations^  

 

» MCAS data Pre-post 
analyses 
(Paired t-
tests; chi-
squared 
tests) 
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Goal 3: Maintain or improve access to high-quality, continuous care among historically marginalized and under-
resourced populations. 

Evaluation Questions & 
Hypotheses 

Measures Population(s) Data Source(s) 
Analytic 
Methods 

historically marginalized and under-
resourced populations: rates of 
follow-up after ED visits for mental 
illness will stay the same or increase 
within subgroups of such 
populations. 

 

EQ3E. What was the effect of the 
Demonstration on continuity of care 
among historically marginalized and 
under-resourced populations?  

H3E. The Demonstration will 
maintain or improve continuity of 
care among historically marginalized 
and under-resourced populations: 
continuity of care grievances will stay 
the same or decrease within 
subgroups of such populations. 

 

» Continuity of care 
grievances 

Members in 
MCP 
Transition 
counties by 
equity 
relevant sub-
populations^  

 

» DHCS grievance 
data 

» Interviews with 
members 

Pre-post 
analyses 
(Paired t-
tests; chi-
squared 
tests); 
Thematic 
analysis of 
interviews 
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Goal 3: Maintain or improve access to high-quality, continuous care among historically marginalized and under-
resourced populations. 

Evaluation Questions & 
Hypotheses 

Measures Population(s) Data Source(s) 
Analytic 
Methods 

EQ3F. What was the effect of the 
Demonstration on quality of care 
outcomes for members among 
historically marginalized and under-
resourced populations?  

H3F. The Demonstration will 
maintain or improve quality of care 
outcomes among historically 
marginalized and under-resourced 
populations: rates of breast cancer 
screening and immunizations for 
adolescents will stay the same or 
increase, and all-cause readmissions 
will stay the same or decrease, within 
subgroups of such populations. 

» Breast cancer 
screening 

» Immunizations for 
adolescents 

» MCP all-cause 
readmissions 

Members in 
MCP 
Transition 
counties by 
equity 
relevant sub-
populations^ 

 

» MCAS data; Core 
Set data 

Difference-
in-
Differences 
or 
Comparative 
Interrupted 
Time Series 
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Goal 4: Reduce administrative complexity for MCPs. 

Evaluation Questions & 
Hypotheses 

Measures Population(s) Data Source(s) 
Analytic 
Methods 

EQ4A. To what extent did the MCP 
Transition impact MCP 
administrative workflows, and how? 

H4A. The Demonstration will reduce 
administrative complexity for MCPs.  

» Qualitative data- 
MCP perspectives 

MCPs in MCP 
Transition 
Counties 

» Interviews with MCP 
officials 

Thematic 
analysis of 
interviews 

 

Goal 5: Maintain MCP accountability and improve transparency. 

Evaluation Questions & 
Hypotheses 

Measures Population(s) Data Source(s) 
Analytic 
Methods 

EQ5A. To what extent did MCPs 
establish and execute their 
Community Reinvestment Plans, and 
how? 

H5A. MCPs will adhere to transition 
requirements and execute 
Community Reinvestment plans. 

» Proportion of MCPs 
meeting planned 
reinvestment 
targets (as defined 
in Community 
Reinvestment Plans) 

» Qualitative data—
MCP and 
stakeholder 
perspectives 

MCPs in MCP 
Transition 
Counties 

» Document review of 
Community 
Reinvestment Plans, 
MCP Annual 
Reports, financial 
information^^ 

» Interviews with MCP 
officials 

» Focus groups or 
interviews with 
DHCS Member 
Stakeholder 

Directed 
content 
analysis of 
secondary 
data, 
thematic 
analysis of 
interviews 
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Goal 5: Maintain MCP accountability and improve transparency. 

Evaluation Questions & 
Hypotheses 

Measures Population(s) Data Source(s) 
Analytic 
Methods 

Committee 
members 

EQ5B. To what extent did MCPs 
publish required performance and 
operations documentation as 
required? 

H5B. MCPs will adhere to transition 
requirements and publish required 
performance and operations 
documentation. 

» Proportion of MCPs 
developing and 
making publicly 
available 
programmatic and 
financial 
documentation (i.e., 
Community 
Reinvestment Plans, 
Population Needs 
Assessments, MCP 
Annual Reports, 
etc.) within required 
timeframes 

MCP 
Transition 
Counties 

» Websites for MCPs 
in MCP Transition 
counties 

Web scan 
with 
directed 
content 
analysis 

NOTES: ^ Equity relevant subgroups include race/ethnicity, age, sex, and preferred language. For additional information on equity 
relevant subgroups, see the “Identifying Target and Comparison Populations” subsection. ^^Data content and availability permitting; 
to be included in Summative Evaluation Report only.  
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METHODOLOGY 
This evaluation employed both quantitative and qualitative methods to assess the overall 
impact of the MCP Transition on members, MCPs, and providers. This approach reflects the 
priorities that DHCS identified for this evaluation, which in turn guided the framing of 
hypotheses, data sources, measures, analytic approaches, and findings. The evaluation used 
both primary and secondary data. Qualitative analysis was used to describe the core 
components and current status of transition activities in each county, as well as the experiences 
of members, MCP officials, and the DHCS Stakeholder Advisory Committee, and their 
perceptions of the transition’s impact on care continuity and access. Quantitative analysis was 
used to better understand trends in selected process and outcome measures before and after 
the transition. Exhibit 5 provides a visual overview of the evaluation design.  

Exhibit 5. Overall Approach to the Evaluation of the MCP Transition 

Evaluation Domains Data Sources

Analytic Methods

Example Outcomes

Quality of Care

Access to & Continuity of Care

Equitable Care

• Interviews with providers, health plan 
officials, and members

• Enrollment data from SMHS and MIS/
DSS

Secondary

• Medi-Cal Managed Care Accountability 
Set (MCAS) and Core Set data

• MCP report and financial data

• CalAIM demonstration documentation

Primary

Secondary

• Document review

• Thematic analysis

• Direct content analysis

• 

• Descriptive analysis

• Difference-in-differences

• Comparative interrupted time series

Quality of Care
Strengthen or maintain quality of 

care for vulnerable populations and 
those with complex health care 

needs during the transition. 

Accountability
Provide transparent information to 

members by public posting 
transition materials, ensuring an 
effective appeals process, and 

providing support and oversight to 
MCPs.

Access to & Continuity of Care
Maintain or improve access to a 

continuum of care services 
throughout the transition.

Equitable Care
Ensure that member continue to 

receive appropriate care during the 
transition, particularly vulnerable 

and special populations. 

Qualitative

Quantitative

• Access and quality measures

Accountability

• Colorectal, Breast cancer 
screening

• Plan all-cause readmissions

• Timeliness of prenatal and 
postpartum care

• Provider-to-member ratio

• Proportion of plans meeting 
planned reinvestment targets

• Proportion of members for 
whom 60- and 30- day transition 
notices were mailed within 
noticing timeframe

Administrative Complexity
Reduce the admistriative burden 

and complexity for providers 
affected by the MCP Transition

Administrative Complexity

• Qualitative results from 
interview data
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Evaluation Period 
Due to data acquisition timelines, quantitative analysis in this report was limited to data 
reflecting quality and access metrics observed during the evaluation’s baseline period from 
January 1, 2021 to December 31, 2023. The Summative Evaluation Report will assess the full 
implementation period for the MCP Transition (January 1, 2024 to December 31, 2026) in 
addition to the baseline period. Exhibit 6 provides an overview of the years included in the 
evaluation of the MCP Transition.  

Exhibit 6. Time Period Covered in the MCP Transition Evaluation 

 
 

Quantitative Evaluation Methods 
The below sections detail NORC’s quantitative approach to evaluating the MCP Transition in 
the Interim Evaluation Report , including data sources, statistical analyses, and associated 
measures. 

Data Sources 
NORC used four secondary data sources to examine member demographic data and construct 
evaluation measures assessing access to and quality of care, continuity of care, and equity in 
the treated group. These data sources and their use are summarized in Exhibit 7. 

Member demographic information was taken from MIS/DSS – Medi-Cal Enrollment datasets. 
Metrics were derived from person-level, pre-calculated values available through the Medi-Cal 
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Managed Care Accountability Set (MCAS) and the Medicaid and CHIP Core Sets of Health 
Care Quality measures (Core Set). MCAS datasets comprise measures of performance that 
Medi-Cal managed care organizations operating in California are required to calculate and 
submit to DHCS each year. Core Set datasets comprise measures of performance and quality of 
care that DHCS generates and submits to CMS each year. Measure domains in both datasets 
include primary care access and preventive care, children’s health, behavioral health, maternal 
and perinatal health, and care of acute and chronic conditions. Finally, data on provider 
network adequacy includes pre-calculated member-to-provider ratios derived from the 
Provider 274 files. The Provider 274 files are used to report provider network information, 
including provider coverage and network adequacy to DHCS by managed care plans.  

Since person-level MCAS and Core Set datasets for 2024 were not available at the time of 
analysis, the Interim Evaluation Report includes data solely on measures from the baseline 
period of January 2021 through December 2023. In addition, because Provider 274 files report 
information monthly, this analysis uses the data reported in December of each reporting year 
as representative for that year. For example, the member-to-provider ratios reported for 2023 
are based specifically on the December 2023 submission. The decision to use December as a 
representative month for the whole year was made in collaboration with the state, as DHCS 
does not anticipate large changes in these data on a short-term basis. If in future data 
transfers, NORC finds evidence of large month-to-month changes, NORC will explore the 
possibility of using the more granular monthly data for the Summative Evaluation Report. 
Provider 274 files were also only available in 2022 and 2023, as the data was not reported 
previously. Finally, NORC could not receive data for both transition and non-transition counties 
from every data source, due to limitations in data availability and accessibility; thus, Exhibit 7 
also notes the geographic specification for each data source. 

Exhibit 7. Quantitative Data Sources for the MCP Transition Evaluation 

Data Source Geographic 
Availability 

Use  

Data Provided by DHCS 

Medi-Cal 
Enrollment Data 

Transition 
counties only 

Medi-Cal enrollment data contain member-level 
demographic and coverage information and were used 
to assess trends in member demographics and other 
characteristics.  
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Data Source Geographic 
Availability 

Use  

Medi-Cal 
Managed Care 
Accountability Set 
(MCAS) 

Transition and 
non-transition 
counties 

Person-level MCAS files were used to analyze trends on 
outcomes pertaining to access, quality and continuity of 
care.  

Medicaid and 
CHIP Core Sets of 
Health Care 
Quality measures 
(Core Set) 

Transition and 
non-transition 
counties 

Person-level Core Set files were used to analyze trends 
on outcomes pertaining to access, quality and 
continuity of care. 

Provider 274 files Transition 
counties only 

Provider 274 files were used to assess network 
adequacy via member-to-provider ratios. 

Target and Comparison Populations 
Target Population: The target population consists of members enrolled for at least one month 
during the baseline period (January 2021 – December 2023) in the following 15 MCP Transition 
counties: Alameda, Butte, Colusa, Contra Costa, Glenn, Imperial, Mariposa, Nevada, Placer, 
Plumas, San Benito, Sierra, Sutter, Tehama, and Yuba. Due to data availability, the Interim 
Evaluation Report includes descriptive statistics for Medi-Cal members residing in the MCP 
Transition counties only.  

Comparison Population: For the Summative Evaluation Report, NORC will explore the 
feasibility of constructing an appropriate comparison population comprised of Medi-Cal 
members from non-MCP Transition counties, with which to conduct impact analyses of the 
effect of the MCP transition. Throughout the process, NORC will work closely with the state to 
determine the full list of appropriate county-level, area-level, and member-level characteristics 
that will need to be considered to construct an appropriate comparison group. 

Evaluation Measures  
The quantitative evaluation measures were developed using data from the person-level MCAS 
and Core Set files, along with Provider 274 files. These measures are summarized in Exhibit 8 
and encompass key domains such as access to care, continuity of care, behavioral health, 
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maternal health, and preventive care. The construction of the numerator and denominator for 
each measure was based on technical specifications provided by CMS and/or NCQA/HEDIS.  

Exhibit 8. Quantitative Measures for MCP Transition Evaluation 

Measure 
Name  

Data Set Description  Numerator  Denominator  

Well-child 
visits in the 
first 30 
months of life  

MCAS Percentage of children who 
had the appropriate 
number of well-child visits 
with a PCP during the last 
15 months. Separate rates 
are reported for children 
who turned ages 15 and 30 
months within the 
measurement year.  

The number of 
children in the 
eligible 
population 
with the 
appropriate 
number of 
well-child visits 
on different 
dates of service 
on or before 
the 15/30 
month 
birthday.  

Number of 
members in the 
eligible 
population.  

Child and 
adolescent 
well-care 
visits  

MCAS Percentage of children 
ages 3 to 21 who had at 
least one comprehensive 
well-care visit with a PCP 
or an 
obstetrician/gynecologist 
(OB/GYN) during the 
measurement year.  

Number of 
members in the 
eligible 
population 
with one or 
more well-care 
visits during 
the 
measurement 
year.  

Number of 
members in the 
eligible 
population.  
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Measure 
Name  

Data Set Description  Numerator  Denominator  

Prenatal and 
postpartum 
care  

MCAS • Timeliness of Prenatal 
Care: Percentage of 
deliveries that received a 
prenatal care visit in the 
first trimester, on or before 
the enrollment state date 
or within 42 days of 
enrollment.  
• Postpartum Care: 
Percentage of deliveries 
that had a postpartum visit 
on or between 7 and 84 
days after delivery.  

Prenatal care: A 
prenatal visit 
during the 
required time 
frame.  
  
Postpartum 
care: A 
postpartum 
visit on or 
between 7 and 
84 days after 
delivery.  

Members 
within the 
eligible 
population with 
a live birth. 
Members can 
count multiple 
times if they 
have multiple 
births.  

Follow-up 
after ED visit 
for mental 
illness  

MCAS Percentage of emergency 
department (ED) visits for 
members ages 18 and 
older with a principal 
diagnosis of mental illness 
or intentional self-harm 
and who had a follow-up 
visit for mental illness 
within 7/30 days.  

Number of 
eligible follow-
up visits within 
7 or 30 days of 
the eligible ED 
visit including 
visits that occur 
on the date of 
the ED visit.  

Number of 
eligible ED 
visits with a 
principal 
diagnosis of 
mental illness 
or intentional 
self-harm.  

MCP all-cause 
readmissions  

MCAS For members ages 18 to 
64, the number of acute 
inpatient and observation 
stays during the 
measurement year that 
were followed by an 
unplanned acute 
readmission for any 
diagnosis within 30 days.  

Number of 
observed 30-
day 
readmissions.  

Number of 
index hospital 
stays in the 
eligible 
population.  
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Measure 
Name  

Data Set Description  Numerator  Denominator  

Immunizations 
for 
adolescents  

Core Set Percentage of adolescents 
aged 13 who had one dose 
of meningococcal vaccine, 
one tetanus, diphtheria 
toxoids and acellular 
pertussis (Tdap) vaccine, 
and have completed the 
human papillomavirus 
(HPV) vaccine series by 
their 13th birthday. The 
measure calculates a rate 
for each vaccine and two 
combination rates.  

Number of 
patients in the 
eligible 
population that 
are vaccine 
compliant.  

Number of 
members in the 
eligible 
population.  

Breast cancer 
screening  

Core Set Percentage of women ages 
50 to 74 who had a 
mammogram to screen for 
breast cancer.  

Number of 
members in the 
eligible 
population 
who had one 
or more 
mammograms 
any time on or 
between 
October 1 two 
years prior to 
the 
measurement 
year and 
December 31 
of the 
measurement 
year.  

Number of 
members in the 
eligible 
population.  

Member to 
provider ratio  

Provider 
274 files 

The ratio of members to all 
active providers.  

Number of 
members.  

Number of all 
active 
providers.  
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Measure 
Name  

Data Set Description  Numerator  Denominator  

PCP member 
to provider 
ratio 

Provider 
274 files 

The ratio of members to 
active PCPs.  

Number of 
members. 

Number of 
active PCPs. 

Specialist 
member to 
provider ratio 

Provider 
274 files 

The ratio of members to 
active specialist providers. 

Number of 
members. 

Number of 
active 
specialists. 

Outpatient 
mental health 
member to 
provider ratio  

Provider 
274 files 

The ratio of members to 
active outpatient mental 
health providers (non-
psychiatry: psychologists, 
LCSWs and LMFTs).  

Number of 
members.  

Number of 
outpatient 
mental health 
(non-
psychiatry) 
providers 
contracting 
with MCP.  

Statistical Analyses 
Due to data availability, NORC restricted Interim Evaluation Report findings to quantitative 
descriptive analyses for the baseline period (January 2021 – December 2023), examining trends 
over time and pooled over baseline in member demographics and quality and access measures 
for the target population. For the Summative Evaluation Report, NORC will conduct impact 
analyses with a comparison group (if feasible), which will assess changes between the baseline 
and post-MCP transition periods across the target and comparison populations. 

Descriptive Analyses. Descriptive statistics, including frequency distributions and rates over 
time, were calculated to highlight trends over time in member-level characteristics and quality 
and access measures. NORC conducted descriptive analyses for both member-level 
characteristics, to show changes in member populations over time within the target population, 
as well as for all measures (Exhibit 6). NORC conducted time-series analyses, tabulating data 
for each of the three years in the baseline period to assess changes over time. The time-series 
analyses were conducted for the MCP Transition counties in aggregate as well as separately for 
each of the 15 counties. Finally, in addition to annual trends, NORC pooled data across the 
entire baseline period to capture broader patterns and differences by county. For the 
Summative Evaluation Report, NORC will present the descriptive analyses across the 
implementation period. 
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Additional Analyses for the Summative Evaluation Report. The Summative Evaluation 
Report will include pre-post analyses to assess changes in outcomes before and after the MCP 
transition. Where feasible, it will also incorporate impact analyses using a difference-in-
differences (DID) or comparative interrupted time series (CITS) design, pending the 
identification of a suitable comparison group. These models will estimate the effect of the MCP 
transition on access, quality, and continuity of care.  

Subgroup Analysis. Recognizing that the impact of the MCP Transition may be heterogeneous 
across different member populations, in the Summative Evaluation Report, NORC will conduct 
subgroup analyses (where feasible) to evaluate whether and how program impacts vary, 
pending available data to construct appropriate subgroups. NORC will conduct subgroup 
evaluability assessments for the Summative Evaluation Report and confirm that all relevant 
assumptions (e.g., sample size) are met for any proposed statistical analyses within subgroups 
of interest. NORC will explore conducting subgroup analysis for both descriptive and impact 
analyses. NORC anticipates being able to conduct descriptive analyses for most if not all 
subgroups (pending available data for constructing relevant subgroups) by stratifying outcome 
frequencies by individual-level subgroup characteristics. However, the feasibility of conducting 
impact analyses by subgroups will be determined empirically based on sample size and 
outcome distributions.  

Qualitative Evaluation Methods 
In addition to the quantitative assessments described above, this Interim Evaluation Report 
presents data gathered from qualitative data collection and analysis of: 

1. Document review of transition-related documentation; and 
2. Key informant interviews with MCP officials and members of the DHCS SAC.  

 
Analysis of interviews for Medi-Cal members within the 15 transition counties will be included 
in the Summative Evaluation Report.  

Together, these qualitative data sources provide a deeper understanding of the scope and 
implementation of transition activities at the local level. They also offer valuable insight into 
how key stakeholder groups, including implementation partners, providers, and members, 
experienced the transition and perceived its effects on care access, quality, and continuity. 

Primary data collection and document review focused on the MCP Transition implementation 
period (January 1, 2024 to December 31, 2026). Interview protocols included questions about 
pre-implementation activities and changes in member experiences before and after the 
transition. Similarly, the document review examined how MCPs and services were structured 
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both prior to and following the transition. While these retrospective, open-ended data offer 
important context for understanding the transition’s implementation and early impacts, they 
do not constitute a formal pre/post assessment, as no qualitative data was collected prior to 
the transition. 

Data Sources  
MCP Transition-Related Documents 
To better understand the components, context and status of the transition in each participating 
county, NORC reviewed select transition-related documentation generated by MCPs, the State, 
and other relevant groups, including Demonstration quarterly reports and documents that 
must be developed and made public by each transitioning MCP. These included Community 
Health Needs Assessments, Community Investment Plans, Community Health Improvement 
Plans, annual data reports, Population Needs Assessments, Quality Improvement Health Equity 
Workplans and Evaluations, CAHPS survey results, Transition Notifications, and third-party 
Memoranda of Understanding (MOUs)6.  

Priority was given to documents that provided comparable data across all transitioning 
counties. Publicly available materials were identified and collected through a structured web 
scan. This Interim Evaluation Report reflects the first round of document data collection and 
analysis. NORC will conduct further rounds of document review on an annual basis and collect 
and analyze additional, non-public documentation (e.g., Community Reinvestment Plans) on an 
ongoing basis as it is made available. Future analyses will be included in the Summative 
Evaluation Report. 

Key Informant Interviews 
NORC conducted semi-structured interviews with individuals from key groups directly involved 
in and/or affected by the MCP Transition process (i.e., MCP officials, providers, and members) 
as well as those advising on its rollout (i.e., DHCS SAC members).  

These activities were designed to capture firsthand experiences and insights related to the 
transition, with a particular focus on care access, quality, and continuity.  

 
 
6 DHCS (2023). Understanding the 2024 Medi-Cal Managed Care Plan (MCP) Transition. Prepared by the 
California Primary Care Association. December 12, 2023. Available at: https://www.dhcs.ca.gov/MCP-
Transition/Documents/CPCA-MCP-Transition-Webinar-December-2023.pdf.  

https://www.dhcs.ca.gov/MCP-Transition/Documents/CPCA-MCP-Transition-Webinar-December-2023.pdf
https://www.dhcs.ca.gov/MCP-Transition/Documents/CPCA-MCP-Transition-Webinar-December-2023.pdf
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MCP Official Interviews 
NORC conducted 60-minute group interviews with MCP officials in each MCP Transition 
county. In summer 2025, NORC contacted six MCPs for a voluntary interview and ultimately 
conducted interviews with three MCPs. These interviews assessed both the planned and actual 
transition-related activities, and to understand how these activities aligned with the objectives 
of the MCP Demonstration, particularly regarding care access and continuity. 

Participants were selected through purposeful sampling, focusing on MCP leadership and other 
key roles involved in the transition. Recruitment was conducted via email using contact 
information securely obtained from DHCS. Interview discussions covered a range of topics, 
including outreach and enrollment strategies, investments in primary care and prevention, 
efforts to integrate behavioral health services, implementation of Community Reinvestment 
Plans, and engagement with Community Advisory Committees. 

A second round of outreach will take place for interviews with MCPs during Year Two (i.e., 
summer 2026).  

DHCS Stakeholder Advisory Committee Member Interviews 
To further enrich the evaluation, NORC additionally aimed to conduct virtual interviews with 
members of the DHCS SAC. In Year One, NORC contacted sixteen stakeholders for voluntary 
interviews or group discussions. Several stakeholders declined or were unresponsive to 
outreach, and NORC was ultimately able to conduct one 1:1 interview. Potential participants 
were selected for outreach in consultation with DHCS, prioritizing those who have been actively 
engaged in transition-related SAC activities. Recruitment was conducted by email. The 
interview protocol explored community awareness and experiences of the transition, changes 
or interruptions in care and services, and the implementation and impact of Community 
Reinvestment Plans. 

A second round of interviews with DHCS SAC members will be conducted in Year Three (i.e., 
summer 2027).  

Qualitative Analysis 
Directed Content Analysis of Secondary Data 
NORC employed a direct content analytic approach to review and analyze documentation 
related to the transition. All available documentation was reviewed and coded, and relevant 
measures were constructed to support descriptive analysis. The resulting data were compiled 
into a county-level dataset designed to align with the evaluation’s research questions and to 
inform the development of interview protocols. This analysis provides a summary of the 
transition’s components, context, and status in each participating county, including how 
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members and providers were notified, provider recruitment strategies, county-level 
demographic profiles, priority health needs, and the presence of MOUs. 

Rapid Thematic Analysis of Interviews  
NORC conducted a thematic analysis of qualitative data collected through interviews with MCP 
representatives and DHCS SAC participants. The analytic process began with the development 
of a deductive codebook, grounded in the evaluation framework domains and qualitative 
hypotheses. This codebook was then refined inductively to incorporate emergent themes and 
insights that surfaced during the concurrent review of program documents. 

To facilitate systematic coding and organization of both program documents and interview 
transcripts, NORC utilized Dedoose, a secure, cloud-based qualitative analysis platform. Coders 
who participated in interview data collection were also involved in the coding process, allowing 
them to apply contextual knowledge gained through direct engagement with participants. 
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METHODOLOGICAL LIMITATIONS 
Evaluations of 1115 demonstrations require a flexible and adaptive approach, and NORC has 
encountered some limitations that may impact the interpretation of NORC’s findings. First, 
NORC was limited in the availability of quality and access data. Due to data acquisition 
timelines, quantitative analyses in this report are limited to data reflecting the pre-transition 
baseline period (January 1, 2021 to December 31, 2023). The Summative Evaluation Report will 
assess the full implementation period for the MCP Transition (January 1, 2024 to December 31, 
2026). Additionally, Provider 274 files were not available in the 2021 baseline year, impacting 
NORC’s ability to fully capture baseline trends in these provider network measures. NORC were 
also not able to obtain data for both transition and non-transition counties for all analyses. 
Finally, NORC used pre-calculated person-level MCAS and Core Set data provided by DHCS to 
ensure alignment with the state’s existing outcome measures and other published analyses. 
Due to differences in data availability across the MCAS and Core Set datasets, measures were 
derived from either dataset based on data quality and availability.). 

In addition, efforts to resolve discrepancies in the data are still ongoing at the time of this 
reporting, including instances of partial or total duplicates in the MCAS data. NORC analyzed 
annual person-level MCAS data with values for measures that were summarized for each 
member for the year. A relatively small portion of individuals appeared in the dataset(s) 
multiple times within the same year, sometimes with different values in their summarized 
measure variables (it should be noted that event level data does go through a PMV audit 
process7). NORC suspects that some of these duplicates may be due to members switching 
MCPs, while others are potential data processing errors. The dataset did not contain an MCP 
identifier, therefore NORC was unable to ascertain the source of these duplicate records at this 
time. The duplicates make up 7.6 percent of the total quality and access data from the 
transition counties and affect 8.8 percent of unique individuals residing in the transition 
counties. However, analyses showed that baseline rates in quality and access metrics were very 
similar whether analyses excluded duplicates entirely or just used the earliest instance of the 
duplicate. Thus, for the Interim Evaluation Report, NORC removed all members with partial or 

 
 
7 As part of the PMV audit process, auditors assess for members being duplicated in the data when they should 
not be. For measures such as follow-up after ED visit for mental illness, members could be included more than 
once since those measures count events, and a member could qualify more than one time for the measured event 
(i.e., the ED visit). 
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total duplicate data from the analysis within each year. NORC will continue to work with DHCS 
to investigate data quality issues for the Summative Evaluation Report,  including the proper 
deduplication of the summarized data. An additional limitation with the MCAS dataset is that 
MCAS data is reported by the MCPs, and, therefore, requires members to be continuously 
enrolled in the MCP to be included in the data. This requirement for continuous enrollment 
may exclude some members who changed MCPs, but who are still continuously enrolled in 
Medi-Cal. 

Further, feedback gathered and analytic findings arising from interviews with MCPs and 
stakeholders reflect the input of those willing and able to participate within the timeframe 
allotted. Participation in these qualitative data collection activities was voluntary for both MCPs 
and stakeholders, and data collection was limited to late July through mid-September 2025. As 
a result, several stakeholders and some MCPs contacted did not respond or declined to 
participate.  

NORC anticipates further methodological challenges will arise during the subsequent 
evaluation process for the Summative Evaluation Report. Exhibit 9 outlines the anticipated 
challenges along with proposed mitigation strategies. 

Exhibit 9. Anticipated Methodological Challenges and Proposed Mitigation Approaches 

Challenge Mitigation Approach 

Timeliness and 
quality of 
enrollment and 
quantitative 
outcome data  

» Work closely with DHCS data stewards to identify appropriate 
datasets for each measure and establish timelines for receiving the 
most recent data, keeping in mind additional time needed for 
administrative approval. 

» Schedule regular meetings with DHCS data stewards to quickly 
address and resolve any data quality issues.  

Constructing a 
valid comparison 
group 

» Assess data for available county-level, area-level, and member-level 
variables that would allow for the proper creation of a comparison 
group. 

» Select comparison counties based on eligibility for the MCP 
transition as well as key county-level characteristics (e.g., aggregate 
sociodemographic characteristics, rurality) to ensure NORC is 
selecting similar counties as comparators.  
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Challenge Mitigation Approach 

» Use entropy balancing to weight comparison group members to be 
similar to members in MCP Transition counties on key 
characteristics in descriptive and impact analyses.  

Non-parallel pre-
intervention 
(baseline) trends, 
or insufficient 
data to establish 
a trend 

» Assess baseline trends in transition and non-transition counties; if 
baseline trends are not parallel, conduct CITS analyses instead of 
DID analyses.  

» Decide on the appropriate level of analysis from available data (e.g., 
annual, quarterly, monthly) that will establish stable trends while 
retaining the most granular level of data to feasibly conduct 
analyses. 

Potential bias 
introduced by 
primary data 
collection 
recruitment 
approach 

» Employ multi-lingual outreach approach in English and Spanish for 
members. 

» Tailor data collection to allow interested individuals to participate 
by web or phone, offering technological support as needed with 
data collection platform (i.e., Zoom), including option to be called 
at time of interview. 

» Offer outside of business hours scheduling to accommodate 
participation outside of business/working hours. 

» For group interviews, offer participants the option of 1:1 
conversations as needed to accommodate preferences and 
schedules. 

Primary data 
collection 
respondent 
burden 

» Thoroughly assess and leverage existing data sources (for example, 
program documents) before considering primary data collection. 

» Conduct primary data collection over videoconferencing rather 
than in person to be more flexible with respondents’ time. 

» Compensate members for their time. 
Primary data 
collection 
respondent recall 
bias 

» Provide framing language to remind participants of timeline of 
transition and transition notification. 

» Focus interview topics on perceived changes arising during and 
after the transition occurred, allowing for feedback on changes 
observed over broader transition period. 
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Challenge Mitigation Approach 

» Conduct primary data collection in the first half of 2025, to 
maximize recall. 

Voluntary 
participation in 
qualitative data 
collection limits 
generalizability 
of insights to 
those willing and 
able to 
participate 

» Develop and provide supplementary information about the 
evaluation (e.g., FAQ sheets, snapshot summaries of goals and 
objectives) in outreach communications to ensure participants are 
aware of evaluation goals, timelines, expectations from them as a 
participant, and data privacy and confidentiality protocols in place.  

» Offer flexibility in scheduling dates and times for focus groups and 
interviews; allow individuals expressing interest in focus group 
participant to provide feedback via 1:1 interview instead, if/where 
requested. 

» Send detailed scheduling correspondence and follow-up and 
reminder emails to boost participation.  
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RESULTS 
The results presented in this report are derived from quantitative and qualitative data and 
presented by Demonstration goal. Trends in quality and access measures are provided for the 
baseline period of the MCP Transition (January 2021 – December 2023), and data from 
interviews with MCP officials and DHCS SAC members present the early implementation 
experience of transition counties. 

Goal 1: Maintain or improve overall access to and continuity of 
care 
This section presents results on access and continuity of care experienced by transition county 
members. NORC first shows the demographic characteristics of members residing in the 
transition counties during the baseline period, then present quality and access metrics over the 
baseline period and member perceptions of access to preventative and ambulatory health 
services, behavioral health services, and continuity of care. 

Member Demographics 
NORC began the evaluation of the MCP Transition by examining the demographic 
characteristics of members residing in the transition counties. In this section, NORC presents 
information on member characteristics during the baseline period, and in the Summative 
Evaluation Report, NORC will contrast the demographic distributions during the baseline 
period to those observed during the implementation period. Due to data availability, the 
Interim Evaluation Report includes demographic data for the transition counties only; 
differences between transition and non-transition counties will be examined in the Summative 
Evaluation Report.  

Overall there were 1,671, 271 unique members who resided within the MCP Transition counties 
and were enrolled in Medi-Cal for at least one month during the baseline period (Exhibit 10).  
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Exhibit 10. Member populations were highest in Alameda, Contra Costa, and Imperial 
counties, and lowest in Plumas, Mariposa, and Sierra counties. 

 

 
Pooled across the three years of the baseline period, the majority of members were 19 to 44 
years old (39.9 percent of the member population), and 0 to 18 years old (27.3 percent). NORC 
observed a slight majority of female members at 52.8 percent, with male members comprising 
47.2 percent. Hispanic members made up the largest racial and ethnic group at 33.6 percent, 
while non-Hispanic White and Asian members represented 20.7 percent and 11.8 percent of all 
members, respectively. A total of 67.4 percent of members reported English as their primary 
language. Additionally, 11.5 percent of members were dually eligible for both Medicare and 
Medicaid for at least one month during the baseline period. Member demographics were 
stable year over year in the baseline period across the transition counties (see Appendix A. ), 
with the largest change being a slight decrease in the percent of non-Hispanic White members 
(from 21.6 in 2021 to 19.7 percent in 2023) and a corresponding increase in the percent of 
Hispanic members (34.2 percent in 2021 to 36.6 percent in 2023). Exhibit 11 presents a 
summary of member demographics across the transition counties for the baseline period. 
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Exhibit 11. Members across the transition counties during the baseline period (January 
2021 – December 2023) were predominantly 19-44 years old, Hispanic, and not dually 
eligible for Medicare and Medicaid.

 

County Level Demographic Characteristics  

At baseline, NORC identified notable variations in member demographics by transition county. 
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Age Group. The 19–44 yr. age group comprised the largest proportion of members in nearly 
all transition counties, accounting for between 33 percent (in Sierra County) and 41 percent 
(Butte County) of the total population. Butte, San Benito, and Nevada Counties had the largest 
proportion of this age group (41.3, 40.6, and 40.5 percent, respectively). Colusa, Glenn, and 
Yuba Counties reported the highest percentage of members from 0-18 years old (35.0, 33.9, 
and 32.9 percent, respectively). In contrast, there was more variability in the proportion of 
members in the 65–84 yr. age group across counties. Sierra County (17.6 percent) and Plumas 
County (13.5 percent) reported higher proportions of older members, while in contrast, San 
Benito (7.8 percent) and Placer (9.9 percent) showed comparatively lower proportions of 
seniors. 

Sex. Female members comprised a slight majority across all transition counties, ranging from 
50.4 percent in Mariposa County to 53.8 percent in Imperial County. Counties with the next 
highest proportions of female members were Contra Costa (53.6 percent) and Colusa (53.3 
percent) Counties.  

Race/Ethnicity. Hispanic members constituted the largest racial/ethnic group in several 
counties, with particularly high representation in Imperial (82.5 percent), Colusa (67.7 percent), 
San Benito (68.4 percent), and Glenn (51.0 percent) Counties. Non-Hispanic White members 
represented the majority in Sierra (70.8 percent), Plumas (68.8 percent), Nevada (67.8 percent), 
and Mariposa (66.5 percent) Counties.  

Dual Eligibility Status. Less than 25 percent of members across all transition counties were 
dually eligible for Medicare and Medicaid for at least one month during the baseline period, 
with percentages ranging from 8.6 percent in San Benito County to 21.4 percent in Sierra 
County. In addition to Sierra County, Plumas, Mariposa, and Imperial Couties also reported 
relatively high proportions of dually eligible members (15.6, 14.1, and 13.9 percent, 
respectively).  

Primary Language. Across all but one transition county, English was the predominant 
language among members. Mariposa, Plumas, Nevada, and Sierra Counties reported the 
highest proportions of English-speaking members (95.0, 94.5 92.6 and 93.0 percent, 
respectively). In contrast, Imperial County was the only county with majority non-English 
speakers, where 56.7 percent of members spoke Spanish (75,833 out of 133,809 total 
members). The counties with the next highest percentages of non-English speakers were 
Colusa, San Benito, and Alameda (at 46.7, 38.0, and 36.6 percent non-English speakers and 46.5 
[6,478 out of 13,945], 37.5 [11,042 out of 29,478], and 23.1 [147,530 out of 638,048] percent 
Spanish speakers, respectively). 
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County Priority Health Needs 
In reviewing publicly available documentation (i.e., Community Health Improvement Plans, 
Community Health Needs Assessments, and Population Needs Assessments), NORC was able 
to identify self-reported priority health needs for 15 transition counties. This information is 
summarized in Exhibit 12 below. 

Exhibit 12. Transition Counties and Corresponding Priority Health Needs Reported in 
Publicly Available Documentation 

County 2024 MCP(s) Priority Health Needs Identified 

Alameda Alameda Alliance for 
Health 

Kaiser Permanente 

Access to care, behavioral health, community safety, 
employment, and housing.8 

Butte Partnership Health Plan 
of California 

Access to care, behavioral health, community safety, 
food security, housing, employment, and income 
security.9 

Colusa Partnership Health Plan 
of California 

Access to care, behavioral health (e.g., ACEs 
prevention and response), economic opportunity 
and sustainability, and environmental health risks.10  

Contra 
Costa 

Contra Costa Health 
Plan 

Kaiser Permanente 

Behavioral health, and chronic disease management 
(i.e., asthma, diabetes, cardiovascular disease, 
obesity).11  

Glenn Partnership Health Plan 
of California 

Access to care, behavioral health (e.g., ACEs), 
community safety, income security, medical provider 
shortages, and transportation.12  

 
 
8 https://acphd-web-media.s3-us-west-2.amazonaws.com/media/programs-
services/chip/docs/community-health-improvement-plan-2023-25.pdf  
9 https://www.buttecounty.net/DocumentCenter/View/12035/Butte-County-Community-Health-
Assessment-Revised-on-April-20-2024-PDF?bidId=  
10 https://acrobat.adobe.com/id/urn:aaid:sc:va6c2:786755c1-f220-46c6-ac69-bcbf0175a14a  
11 https://www.cchealth.org/home/showpublisheddocument/32241/638911007644870000  
12 https://www.canva.com/design/DAGJdHCipAA/k754x3-
yUGFlDeQGt6qqIQ/view?utm_content=DAGJdHCipAA&utm_campaign=designshare&utm_medium=lin
k&utm_source=editor#1  

https://acphd-web-media.s3-us-west-2.amazonaws.com/media/programs-services/chip/docs/community-health-improvement-plan-2023-25.pdf
https://acphd-web-media.s3-us-west-2.amazonaws.com/media/programs-services/chip/docs/community-health-improvement-plan-2023-25.pdf
https://www.buttecounty.net/DocumentCenter/View/12035/Butte-County-Community-Health-Assessment-Revised-on-April-20-2024-PDF?bidId=
https://www.buttecounty.net/DocumentCenter/View/12035/Butte-County-Community-Health-Assessment-Revised-on-April-20-2024-PDF?bidId=
https://www.buttecounty.net/DocumentCenter/View/12035/Butte-County-Community-Health-Assessment-Revised-on-April-20-2024-PDF?bidId=
https://acrobat.adobe.com/id/urn:aaid:sc:va6c2:786755c1-f220-46c6-ac69-bcbf0175a14a
https://acrobat.adobe.com/id/urn:aaid:sc:va6c2:786755c1-f220-46c6-ac69-bcbf0175a14a
https://www.cchealth.org/home/showpublisheddocument/32241/638911007644870000
https://www.cchealth.org/home/showpublisheddocument/32241/638911007644870000
https://www.canva.com/design/DAGJdHCipAA/k754x3-yUGFlDeQGt6qqIQ/view?utm_content=DAGJdHCipAA&utm_campaign=designshare&utm_medium=link&utm_source=editor#1
https://www.canva.com/design/DAGJdHCipAA/k754x3-yUGFlDeQGt6qqIQ/view?utm_content=DAGJdHCipAA&utm_campaign=designshare&utm_medium=link&utm_source=editor#1
https://www.canva.com/design/DAGJdHCipAA/k754x3-yUGFlDeQGt6qqIQ/view?utm_content=DAGJdHCipAA&utm_campaign=designshare&utm_medium=link&utm_source=editor#1
https://www.canva.com/design/DAGJdHCipAA/k754x3-yUGFlDeQGt6qqIQ/view?utm_content=DAGJdHCipAA&utm_campaign=designshare&utm_medium=link&utm_source=editor#1
https://www.canva.com/design/DAGJdHCipAA/k754x3-yUGFlDeQGt6qqIQ/view?utm_content=DAGJdHCipAA&utm_campaign=designshare&utm_medium=link&utm_source=editor#1
https://www.canva.com/design/DAGJdHCipAA/k754x3-yUGFlDeQGt6qqIQ/view?utm_content=DAGJdHCipAA&utm_campaign=designshare&utm_medium=link&utm_source=editor#1
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County 2024 MCP(s) Priority Health Needs Identified 

Imperial Community Health Plan 
of Imperial Valley 

Kaiser Permanente 

Access to care, behavioral health, child and family 
health13, chronic disease management (e.g., 
diabetes)14, and community safety.15 

Mariposa Central California 
Alliance For Health 

Kaiser Permanente 

Access to care, behavioral health, chronic disease 
management, child and family health, housing and 
homelessness, health equity and SDOH, and 
maternal health.16 

Nevada Partnership Health Plan 
of California 

Child and family health (e.g., vaccinations), 
comprehensive healthcare and social services, and 
affordable early learning and care programs.17  

Placer Partnership Health Plan 
of California 

Aging and older adult health, built environment, and 
lifestyle and preventative health concerns.18  

Plumas Partnership Health Plan 
of California 

Access to care, behavioral health (e.g., substance use 
and overdose, and suicide), chronic disease 
management (e.g., cancer, diabetes, heart disease, 
and kidney disease), environmental health (e.g., air 
quality), community safety (e.g., accidents and 
injuries), and food insecurity and hunger.19  

San Benito Central California 
Alliance for Health 

Partnership Health Plan 
of California 

Access to care, behavioral health (e.g., mental health 
and substance use services, stigma reduction, and 
integrated care), early childhood development, and 
parenting supports across health and service 
sectors.20 

 
 
13 https://chpiv.org/wp-content/uploads/2024/03/QIHEC-Agenda-4.10.24.FULL_.pdf  
14 https://chpiv.org/wp-content/uploads/2024/03/QIHEC-Agenda-4.10.24.FULL_.pdf  
15 https://www.icphd.org/assets/CHACHIP/Reports/CHIP/2024-27-Imperial-County-Community-Health-
Improvement-Plan.pdf  
16 https://www.mariposacounty.org/2163/Community-Health-Assessment-CHA  
17 https://www.nevadacountyca.gov/DocumentCenter/View/55580/Nevada-County-Community-Health-
Improvement-Plan-2025-2027  
18 https://www.placerdashboard.org/content/sites/placer/Placer_County_Community_2024-
2029_Health_Improvement_Plan_v2.pdf  
19 https://www.plumascounty.us/DocumentCenter/View/47101/Plumas-County-CHIP-2023-Final?bidId=  
20 https://hhsa.cosb.us/wp-content/uploads/2024/10/SBC_CHIP.pdf  

https://chpiv.org/wp-content/uploads/2024/03/QIHEC-Agenda-4.10.24.FULL_.pdf
https://chpiv.org/wp-content/uploads/2024/03/QIHEC-Agenda-4.10.24.FULL_.pdf
https://www.icphd.org/assets/CHACHIP/Reports/CHIP/2024-27-Imperial-County-Community-Health-Improvement-Plan.pdf
https://www.icphd.org/assets/CHACHIP/Reports/CHIP/2024-27-Imperial-County-Community-Health-Improvement-Plan.pdf
https://www.mariposacounty.org/2163/Community-Health-Assessment-CHA
https://www.nevadacountyca.gov/DocumentCenter/View/55580/Nevada-County-Community-Health-Improvement-Plan-2025-2027
https://www.nevadacountyca.gov/DocumentCenter/View/55580/Nevada-County-Community-Health-Improvement-Plan-2025-2027
https://www.placerdashboard.org/content/sites/placer/Placer_County_Community_2024-2029_Health_Improvement_Plan_v2.pdf
https://www.placerdashboard.org/content/sites/placer/Placer_County_Community_2024-2029_Health_Improvement_Plan_v2.pdf
https://www.plumascounty.us/DocumentCenter/View/47101/Plumas-County-CHIP-2023-Final?bidId=
https://hhsa.cosb.us/wp-content/uploads/2024/10/SBC_CHIP.pdf
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County 2024 MCP(s) Priority Health Needs Identified 

Sierra Partnership Health Plan 
of California 

Access to care, behavioral health (e.g., tobacco use 
and vaping), community supports (e.g., recreational 
activity), and food and nutrition access.21 

Sutter Partnership Health Plan 
of California 

Kaiser Permanente 

Behavioral health (e.g., ACEs), food and nutrition 
access, community resilience, housing and 
homelessness, and reducing STIs.22 

Tehama Partnership Health Plan 
of California 

Access to care, behavioral health (e.g., mental health 
and substance abuse prevention), and food and 
nutrition access.23 

Yuba Partnership Health Plan 
of California 

Kaiser Permanente 

Access to care, behavioral health, the built 
environment, and community safety.24 

Access to Care 
As measures of access to care, NORC examined member-to-provider ratios for all physicians as 
well as for PCP and specialists (Exhibit 13). Due to data limitations, NORC was only able to 
include data for 2022 and 2023, as this data was not collected in 2021. In the Interim Evaluation 
Report, NORC is presenting data only for the transition counties, but in the Summative 
Evaluation Report NORC will compare ratios for transition versus non-transition counties. The 
ratio of members to physicians overall across the transition counties increased from 21.2 in 
2022 to 24.1 in 2023. Across counties, there was wide variation in this ratio, which when 
averaged across the baseline period, ranged from 17.4 in Contra Costa County and 17.9 in 
Placer County to 250.2 in San Benito County and 312.0 in Tehama County (see Appendix B.). 

  

 
 
21 https://sierracounty.ca.gov/DocumentCenter/View/9346/Community-Health-Assessment-CHA-2023  
22 https://www.suttercounty.org/home/showpublisheddocument/6770/638339306743730000  
23 https://www.tehamacohealthservices.net/wp-content/uploads/2025/07/Tehama-CHIP.pdf  
24 https://cms7files.revize.com/yubaca/Yuba%20County%20CHIP%20-%20FINAL.pdf  

https://sierracounty.ca.gov/DocumentCenter/View/9346/Community-Health-Assessment-CHA-2023
https://www.suttercounty.org/home/showpublisheddocument/6770/638339306743730000
https://www.tehamacohealthservices.net/wp-content/uploads/2025/07/Tehama-CHIP.pdf
https://cms7files.revize.com/yubaca/Yuba%20County%20CHIP%20-%20FINAL.pdf
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Exhibit 13. The ratio of members to total physicians and to specialists increased from 
2022 to 2023, but the ratio of members to PCPs decreased over the two years. 

Year Total 
Number 

of 
Member

s 

All Physicians PCPs Specialists 

Total FTE 
Physicians 

Ratio of 
Members 

to 
Physicians 

Total 
FTE 

PCPs 

Ratio of 
Member

s to 
PCPs 

Total FTE 
Specialis

ts 

Ratio of 
Member

s to 
Specialis

ts 

2022 976,990 46,112.0 21.2 2,835.1 344.6 36,716.7 26.6 

2023 1,049,760 43,542.4 24.1 5,690.4 184.5 36,183.1 29.0 

Pooled 
baseline  

2,026,750 89,654.4 22.6 8,525.5 237.7 72,899.8 27.8 

NOTE: The total number of members/providers refers to the total number of members/providers across 
all MCP Transition counties. Ratios for the pooled baseline represent averages of the yearly ratios, 
weighted by the number of physicians, PCPs, or specialists. FTE=full-time equivalent. 

Ratio of members to PCPs showed wide variation between the two baseline years as well as 
between county. The counties with the highest PCP access (i.e., lowest baseline ratios of 
members to PCPs) were Mariposa (45.9), Placer (69.8), and Imperial (142.1) Counties, while the 
counties with the lowest access (highest ratios) were Tehama (1,252.4), Colusa (1,399.8), San 
Benito (1,850.2), and Butte Counties (2,199.9). Overall, across counties, the ratio of members to 
PCPs decreased from 344.6 in 2022 to 184.5 in 2023. The ratio of members to specialists 
showed a similar pattern by county. 

Overall, NORC saw similar patterns across transition counties regarding access to physicians, 
PCPs, and specialists (Exhibit 14). Access fell roughly along urban and rural divides, with urban 
counties generally reporting greater access, with some exceptions. Alameda, Contra Costa, 
Placer, and Mariposa all reported greater provider access, but Mariposa was the only rural 
county of that group. Of the counties reporting lower access (Colusa, Butte, San Benito, and 
Tehama), Butte was the only urban county.  
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Exhibit 14. Member to provider ratios varied between MCP Transition counties but 
showed similar patterns by county across the three ratio measures. 

 
Qualitative rapid analysis of managed care plan 
interviews underscored that MCPs believed the 
transition would improve overall access to care for 
members in effected counties, citing ease of 
authorization processes and lower denial rates 
among COHS and Single Plan Counties.  

 

Preventative and Ambulatory Health 
Services 
This section describes rates in preventive and ambulatory health services during the baseline 
period. The measures derived from MCAS and Core Set datasets are the only ones for which 
NORC has data for transition and non-transition counties, so NORC presents results for both 
groups of counties, as well as the state overall. For additional details on baseline rates for each 
transition county, please see Appendix C. The Summative Evaluation Report will include 
member perceptions of their access to such services. NORC hypothesized that the 
Demonstration will maintain or improve access to preventive/ ambulatory health services, 
including rates of well-child visits, immunizations for adolescents, and timeliness of prenatal 
and postpartum care. 

“Ultimately, it's better for the health of 
Californians to have less people in 
commercial insurance. [Now] all of the 
dollars that come into our community 
go directly back to our community 
through our county infrastructure, and 
it's going to providers.” – Health Plan 
Interview 
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Well-Child Visits  

Well-child visits at 15 and 30 months (Exhibit 15) both increased over the baseline period, for 
transition as well as non-transition counties. The percentage of children with 6 or more well-
child visits at 15 months increased from 48.1 percent in 2021 to 59.6 percent in 2023 in 
transition counties, and the percentage with 2 or more well-child visits at 30 months increased 
from 63.6 percent in 2021 to 70.1 percent in 2023 in transition counties. During the baseline 
period, the percentage of children with appropriate well-child visits at both 15 and 30 months 
in the transition counties were higher than the corresponding percentages in the non-
transition counties.  

Exhibit 15. Rates of well-child visits at 15- and 30-months increased over the baseline 
period and were higher in transition versus non-transition counties. 

Year Transition Counties Non-Transition 
Counties Statewide 

15 months 

 Member
s turning 

15 
months 
during 
the MY 

Had 6 
or 

more 
well-
child 
visits 
in MY 

% Membe
rs 

turning 
15 

months 
during 
the MY 

Had 6 
or 

more 
well-
child 

visits in 
MY 

% Member
s turning 

15 
months 
during 
the MY 

Had 6 
or 

more 
well-
child 

visits in 
MY 

% 

2021 5,977 2,877 48.1 89,943 35,755 39.8 95,920 38,632 40.
3 

2022 6,016 3,245 53.9 87,294 43,030 49.3 93,310 46,275 49.
6 

2023 6,011 3,583 59.6 85,205 45,325 53.2 91,216 48,908 53.
6 

Pooled 
baselin
e 

18,004 9,705 53.9 262,442 124,110 47.3 280,446 133,815 47.
7 

30 months 
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 Member
s turning 

30 
months 
during 
the MY 

Had 2 
or 

more 
well-
child 
visits 
in MY 

% Membe
rs 

turning 
30 

months 
during 
the MY 

Had 2 
or 

more 
well-
child 
visits 

% Member
s turning 

30 
months 
during 
the MY 

Had 2 
or 

more 
well-
child 

visits in 
MY 

% 

2021 14,220 9,048 63.6 170,760 102,472 60.0 184,980 111,520 60.
3 

2022 14,287 9,740 68.2 169,868 108,827 64.1 184,155 118,567 64.
4 

2023 13,586 9,522 70.1 162,240 107,779 66.4 175,826 117,301 66.
7 

Pooled 
baselin
e 

42,093 28,31
0 

67.3 502,868 319,078 63.5 544,961 347,388 63.
7 

NOTES: Values for the pooled baseline indicate the total number of infants in the eligible population 
that received well child visits over the entire baseline period. MY=measurement year. 

Across the transition counties, seven of the fifteen had baseline rates of 15-month well-child 
visits (pooled over the entire period) between 50 and 60 percent, while only Mariposa County 
was below 30 percent (17.9 percent). Two counties (Contra Costa and Sutter) achieved rates 
greater than 60 percent. For 30-month well-child visits, most counties fell within the 50–70 
percent range, with three counties exceeding 70 percent (Colusa, Tehama, and Sutter, the latter 
of which also achieved high 15-month well-child visit rates). Two counties, Plumas and 
Mariposa, were below 50 percent for 30-month well-child visit rates. 

Child and Adolescent Well-Care Visits 

Rates of child and adolescent well-care visits were relatively stable year over year during the 
baseline period and were also similar between the transition and non-transition counties. Over 
the entire baseline period, child and adolescent well-care visit rates were 48.2 percent in 
transition counties, and 48.0 percent in non-transition counties and statewide (Exhibit 16). 
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Exhibit 16. Rates of child and adolescent well-care visits were stable during the baseline period. 

Year Transition Counties Non-Transition Counties Statewide 

Members 
ages 3-21 
in the MY 

Had at 
least one 
well-care 

visit 
during 

MY 

% Members 
ages 3-21 
in the MY 

Had at 
least one 
well-care 

visit 
during MY 

% Members 
ages 3-21 
in the MY 

Had at 
least one 
well-care 

visit 
during MY 

% 

2021 322,105 155,296 48.2 3,876,769 1,839,376 47.4 4,198,874 1,994,672 47.5 

2022 338,653 160,339 47.3 4,019,096 1,888,436 47.0 4,357,749 2,048,775 47.0 

2023 323,292 158,394 49.0 3,946,627 1,954,821 49.5 4,269,919 2,113,215 49.5 

Pooled 
baseline 

984,050 474,029 48.2 11,842,492 5,682,633 48.0 12,826,542 6,156,662 48.0 

NOTES: Numerator and denominator values for the pooled baseline represent person-years, not the number of unique members, 
since members could count in the numerator and denominator multiple times over the 3-year baseline period. Thus, the pooled 
baseline represents the total number of person-years with a well-child visit out of the total number of person-years eligible for 
screening. MY=measurement year. 

Of the fifteen transition counties, only Colusa exceeded 60 percent for child and adolescent well-care visits, while two 
neighboring counties, Alameda and Contra Costa, achieved rates between 50–60 percent. Most (eight) counties were in 
the 40–50 percent range, while Plumas and Sierra Counties had the lowest rates at 23.7 and 25.4 percent, respectively.  

Immunizations for Adolescents 

Immunization rates (Exhibit 17) for the meningococcal vaccine were relatively stable from 2021-2022, but dropped in 
2023 for both transition and non-transition counties (70.5 percent in 2021 to 61.7 percent in 2023 for transition 
counties), and were slightly lower for transition compared to non-transition counties for all baseline years. 
Immunization rates for tetanus, diphtheria toxoids and acellular pertussis (TDAP) were relatively high at around 81 
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percent, remained stable throughout the baseline period, and were comparable between transition and non-transition 
counties. Immunization for human papillomavirus (HPV) began at about 36 percent for transition and non-transition 
counties in 2021 and increased to 39.6 percent for transition counties and 38.6 percent in non-transition counties by 
2023. Vaccine rates for Combination 1 (comprising meningococcal and TDAP vaccines) were only available for 2023 and 
were 59.8 percent in transition counties and 63.1 percent in non-transition counties. Vaccine rates for Combination 2 
(comprising meningococcal, TDAP, and HPV vaccines) remained at around 34 percent for both the transition and non-
transition counties and over each year of the baseline period.  

Exhibit 17. Immunization rates for adolescents were generally stable over the baseline period and between 
transition and non-transition counties. 

Year Transition Counties Non-Transition Counties Statewide 

Adolescents 

who turned 

13 during MY 

Had the 

given 

vaccine 

Rate Adolescents 

who turned 

13 during MY 

Had the 

given 

vaccine 

Rate Adolescents 

who turned 

13 during MY 

Had the 

given 

vaccine 

Rate 

Meningococcal Vaccine 

2021 18,074 12,744 70.5 212,237 153,368 72.3 230,311 166,112 72.1 

2022 22,391 15,892 71.0 252,408 182,711 72.4 274,799 198,603 72.3 

2023 22,352 13,783 61.7 250,657 163,276 65.1 273,009 177,059 64.9 

Pooled 
baseline 

62,817 42,419 67.5 715,302 499,355 69.8 778,119 541,774 69.6 

TDAP 

2021 18,074 14,175 78.4 212,237 168,485 79.4 230,311 182,660 79.3 

2022 22,391 18,346 81.9 252,408 208,946 82.8 274,799 227,292 82.7 

2023 22,352 18,215 81.5 250,657 208,720 83.3 273,009 226,935 83.1 
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Year Transition Counties Non-Transition Counties Statewide 

Adolescents 

who turned 

13 during MY 

Had the 

given 

vaccine 

Rate Adolescents 

who turned 

13 during MY 

Had the 

given 

vaccine 

Rate Adolescents 

who turned 

13 during MY 

Had the 

given 

vaccine 

Rate 

Pooled 
baseline 

62,817 50,736 80.8 715,302 586,151 81.9 778,119 636,887 81.8 

HPV 

2021 18,074 6,500 36.0 212,237 76,844 36.2 230,311 83,344 36.2 

2022 22,391 8,806 39.3 252,408 92,810 36.8 274,799 101,616 37.0 

2023 22,352 8,844 39.6 250,657 96,779 38.6 273,009 105,623 38.7 

Pooled 
baseline 

62,817 24,150 38.4 715,302 266,433 37.2 778,119 290,583 37.3 

Combination 1 

2023 22,352 13,362 59.8 250,657 158,150 63.1 273,009 171,512 62.8 

Combination 2 

2021 18,074 5,851 32.4 212,237 71,069 33.5 230,311 76,920 33.4 

2022 22,391 8,168 36.5 252,408 86,712 34.4 274,799 94,880 34.5 

2023 22,352 7,660 34.3 250,657 85,418 34.1 273,009 93,078 34.1 

Pooled 
baseline 

62,817 21,679 34.5 715,302 243,199 34.0 778,119 264,878 34.0 

NOTES: The meningococcal vaccine indicates receiving at least one meningococcal serogroups A, C, W, Y vaccine with a date of 
service on or between the adolescent’s 11th and 13th birthdays. TDAP indicates receiving at least one tetanus, diphtheria toxoids, 
and acellular pertussis (Tdap) vaccine with a date of service on or between the adolescent’s 10th and 13th birthdays. HPV indicates 
receiving at least two HPV vaccines on or between the child’s 9th and 13th birthdays and with dates of service at least 146 days 
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apart, or at least three HPV vaccines with different dates of service on or between the adolescent’s 9th and 13th birthdays. 
Combination 1 comprises the meningococcal and TDAP vaccines, and data was only available for 2023. Combination 2 comprises 
the meningococcal, TDAP, and HPV vaccines. Values for the pooled baseline indicate the total number of members receiving 
vaccines out of the total number eligible for a vaccine. HPV=human papillomavirus; MY=measurement year; TDAP=tetanus, 
diphtheria toxoids and acellular pertussis.
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Exhibit 18 shows the aggregate baseline rates for meningococcal, TDAP, HPV, and 
Combination 2 vaccination among eligible adolescents by county. Of the fifteen transition 
counties, only two (Alameda and Imperial) achieved rates greater than 70 percent for 
meningococcal vaccine. Five counties achieved rates of 60-70 percent, including a cluster of 3 
neighboring counties (Colusa, Sutter, Butte). Sutter and Butte also achieved high TDAP 
vaccination rates. Glenn County was the only county that exceeded 90 percent for TDAP 
vaccination, despite having relatively low vaccination rates for the other conditions. Sutter, 
Alameda, and Contra Costa had the highest rates of HPV and Combination 2 vaccinations 
among transition counties. Sierra, Plumas, and Mariposa Counties consistently had the lowest 
vaccination rates for all three individual conditions and Combination 2. 
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Exhibit 18. Vaccination rates at baseline varied by transition county, with Sierra, Plumas, 
and Mariposa Counties having the lowest vaccination rates. 

 
NOTES: The meningococcal vaccine indicates receiving at least one meningococcal serogroups A, C, W, 
Y vaccine with a date of service on or between the adolescent’s 11th and 13th birthdays. TDAP indicates 
receiving at least one tetanus, diphtheria toxoids, and acellular pertussis (Tdap) vaccine with a date of 
service on or between the adolescent’s 10th and 13th birthdays. HPV indicates receiving at least two 
HPV vaccines on or between the child’s 9th and 13th birthdays and with dates of service at least 146 
days apart, or at least three HPV vaccines with different dates of service on or between the adolescent’s 
9th and 13th birthdays. Combination 2 comprises the meningococcal, TDAP, and HPV vaccines. 
HPV=human papillomavirus; TDAP=tetanus, diphtheria toxoids and acellular pertussis. 
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Timeliness of Prenatal and Postpartum Care 

Rates of receiving prenatal care in the first trimester (Exhibit 19) were high at about 87 percent 
for both transition and non-transition counties, although they did drop slightly in 2023 (to 85.9 
percent in transition counties and 85.2 percent in non-transition counties). Rates of postpartum 
care were stable throughout the baseline period and slightly higher for transition versus non-
transition counties (83.1 versus 80.3 percent, respectively, pooled over the baseline period). 

Exhibit 19. Rates of prenatal care were slightly higher than rates of postpartum care, but 
both rates were stable during the baseline period for transition and non-transition 
counties. 

Year Transition Counties Non-Transition Counties Statewide 

Prenatal Care During the First Trimester 
 

Live 
birth

s 

Had a 
prenatal 

visit in first 
trimester 

% Live 
births 

Had a 
prenatal 

visit in first 
trimester 

% Live 
births 

Had a 
prenatal 

visit in first 
trimester 

% 

2021 2,467 2,180 88.
4 

14,23
4 

12,419 87.
2 

16,70
1 

14,599 87.
4 

2022 2,125 1,863 87.
7 

14,72
1 

12,810 87.
0 

16,84
6 

14,673 87.
1 

2023 2,090 1,796 85.
9 

18,18
2 

15,497 85.
2 

20,27
2 

17,293 85.
3 

Pooled 
baselin
e 

6,682 5,839 87.
4 

47,13
7 

40,726 86.
4 

53,81
9 

46,565 86.
5 

Postpartum Care 
 

Live 
birth

s 

Had a 
postpartu

m visit  

% Live 
births 

Had a 
postpartu

m visit  

% Live 
births 

Had a 
postpartu

m visit  

% 

2021 2,467 2,028 82.
2 

14,23
4 

11,470 80.
6 

16,70
1 

13,498 80.
8 

2022 2,125 1,778 83.
7 

14,72
1 

11,825 80.
3 

16,84
6 

13,603 80.
7 
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Year Transition Counties Non-Transition Counties Statewide 

2023 2,090 1,745 83.
5 

18,18
2 

14,557 80.
1 

20,27
2 

16,302 80.
4 

Pooled 
baselin
e 

6,682 5,551 83.
1 

47,13
7 

37,852 80.
3 

53,81
9 

43,403 80.
6 

NOTES: Postpartum visits had to occur on or between 7 and 84 days after delivery. Values for the 
pooled baseline indicate the total number of live births receiving prenatal and postpartum visits out of 
the total number of live births eligible for these visits. 

Across transition counties, all fifteen counties generally had high rates of prenatal visits in the 
first trimester, ranging from 77.8% in Mariposa County to 94.5% in Plumas County, with most 
counties achieving between 85-90%. However, two counties with relatively high prenatal visit 
rates (Placer, 89.6%, and Glenn, 89.6%) also had relatively lower postpartum visit rates (Placer, 
77.2% and Glenn, 81.3%). Postpartum visit rates by county varied from Sierra at 62.5% to 
Alameda at 87.0%, with most counties achieving between 75-85% (Exhibit 20). 

Exhibit 20. Most counties achieved between 85-90% prenatal visit rates during the first 
trimester, and between 75-85% postpartum visit rates. 

 
NOTE: Postpartum visits had to occur on or between 7 and 84 days after delivery. 
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Behavioral Health Services  
This section describes baseline access to behavioral health services and the MCPs’ strategies 
for behavioral health coordination. From the qualitative interviews, NORC learned that MCPs 
established and expanded communication channels with county behavioral health departments 
and specialty mental health providers. Key strategies included monthly meetings, closed-loop 
referral tracking, and shared health information exchanges. NORC hypothesize that the 
Demonstration will maintain or improve access to behavioral health services, including rates of 
follow up after ED visit for mental illness and non-specialty mental health member-to-provider 
ratios.  

Follow up After Emergency Department Visits for Mental Illness 

Follow-up rates within 7 days of an ED visit for mental illness (Exhibit 21) varied over the 
baseline years and were generally higher in transition counties than non-transition counties. In 
the transition counties, 7-day follow-up rates increased from 24.1 percent in 2021 to 39.9 
percent in 2022, but dropped to 32.1 percent in 2023. Follow-up rates within 30 days showed 
the same increase in 2022 for both transition and non-transition counties, and were also 
generally higher for transition counties than non-transition counties.  

Exhibit 21. Follow-up rates after an ED visit for mental illness showed an increase in 2022 
and were generally higher for transition counties than non-transition counties. 

Year Transition Counties Non-Transition Counties Statewide 

Numb

er of 

ED 

visits 

Numbe

r of 

visits 

with 

follow-

up  

% Numb

er of 

ED 

visits 

Numbe

r of 

visits 

with 

follow-

up  

% Numb

er of 

ED 

visits 

Numbe

r of 

visits 

with 

follow-

up  

% 

Within 7 Days 

2021 4,585 1,107 24.1 46,049 10,659 23.1 50,634 11,766 23.2 

2022 4,698 1,873 39.9 49,077 16,344 33.3 53,775 18,217 33.9 

2023 4,895 1,572 32.1 53,806 13,380 24.9 58,701 14,952 25.5 
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Year Transition Counties Non-Transition Counties Statewide 

Numb

er of 

ED 

visits 

Numbe

r of 

visits 

with 

follow-

up  

% Numb

er of 

ED 

visits 

Numbe

r of 

visits 

with 

follow-

up  

% Numb

er of 

ED 

visits 

Numbe

r of 

visits 

with 

follow-

up  

% 

Pooled 
baselin
e 

14,178 4,552 32.1 148,932 40,383 27.1 163,11
0 

44,935 27.5 

Within 30 Days 

2021 4,585 1,565 34.1 46,049 16,085 34.9 50,634 17,650 34.9 

2022 4,698 2,420 51.5 49,077 22,940 46.7 53,775 25,360 47.2 

2023 4,895 2,245 45.9 53,806 20,222 37.6 58,701 22,467 38.3 

Pooled 
baselin
e 

14,178 6,230 43.9 148,932 59,247 39.8 163,11
0 

65,477 40.1 

NOTES: The eligible population is defined as members age 18 and older. ED visits in the denominator 
have a principal diagnosis of mental illness or self-harm. Values for the pooled baseline indicate the 
total number of mental health ED visits that occurred during the baseline period that received follow-
up. 

Exhibit 22 shows the variation by county in the follow-up rates within 7 days and 30 days of an 
ED visit for mental illness. For follow-up within 7 days, six of the fifteen transition counties fell 
within the 25–30 percent range. A smaller number of counties achieved slightly higher rates, 
between 30–35 percent, with one county (Alameda) exceeding 35 percent. Four counties with 
higher 7-day follow-up rates (between 30-35 percent), were geographically clustered: Glenn, 
Nevada, Placer, and Sutter. Regarding 30-day follow-up rates, most counties fell within the 35 
to 45 percent range, with three counties achieving rates above 45 percent (Alameda, Nevada, 
and Glenn – all three of which also had high 7-day follow-up rates). Tehama, San Benito, and 
Imperial reported the lowest rates of both 7-day and 30-day follow-up. Rates of 30-day follow-
up exceeded rates of 7-day follow-up by 7 percent in Mariposa to 22 percent in Plumas. 
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Exhibit 22. Most transition counties had 7-day follow-up rates after a mental health ED 
visit between 20 and 30 percent, and 30-day follow-up rates between 35 and 45 percent. 

 
Non-Specialty Outpatient Mental Health Member-to-Provider Ratio 

Network adequacy measures show that the ratio of total members to non-specialty outpatient 
mental health providers decreased very slightly from 99.9 in 2022 to 96.4 in 2023 (Exhibit 23). 
The aggregate baseline member-to-provider ratio showed wide variation by transition county, 
ranging from 29.2 in Placer County and 73.9 in Contra Costa County to 1,966.4 in Imperial 
County and 4,545.7 in San Benito County (See Appendix B). 

Exhibit 23. The ratio of members to non-specialty outpatient mental health providers 
decreased slightly from 2022 to 2023. 

Year Total Number 
of Members 

Total FTE Non-Specialty 
Outpatient Mental Health 

Providers 

Ratio of Members to 
Providers 

2022 976,990 9,782.5 99.9 

2023 1,049,760 10,894.3 96.4 

Pooled 
baseline 

2,026,750 20,676.9 98.0 

NOTES: Non-specialty outpatient mental health providers comprise Psychologists, Licensed Clinical Social Workers, and 
Licensed Marriage and Family Therapists. Ratios for the pooled baseline represent averages of the yearly ratios, weighted by 
the number of providers. Data was not available for 2021 as it was not collected at that time. FTE=full-time equivalent. 
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Continuity of Care  
Qualitative interviews with MCPs and stakeholders revealed some challenges in the 
administrative preparation and data transfer processes, which 
MCPs felt introduced barriers to maintaining continuity of care 
for members. This included receiving late or incomplete data 
from transitioning MCPs, leading to the reinforming of care 
authorization to members who had already received 
authorization approvals, and in some cases, had already had 
the authorized procedure the previous year. This led to 
member confusion regarding the notification of authorization, 
resulting in a far higher than average call volume to member 
assistance lines. Continuity of care will be analyzed 
quantitatively using continuity of care grievances data from 
DHCS. Due to data acquisition timelines, this analysis will be 
presented in the Summative Evaluation Report.  

Goal 2: Maintain or improve quality of care 
This section describes metrics relating to quality of care during 
the baseline period. In the Summative Evaluation Report, 
NORC will add information on member perceptions of care 
quality. NORC hypothesized that the Demonstration 
will maintain or improve quality of care, including rates of 
breast cancer screening and all-cause readmissions. For 
additional details on baseline rates for each transition county, 
please see Appendix C.  

Breast Cancer Screening 

Rates of breast cancer screening (Exhibit 24) were relatively stable over the baseline period, 
except for a slight dip in 2022 for both transition and non-transition counties (from 57.0 
percent in 2021 to 55.5 percent in 2022 for transition counties), and were slightly higher for 
non-transition versus transition counties. 

 

 

“If we had some input into 
others going through similar 
sorts of activity, it would be 
trying to make sure that… rates 
and certainly the data sharing 
that's required for seamless 
patient care… [are] put into [a] 
3-month window instead of the 
last 30 day window and certainly 
the last, you know, three to five 
days. It was a terrible scramble 
to try to get all of that [data] 
pulled across. We had our IT 
folks up 24/7 working on 
projects… and unfortunately, it 
wasn't that we weren't preparing 
for it, it was that, when we 
finally got the information that 
we needed to get… it was a 
scramble at that point to try to 
make things happen.” -Health 
Plan Interview 
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Exhibit 24. Rates of breast cancer screening were stable over the baseline period and 
slightly higher non-transition versus transition counties. 

Year 
Transition Counties Non-Transition 

Counties 
Statewide 

 

Wo
men 
ages 
50 
to 
74 

Had a 
mammogra

m 
Ra
te 

Wom
en 

ages 
50 to 

74 

Had a 
mammogra

m 
Ra
te 

Wom
en 

ages 
50 to 

74 

Had a 
mammogra

m 
Ra
te 

2021 
54,3
77 30,993 

57.
0 

529,8
84 310,120 

58.
5 

584,2
61 341,113 

58.
4 

2022 
60,7
25 33,678 

55.
5 

594,0
59 335,284 

56.
4 

654,7
84 368,962 

56.
3 

2023 
61,3
57 35,436 

57.
8 

595,2
61 349,578 

58.
7 

656,6
18 385,014 

58.
6 

Pooled 
baseline 

176,
459 100,107 

56.
7 

1,719
,204 994,982 

57.
9 

1,895
,663 1,095,089 

57.
8 

NOTES: Numerator and denominator values for the pooled baseline represent person-years, not the 
number of unique members, since members could count in the numerator and denominator multiple 
times over the 3-year baseline period. Thus, values for the pooled baseline indicate the total number of 
person-years receiving a mammogram screening out of the total number of person-years eligible for 
screening. 

Of the fifteen transition counties, only one (Contra Costa) exceeded 60 percent for aggregate 
baseline mammogram screening rates, while three other counties were in the 55 to 60 percent 
range: Alameda, San Benito, and Imperial. Most counties fell between 45-60 percent. Two 
counties (Yuba and Plumas) had screening rates below 45 percent. 

MCP All-Cause Readmissions  

All-cause readmissions were evaluated by calculating the ratio of the number of observed 
readmissions to the number of expected readmissions, given the hospitalized member’s 
general health. Expected readmissions are risk-adjusted estimates based on the presence of an 
observation stay status at discharge, any surgeries performed during the hospitalization, and 
the member’s discharge condition, comorbidities, age, and sex. Thus, lower ratios are more 
favorable as they signal fewer actual readmissions compared to what was expected. Statewide, 
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the ratio of observed-to-expected all-cause 30-day readmissions was below 1 (0.95-0.96) for all 
baseline years. The observed-to-expected ratio was similar in transition counties, dropping 
slightly over time to 0.93 in 2022 and 0.92 in 2023 (Exhibit 25). 

There was some variation in the ratio of observed-to-expected all-cause readmissions by 
transition county. Ratios ranged from a low of 0.71 in Colusa County to a high of 2.17 in Sierra 
County (Exhibit 26). Three other counties had ratios above 1.0: San Benito, Alameda, and 
Mariposa. Most counties had ratios falling between 0.80 and 1.0. 

Exhibit 25. Observed-to-expected ratios for all-cause readmissions were between 0.80-
1.0 for most transition counties. 

  



70 
 

Exhibit 26. Ratios of observed-to-expected all-cause readmissions were below 1 in transition and non-transition 
counties. 

Year Transition Counties Non-Transition Counties Statewide 

Index 
hospi

tal 
stays 

Observ
ed 30-
day R-
adms 

Expect
ed 30-
day R-
adms 

Ratio 
of 

observ
ed to 

expect
ed 

Index 
hospi

tal 
stays 

Observ
ed 30-
day R-
adms 

Expect
ed 30-
day R-
adms 

Ratio 
of 

observ
ed to 

expect
ed 

Index 
hospi

tal 
stays 

Observ
ed 30-
day R-
adms 

Expect
ed 30-
day R-
adms 

Ratio 
of 

obser
ed to 

expec
ed 

2021 19,33
7 

1,814 1,892 0.96 213,7
98 

19,455 20,324 0.96 233,1
35 

21,269 22,216 0.96 

2022 21,26
4 

1,932 2,072 0.93 222,0
10 

19,966 20,937 0.95 243,2
74 

21,898 23,008 0.95 

2023 21,81
7 

1,953 2,114 0.92 227,3
06 

20,837 21,588 0.97 249,1
23 

22,790 23,702 0.96 

Poole
d 

baseli
ne 

62,41
8 

5,699 6,077 0.94 663,1
14 

60,258 62,849 0.96 725,5
32 

65,957 68,926 0.96 

NOTES: The eligible population is defined as members ages 18 to 64. The expected number of readmissions is a risk-adjusted 
estimate based on presence of observation stay status at discharge, surgeries, discharge condition, comorbidity, age, and sex. 
Values for the pooled baseline indicate the total number of index admissions with a readmission over the entire baseline period. R-
adms=readmissions
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In qualitative analyses of managed care plan 
interviews, improvement of quality of care 
remained a priority. Some methods for 
improvement included a focus on patient outreach 
and care coordination for preventative services, 
while others analyzed contracts among 
transitioning MCPs’ provider networks for quality 
and efficiency.  

Goal 3: Maintain or improve access 
to high-quality, continuous care among historically 
marginalized and under-resourced populations  
In this section, NORC describes the strategies that MCPs took to expand services and 
engage members to improve equity of care. NORC hypothesize that the Demonstration 
will maintain or improve care access, quality, and continuity among historically 
marginalized and under-resourced populations. As with Goal 2, the Summative 
Evaluation Report will incorporate member perceptions of access to and quality of care. 
NORC first began with a descriptive assessment of potential health disparities in the 
baseline period, then described the approaches that MCPs implemented to address 
these disparities. 

For the Interim Evaluation Report, NORC was only able to conduct descriptive analyses 
for quality and access metrics by subgroups of counties stratified by urban (falling under 
1115 waiver authority) versus rural (falling under 1915 waiver authority) status. For the 
Summative Evaluation Report, NORC will conduct a more thorough analysis of impacts, 
including all equity-relevant subgroups of race/ethnicity, age, sex, and preferred 
language.  

During the baseline period, urban transition counties had more favorable rates across 
several metrics. For example, 55.3% of children in urban counties received six or more 
well-child visits by 15 months, compared to 48.3% in rural counties. However, the 
disparity between the urban and rural setting had narrowed considerably for the 30-
month well-child metric, a trend that was reflected in each individual year of the 
baseline period (see additional details in Appendix C). In 2023, 61.2% of children in 
urban counties received six or more visits in the first 15 months, compared to 53.3% in 
rural areas, a difference of 7.9 percentage points. For the first 30 months, the percentage 

“[The transition] has really 
helped shape the way that we 
outreach members and making 
sure that we have strict protocols 
that define the attempts to 
outreach members… via phone, 
via letters, secure messaging, 
[etc.].” -Health Plan Interview 
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of children with two or more visits was 70.6% in urban areas and 68.2% in rural areas, 
reducing the gap to just 2.4 percentage points.  

Adolescent vaccination rates were generally higher in urban counties versus rural, 
particularly for the HPV vaccine (41.1% vs. 28.3%) and the Combination 2 vaccine (36.8% 
vs. 25.7%), although rates of TDAP vaccination were comparable between urban and 
rural counties at about 80%. Maternal health measures favored urban versus rural 
counties, with higher rates of prenatal (88.7% vs. 84.7%) and postpartum visits (84.1% vs. 
80.9%). Behavioral health follow-up after emergency department visits was also more 
frequent in urban counties, with 33.1% receiving follow-up within 7 days compared to 
26.0% in rural areas (with the disparity persisting for follow-up within 30 days). However, 
quality of care indicators were mixed, with urban areas having a slightly higher 
mammogram rate (57.0% vs. 55.5% in rural counties), but rural areas having a more 
favorable readmission ratio (0.89 vs. 0.95 in urban counties). 

Exhibit 27. Urban transition counties tended to have more favorable results for 
quality and access metrics over the whole baseline period, compared to rural 
transition counties. 

 Urban Rural 

Preventative and Ambulatory Health Services 

Percent with 6 or more well-child visits in the MY for children 
turning 15 months 

55.3 48.3 

Percent with 2 or more well-child visits in the MY for children 
turning 30 months 

67.6 66.0 

Children and adolescents with at least one well-care visit during 
the MY 

49.0 45.2 

Rate for Meningococcal Vaccine for adolescents 68.7 62.9 

Rate for TDAP for adolescents 80.8 80.5 

Rate for HPV for adolescents 41.1 28.3 

Rate for Combination 1 Vaccine for adolescents1 60.3 57.8 

Rate for Combination 2 Vaccine for adolescents 36.8 25.7 

Percent of live births with a prenatal visit in the first trimester 88.7 84.7 

Percent of live births with a postpartum visit on or between 7-84 
days after delivery 

84.1 80.9 



73 
 

 Urban Rural 

Behavioral Health Services 

Percent of ED visits for mental illness with follow-up with 7 days  33.1 26.0 

Percent of ED visits for mental illness with follow-up with 30 
days  

45.0 37.3 

Quality of Care 

Rate of mammograms among women ages 50-74 57.0 55.5 

Ratio of observed to expected all-cause readmissions 0.95 0.89 
NOTES: Rates are shown pooled over the 3-year baseline period for all urban versus rural counties. 1 Rates for 
Combination 1 vaccination reflect rates during 2023, as that was the only year of available data for this vaccine. 

Overall trends between urban and rural counties were reflected in each individual year 
of the baseline period, with one exception. In both rural and urban counties, follow-up 
rates for ED visits for mental illness in 2022 were considerably higher than in 2021 or 
2023, and in 2022 rural counties achieved higher follow-up rates than urban counties 
(for 7-day follow-up, 43.8% and 39.2% for rural and urban, respectively, and for 30-day 
follow-up, 52.9% and 51.3%). 

In interviews, MCPs described undertaking several efforts to expand access to 
historically under-resourced populations, better engage members to coordinate 
services, and deliver culturally inclusive care. 

» Access for rural and under-resourced populations. One MCP operating in largely rural 
regions expanded telehealth services and non-emergency medical transportation to 
improve access to specialty care. These investments were particularly impactful in 
areas with limited provider availability, helping assist with gaps in care delivery. 

» Multilingual outreach and member engagement. MCPs implemented multilingual 
outreach strategies to ensure members received timely and culturally appropriate 
information about the transition and their benefits. Outreach efforts began well in 
advance of the January 2024 transition date, including phone calls and written 
notices. Communications were tailored to members’ preferred written languages 
and interpreter services were available for real-time phone support. 

» Behavioral health integration and coordination. Efforts to improve behavioral health 
access included the implementation of closed-loop referral systems. One MCP 
established referral trackers with all county behavioral health departments in its 
service area to confirm appointment scheduling and attendance. These systems 
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supported continuity of care and strengthened coordination between managed care 
and specialty behavioral health services. 

» Culturally inclusive services. MCPs emphasized the importance of culturally and 
linguistically appropriate care across all points of 
service. Member-facing materials were translated 
into languages identified by the state. Interpreter 
services were available at all levels of care, 
including in-person and telehealth visits. Internal 
and contracted providers received training on 
cultural competency and diversity, equity, and 
inclusion practices.  

“Interpreter services are 
offered at all points of contact 
to ensure continuity and 
appropriateness of care.”  

– Health Plan Interview 
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Goal 4: Reduce administrative complexity for MCPs 
This section describes activities undertaken by MCPs and stakeholder groups to reduce 
administrative complexity. NORC hypothesized that the transition will reduce 
administrative complexity by centralizing and streamlining workflows and provider and 
member outreach and engagement activities. 

Qualitative interviews revealed the transition introduced significant operational 
demands for participating MCPs. While the transition aimed to streamline member 
experience and improve care coordination, MCPs reported navigating substantial 
administrative complexity, particularly in the prep and post-launch phases. This 
summary synthesizes insights from three participating MCPs and one stakeholder 
organization to inform DHCS’s ongoing efforts to reduce administrative burden and 
improve future transitions. As with prior Goals, the Summative Evaluation Report will 
incorporate member perspectives on system complexity, and service navigation. 

Pre-Launch Activities 

MCPs devoted considerable time and resources to pre-launch activities, including: 

» Stakeholder engagement. Multiple MCPs reported conducting listening sessions and 
outreach with county officials, behavioral health departments, providers, and 
community-based organizations. These efforts helped build trust and clarify 
expectations, especially in counties unfamiliar with the incoming MCP. 

» Data acquisition from existing MCPs. MCPs 
described challenges in obtaining timely, accurate 
member data from exiting MCPs. Data quality 
issues created confusion and delayed continuity of 
care efforts, including outdated provider 
assignments, incomplete utilization and 
authorization histories, and inconsistent 
formatting. 

» Staffing and infrastructure expansion. To anticipate 
the needs of the transition, MCPs added new roles 
to their staff, including county-level coordinators, 
member services leads, and data analysts. They also built internal systems to 
process member files, assess prior utilization, and generate automatic authorizations 
when possible. 

  

“I think what was the actual 
case was a lot of the data that 
was coming over from [health 
plan] was extremely poor-
quality data, which had a lot of 
poor information... People were 
assigned to PCPs that were five 
hours away from us in 
[county]." – Health Plan 
Interview 
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Workflow Changes During and After Launch 

Post-launch, MCPs implemented several workflow adaptations to maintain continuity 
and reduce disruption, including: 

» Behavioral health coordination. MCPs established and expanded communication 
channels with county behavioral health departments and specialty mental health 
providers. Key strategies included monthly meetings, closed-loop referral tracking, 
and shared health information exchanges. 

» Rapid data review and member assignment. MCPs developed internal algorithms to 
match members to PCPs based on prior care history, geographic proximity, and 
panel availability. However, poor data quality sometimes resulted in inaccurate 
connections, including assignments to providers located far from members. 

» Cross MCP collaboration. In counties in which Kaiser Permanente was also operating 
as a MCP option, , MCPs coordinated messaging, member outreach, and transition 
checklists to ensure consistency and reduce confusion. 

 

Goal 5: Maintain MCP accountability and improve 
transparency 
This section describes activities undertaken by MCPs to maintain or improve MCP 
accountability and improve transparency during the transition process, including 
developing and publishing required performance and operations documentation and 
required Community Reinvestment Plans. NORC hypothesized that the MCPs will adhere 
to transition requirements and publish required performance and operations 
documentation, and develop and execute their Community Reinvestment Plans. 

In qualitative interviews, MCPs reported undertaking steps to maintain MCP 
accountability and improve transparency before and after transition launch, though they 
and stakeholders interviewed noted continued challenges navigating roles and 
responsibilities of care entities (e.g., behavioral health providers) within transition 
counties and limited awareness about the transition among members and direct care 
providers.  

Use of DHCS Transition Policy Guide  
MCPs identified the DHCS Transition Policy Guide as a valuable resource that supported 
transparency and clarity during the 2024 managed care transition. The guide set 

https://www.dhcs.ca.gov/Documents/Managed-Care-Plan-Transition-Policy-Guide.pdf
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expectations and requirements in a single document which facilitated internal planning 
and coordination. 

Defining Entity Roles and Responsibilities  
Confusion around the responsibilities between managed care plans and specialty 
behavioral health providers was a recurring 
theme. Some expressed concern that MCPs 
lacked clarity on their obligations, particularly 
in distinguishing between specialty and non-
specialty care. The process by which MCPs 
could and should establish financing 
agreements, Memoranda of Understanding 
(MOUs) and other contractual arrangements 
with counties was at times similarly unclear; in at least one instance, a MCP created 
documentation that led to confusion and strained relationships with counties. The 
document proposed financial arrangements that diverged from state guidance, leading 
to delays in executing Memoranda of Understanding (MOUs) and concerns about 
fairness and transparency. Others described the administrative complexity of 
coordinating care across counties, each with different intake criteria, referral processes, 
and expectations. To address these challenges, some MCPs emphasized the importance 
of sustained relationship-building and monthly meetings with county partners to clarify 
roles and improve collaboration. 

Assessing Provider and Member Awareness  
Across counties and MCPs, all providers could access the DHCS Managed Care Plan 
Transition Page for Providers, which directs providers to the Members page and a 
searchable database of areas impacted. In reviewing publicly available documents, 
NORC was able to identify additional provider notifications and newsletters covering 
three different MCPs in four counties. Additional details on provider outreach and 
notification efforts are in Exhibit 28. 

  

“Providers were, by and large, 
completely blindsided by this 
transition, not knowing what it 
meant, not knowing the implications, 
not knowing who to reach out to.” - 
Health Plan Interview 
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Exhibit 28. Provider Outreach and Notification Efforts as Reported on MCP 
Websites 

County 2024 
MCP(s) 

How Providers Were Informed 

Alameda Alameda 
Alliance for 
Health 

In December 2023, providers were notified about the 
transition to a single MCP via Alameda Alliance for 
Health’s “Provider Updates” section and a 
downloadable information sheet that informed 
providers on what changes to expect, such as increase 
in membership and guidance on continuity of care.25 

Contra Costa Contra 
Costa 
Health Plan 

In 2023, providers were made aware of the transition 
via CCHP's "Provider Network News" Winter letter, that 
they would now be the primary managed care plan in 
CC county. It incorporated "need to know" bullets at 
the bottom about upcoming changes or areas of 
potential concern.26 

Mariposa, San 
Benito 

Central 
California 
Alliance For 
Health 

Providers were notified about the transition of the MCP 
through official communications - including the 
December 2023 Provider Bulletin and the Provider 
Digest (Issue 39).27,28 

Similarly, members across all counties and MCPs were informed of the MCP transition 
via the DHCS MCP transition overview page and materials. The materials are available in 
both English and Spanish. At the county-specific level, the DHCS searchable database 
included every county’s specific notice to members, and resources were available in 
English and Spanish. Additionally, the team was able to identify additional webpage or 
news updates on four different MCP and health center websites covering fourteen 
counties clarifying that members impacted by MCP transitions were informed via mail 
and should have received additional clarifying information from their new MCPs. Details 
on MCP-specific informational notices to members were relatively sparse, but available 
information is summarized in the table below.  

 
 
25 https://alamedaalliance.org/providers/provider-updates/  
26 https://www.cchealth.org/home/showpublisheddocument/29683/638447330039270000  
27 https://thealliance.health/wp-content/uploads/CCAH-Provider-December2023-high-res.pdf  
28 https://thealliance.health/provider-digest-issue-39/  

https://www.alamedaalliance.org/download.php?file=Provider-Alert_Single-Plan-Transition_Faxed-12.7.2023-1.pdf
https://alamedaalliance.org/providers/provider-updates/
https://www.cchealth.org/home/showpublisheddocument/29683/638447330039270000
https://thealliance.health/wp-content/uploads/CCAH-Provider-December2023-high-res.pdf
https://thealliance.health/provider-digest-issue-39/
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Exhibit 29. Member Outreach and Notification Efforts as Reported on MCP Websites 

County 2024 
MCP(s) 

How Members Were Informed 

Alameda Alameda 
Alliance for 
Health 

Members impacted by the MCP transition were sent a letter 
by mail from their current health insurance MCPs with 
details and next steps.29 

Transition Material Languages: English 

Butte, Colusa, 
Glenn, Nevada, 
Placer, Plumas, 
Sierra, Sutter, 
Tehama, Yuba
  

Partnership 
Health Plan 
of California 

Partnership Health Plan of California produced an 
informational notice with frequently asked questions and 
answers about the MCP transition, reminders, and contact 
information.30 

Transition Material Languages: English 

Imperial Community 
Health Plan 
of Imperial 
Valley 

California Health & Wellness website indicated that 
members in Imperial County were informed that they had 
been auto-enrolled in Community Health Plan of Imperial 
Valley.31 

Transition Material Languages: English, Spanish 

Mariposa, San 
Benito 

Central 
California 
Alliance for 
Health 

MCP website included new updates about expanded 
services and the transition process.32 

Transition Material Languages: English, Spanish, Hmong, 
Punjabi, Vietnamese, Arabic, Chinese, Portuguese, Russian, 
Tagalog, Korean, Persian 
 

 

 
 
29 https://chcnetwork.org/  
30 https://www.countyofcolusaca.gov/DocumentCenter/View/16920/MediCal-
Members_6030day_FINAL  
31 https://www.cahealthwellness.com/members/chw-medi-cal-change-2024.html  
32 https://thealliance.health/mariposa-and-san-benito-counties-have-a-new-medi-cal-health-
plan/  

https://chcnetwork.org/
https://www.countyofcolusaca.gov/DocumentCenter/View/16920/MediCal-Members_6030day_FINAL
https://www.countyofcolusaca.gov/DocumentCenter/View/16920/MediCal-Members_6030day_FINAL
https://www.cahealthwellness.com/members/chw-medi-cal-change-2024.html
https://thealliance.health/mariposa-and-san-benito-counties-have-a-new-medi-cal-health-plan/
https://thealliance.health/mariposa-and-san-benito-counties-have-a-new-medi-cal-health-plan/
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In spite of these efforts, MCPs noted gaps in awareness among Medi-Cal members and 
providers regarding benefit changes and MCP administrative and operational 
responsibilities were and remained extensive in the early 
months of the transition process. Stakeholders similarly 
observed that many members were initially unaware of the 
transition and providers lacked clarity on new contractual and 
quality requirements. Some strategies implemented by the 
managed care MCPs to improve member awareness of the 
change included increased member outreach, conducting 
community engagement events, and increasing awareness of 
member support options for information assistance.  

Providing Documentation of Prior Authorization Requirements 

NORC’s review of publicly available information on MCP websites, conducted from July 
through September 2025, revealed all MCPs posted information about the prior 
authorization process for patients, providers, or both. In most cases, websites contain 
patient-facing information and details about the prior authorization process, including 
offering lists of specific services that require prior authorization. Some MCPs also have 
publicly accessible patient handbooks which include information on services that require 
prior authorization. In the case of two of the MCPs operating in three counties, NORC 
was only able to identify information on prior authorization that was targeted towards 
providers. Further details are shared in the table below. 

  

“We had a 48% increase in 
inbound calls in the month of 
January 2024… A typical 
January, we 're hovering around 
7,500-7,600 and we got 11,300 
calls in that month.” – Health 
Plan Interview 
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Exhibit 30. Summary of Prior Authorization Materials as Reported on MCP 
Websites 

County 2024 MCP(s) Prior Authorization Materials 

Alameda Alameda Alliance for 
Health 

The MCP website contains both patient- and 
provider-facing information discussing the prior 
authorization process, including context on prior 
authorization, lists of services that will always require 
prior authorization, and instructions for prior 
authorization form submission, denials, and 
appeals.33,34 

Alameda, 
Contra 
Costa, 
Imperial, 
Mariposa, 
Sutter, Yuba 

Kaiser Permanente The MCP website contains patient-facing 
information about the utilization management 
process, including detailing the prior authorization 
process, including a list of services that require prior 
authorization.35 

 
 
33 https://alamedaalliance.org/members/group-care/benefits-and-covered-services/  
34 Authorization Management – Alameda Alliance for Health 
35 https://healthy.kaiserpermanente.org/content/dam/kporg/final/documents/health-plan-
documents/notice/utilization-management-process-ca.pdf  

https://alamedaalliance.org/members/group-care/benefits-and-covered-services/
https://alamedaalliance.org/providers/authorizations/authorization-management/
https://healthy.kaiserpermanente.org/content/dam/kporg/final/documents/health-plan-documents/notice/utilization-management-process-ca.pdf
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County 2024 MCP(s) Prior Authorization Materials 

Butte, 
Colusa, 
Glenn, 
Nevada, 
Placer, 
Plumas, 
Sierra, 
Sutter, 
Tehama, 
Yuba 

Partnership Health Plan 
of California 

The MCP website offers information to members in 
the form of handbooks, pamphlets and other online 
information that offers insight into what is available 
to them under Medi-Cal, including specialist visits 
and other services requiring prior authorization.36 37 

The MCP website contains a patient-facing webpage 
describing the prior authorization process and lists 
services that always require prior authorization.38 

Contra 
Costa 

Contra Costa Health 
Plan 

CCHP has an "Authorization and Referral" 
department which providers can call and see which 
services need authorization and referrals. The MCP 
website also includes a CPT Tool that providers can 
use to see if a service needs authorization by 
inputting the 5-digit code, keyword or description of 
service.39,40 

Imperial Community Health Plan 
of Imperial Valley 

The MCP website and member handbook include 
description of the prior authorization process and 
list services that require prior authorization.41 42 

 
 
36 https://www.partnershiphp.org/Members/Medi-Cal/Pages/default.aspx  
37 https://www.partnershiphp.org/Members/Medi-Cal/Pages/Benefits.aspx  
38 https://www.partnershiphp.org/Members/Medi-Cal/Pages/Prior-Authorization.aspx  
39 https://www.cchealth.org/health-insurance/my-contra-costa-health-plan/authorization-and-
referrals-department  
40 https://hsdmobile.cchealth.org/CPTcodesearch  
41 https://chpiv.org/member-resources/ 
42 https://chpiv.org/wp-content/uploads/2025/05/HN_1-25-CHPIV-Handbook-FINAL_English-
1.pdf 

https://www.partnershiphp.org/Members/Medi-Cal/Pages/Prior-Authorization.aspx
https://www.partnershiphp.org/Members/Medi-Cal/Pages/default.aspx
https://www.partnershiphp.org/Members/Medi-Cal/Pages/Benefits.aspx
https://www.cchealth.org/health-insurance/my-contra-costa-health-plan/authorization-and-referrals-department
https://hsdmobile.cchealth.org/CPTcodesearch
https://chpiv.org/member-resources/
https://chpiv.org/wp-content/uploads/2025/05/HN_1-25-CHPIV-Handbook-FINAL_English-1.pdf
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County 2024 MCP(s) Prior Authorization Materials 

Mariposa, 
San Benito 

Central California 
Alliance For Health 

CCAH maintains a dedicated Referrals and 
Authorizations page where providers can access: 
lists of services requiring prior authorization; 
Instructions for submitting Authorization Requests 
(AR) via the Provider Portal, fax, or mail; Utilization 
Management policies and criteria.43 

 
  

 
 
43 https://thealliance.health/for-providers/manage-care/clinical-resources/referrals-and-
authorizations/  

https://thealliance.health/for-providers/manage-care/clinical-resources/referrals-and-authorizations/
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CONCLUSIONS 
This section summarizes key findings from the baseline period of the MCP Transition 
evaluation, organized by the five primary goals guiding the initiative. Drawing on 
quantitative data and qualitative interviews with MCPs and stakeholders, NORC 
identified early successes, persistent challenges, and areas for further investigation. 
These insights will inform the next phase of evaluation, including member interviews 
and implementation-period data analysis, to assess the full impact of the transition on 
access, quality, and equity in care. 

» GOAL 1: Maintain or improve overall access to and continuity of care. 

From an implementation perspective, challenges in administrative readiness and data 
transfer processes were identified as key barriers to ensuring continuity of care during 
MCP transitions. MCPs reported that delays and incomplete data from outgoing MCPs 
often resulted in duplicated care authorization communications, even for services that 
had already been approved or completed. These findings underscore the importance of 
strengthening administrative coordination and data-sharing protocols during MCP 
transitions. Additionally, enhanced communication strategies and member support 
systems may be needed to manage increased inquiries and ensure a smoother transition 
experience for members. 

» GOAL 2: Maintain or improve quality of care. 

During the pre-transition baseline period, the 15 MCP Transition counties outperformed 
non-transition counties and the state as a whole on many of the metrics examined 
related to care access and quality: well-child visits at 15- and 30-months, prenatal and 
postpartum care, follow-up rates after ED visits for mental illness, both for 7-days and 
30-days, and observed-to-expected all-cause readmissions (particularly for 2022 and 
2023). Transition counties performed equally as well as non-transition counties for child 
and adolescent well-care visits. However, transition counties had slightly lower breast 
cancer screening rates than non-transition counties. Transition counties also had lower 
meningococcal and TDAP vaccine rates, but were comparable to non-transition counties 
and the state overall on rates of HPV and Combination 2 vaccinations.  

Member-to-provider ratios varied considerably across MCP Transition counties, with 
urban counties (Placer, Contra Costa, and Alameda) generally reporting greater access 
to overall physicians, PCPs, and specialists, while rural counties (Colusa, Tehama, and 
San Benito) generally reported lower access. 
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MCPs have made substantial investments in workflows and infrastructure to maintain 
this quality of care seen during the baseline period for transitioning members, as well as 
to preserve continuity of care. NORC will have a more robust sense of members’ 
experiences with and perceptions of the effectiveness of these efforts when member 
interviews are completed, set for inclusion in the Summative Evaluation Report. The 
Summative Evaluation Report will also include implementation period data to evaluate 
the impact of the transition on these care access and quality metrics for members. 

» GOAL 3: Maintain or improve access to high-quality, continuous care 
among historically marginalized and under-resourced populations. 

MCPs suggested they are making efforts to expand access to under-resourced 
subpopulations in transition counties, improve care management and behavioral health 
integration, and provide culturally inclusive care. During the baseline period, NORC saw 
some evidence of disparities between urban and rural counties, with the urban transition 
counties outperforming their rural counterparts on child and adolescent well-care visits, 
prenatal and postpartum care, and follow-up after ED visits for mental illness. However, 
rural counties had lower observed-to-expected all-cause readmissions than urban 
counties, and urban versus rural differences in well-child visits and vaccination rates 
were mixed. While urban counties had higher well-child visit rates during the first 15 
months, that difference had largely reduced to zero for children turning 30 months. In 
addition, while urban counties had higher vaccination rates for meningococcus, HPV, 
and Combination 2, vaccination rates for TDAP were comparable between urban and 
rural counties. In the Summative Evaluation Report, NORC will examine whether these 
disparities persist into the implementation period, as well as whether disparities by other 
member characteristics exist or were impacted by the transition. NORC will have a better 
understanding of the degree to which MCPs’ efforts to close any gaps in care have been 
effective after completing and analyzing data from interviews with members. 

» GOAL 4: Reduce administrative complexity for MCPs. 

MCPs have devoted substantial time and effort to creating and/or enhancing 
infrastructure that would allow for streamlining of administrative processes, but are still 
iterating with stakeholders, other MCPs, and DHCS to refine protocols. In the Summative 
Evaluation Report, NORC will engage and incorporate feedback from members across 
transition counties to assess their experience with MCP and service system navigation 
and any administrative barriers or facilitating factors they encountered during and after 
the transition process.  

» GOAL 5: Maintain MCP accountability and improve transparency. 
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MCPs have undertaken substantial effort to engage and orient affected members, 
providers and community-based organizations, and develop and publish transition-
related resource materials. Further, they invested time and workforce to provide 
ongoing consult to and collaboration with community leaders and adjacent county-level 
agencies in transition counties, though the timing and intensity of these engagements 
varied by county and MCP. MCPs noted they had begun planning and pre-work to 
develop their Community Reinvestment Plans, though those MCPs remain in progress. 
As with Goal 4, the Summative Evaluation Report will incorporate feedback from 
member interviews which will shed light on members’ understanding of the transition 
and ability to access and interpret transition-related resources. 

Looking ahead to the summative evaluation:  

In addition to the analyses included in this Interim Evaluation Report, the Summative 
Evaluation Report will include: 

» Data on member demographic and other characteristics, quality and access 
measures, and member-to-provider ratios for both transition and non-transition 
counties, for the baseline period and the full implementation period (January 
2024 – December 2026)  

» Data from interviews with a total of 45 members residing in transition counties, as 
well as additional data from a second round of interviews with MCP officials and 
DHCS SAC members (to be conducted in Year Three). 

» With this additional data, NORC will conduct quantitative analyses to understand 
the impact of the MCP Transition on access to, quality, and continuity of care for 
members residing in the transition counties relative to comparable members 
living in similar counties. NORC will also be able to contextualize quantitative 
findings with direct member experiences and perceptions of the MCP Transition 
on their health care, as well as additional feedback from MCP officials and DHCS 
Advisory Committee members on further implementation progress, challenges 
and successes. 
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INTERPRETATIONS, POLICY IMPLICATIONS AND 
INTERACTIONS WITH OTHER STATE INITIATIVES  

The CalAIM Section 1115 Demonstration MCP Transition amendment provides federal 
authority for California to limit managed care plan choices in Metro, Large Metro, Urban, 
and rural44 counties through the adoption of County Organized Health Systems (COHS) 
and Single Plan models. The primary goal of this amendment is to streamline and align 
managed care programs, create consistency in benefits and enrollment, and strengthen 
program oversight statewide. 

While the Demonstration authority is narrowly focused on enabling COHS and Single 
Plan models to limit MCP choice in affected counties, the broader MCP Transition 
encompasses a suite of reforms aimed at improving care quality, access, equity, and 
transparency. These reforms include: 

» Enhanced care coordination and integration of physical and behavioral health 
services 

» Culturally competent service delivery 

» Increased investment in primary care 

» Mandated community reinvestment by MCPs 

» Strengthened stakeholder engagement and accountability 

» Emphasis on minimizing service disruptions and preserving member choice and 
provider continuity 

As one initiative within the CalAIM Section 1115(a) Demonstration, the MCP Transition is 
also positioned to complement and reinforce other CalAIM initiatives that share the 
overarching goals of building a more coordinated, person-centered, and equitable 
health system. 

For example: 

» The Medi-Cal Matching Plan Policy for Dual Eligible Members addresses 
fragmentation in care delivery by enrolling dually eligible individuals into fully 
integrated MCPs. These MCPs are designed to improve care coordination and 
chronic condition management. Like the MCP Transition, this policy aims to 

 
 
44 Rural counties are authorized through the 1915(b) Waiver 
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simplify managed care structures and standardize benefits, contributing to 
greater efficiency and effectiveness in care delivery. 

» The Providing Access and Transforming Health (PATH) Initiative supports 
infrastructure and capacity-building among community-based providers to 
deliver Enhanced Care Management (ECM) and Community Supports. PATH’s 
focus on readiness and provider strengthening is particularly relevant for 
ensuring that the MCP Transition does not inadvertently disrupt access to care—
especially for historically marginalized populations with complex needs, such as 
justice-involved individuals. 

» The Incentive Payment Program (IPP) provided targeted funding to MCPs to 
accelerate the implementation of Enhanced Care Management (ECM), 
Community Supports, and other delivery system reforms. By incentivizing MCPs 
to build infrastructure, expand provider networks, and improve service quality, 
IPP played a foundational role in preparing plans for the MCP Transition. Its 
emphasis on measurable progress and equitable access for CalAIM Populations 
of Focus—including those newly eligible for services—helped ensure that MCPs 
were better equipped to meet the needs of diverse and high-need populations. 
As MCPs take on expanded responsibilities under the transition, the systems and 
capacities developed through IPP will be critical to sustaining momentum and 
minimizing disruptions in care delivery. 

Together, these initiatives form a cohesive policy framework that seeks to modernize 
Medi-Cal managed care, reduce fragmentation, and improve outcomes for members 
across the state. The MCP Transition is not only a structural shift in MCP models but also 
a strategic opportunity to advance CalAIM’s broader goals of equity, integration, and 
member-centered care. 
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LESSONS LEARNED AND RECOMMENDATIONS 
Through qualitative data collection activities conducted for this report, NORC identified 
a handful of early lessons learned and recommendations. These takeaways reflect the 
findings above. 

» Consistent timelines, roles and responsibilities and data acquisition and review 
workflows for transitioning MCPs (both those entering and exiting a county) are 
critical to ensure both entities are prepared to rapidly assemble, quality review and 
reconcile transition member enrollment and historic utilization data (including prior 
authorizations). MCPs reported their substantial investments in workforce, training, 
and ongoing member and provider education helped them navigate the early 
months of the transition, but worked best when those involved were engaged early 
and expectations and workflows were clear. 

» Early and ongoing engagement with county behavioral health departments and 
specialty behavioral health providers can help strengthen needed partnerships, 
establish necessary documentation (e.g., MOUs, contracts), and align behavioral 
health care coordination workflows. MCPs and stakeholders noted that, where 
efforts were undertaken to proactively engage and establish ongoing 
communication channels with county behavioral health departments and specialty 
behavioral health providers, all parties involved (i.e., members, providers, MCPs, and 
counties) were better prepared to coordinate care. 

» Provider and member awareness of transition processes may be limited, despite 
outreach and engagement; reserving time for MCP staff at all levels (e.g., member 
service and benefits teams, community engagement leads, behavioral health 
coordinators) and developing resource materials to orient providers and members 
in real-time proved beneficial. MCPs reported challenges with ongoing confusion 
from members and providers about the transition process, and found they needed 
to adapt quickly to provide resources (including both staff and written materials) to 
individuals reaching out with questions. 
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TECHNICAL APPENDICES 
Appendix A. Additional Data on Member Demographic Characteristics 

Appendix A 1. Member demographic characteristics overall across the Transition 
counties and pooled across the baseline period. 

 N 

(Total N = 1,671,271) 

Percent 

Age group   

0-18 456,541 27.3 

19-44 667,086 39.9 

45-64 316,464 18.9 

65-84 191,528 11.5 

85+ 39,652 2.4 

Gender   

Female 883,083 52.8 

Male 788,188 47.2 

Race/Ethnicity   

Non-Hispanic White 346,666 20.7 

Hispanic  561,904 33.6 

Non-Hispanic Black 146,885 8.8 

Asian 197,438 11.8 

Native American 7,859 0.5 

Pacific Islander  3,868 0.2 

Other 233,222 14.0 

Missing  173,429 10.4 

Primary Language   
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 N 

(Total N = 1,671,271) 

Percent 

English 1,126,768 67.4 

Non-English 526,467 31.5 

Missing 18,036 1.1 

Dual Eligibility Status   

Not Dually Eligible 1,478,838 88.5 

Dually Eligible 192,433 11.5 

 

Appendix A 2. Member demographic characteristics by baseline year across the 
Transition counties. 

 2021 2022 2023 

 N Percent N Percent N Percent 

Age group 

0-18 347,803 26.47 380,078 27.10 418,982 27.80 

19-44 519,391 39.52 554,335 39.52 597,917 39.67 

45-64 252,025 19.18 269,519 19.22 288,447 19.14 

65-84 160,256 12.19 166,116 11.84 171,306 11.37 

85+ 34,717 2.64 32,580 2.32 30,515 2.02 

Gender       

Female 700,613 53.31 744,602 53.09 796,542 52.85 

Male 613,579 46.69 658,026 46.91 710,625 47.15 

Race/Ethnicity 

Non-Hispanic White 283,847 21.60 289,498 20.64 297,501 19.74 

Hispanic  449,463 34.20 482,130 34.37 550,990 36.56 
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 2021 2022 2023 

 N Percent N Percent N Percent 

Non-Hispanic Black 125,337 9.54 127,109 9.06 124,395 8.25 

Asian 160,921 12.24 165,937 11.83 174,492 11.58 

Native American 6,582 0.50 6,698 0.48 6,741 0.45 

Pacific Islander  3,147 0.24 3,233 0.23 2,985 0.20 

Other 196,054 14.92 213,522 15.22 95,630 6.35 

Missing  88,841 6.76 114,501 8.16 254,433 16.88 

Primary Language 

English 890,831 67.79 948,185 67.60 1,037,517 68.84 

Non-English 413,610 31.47 444,288 31.68 456,775 30.31 

Missing 9,751 0.74 10,155 0.72 12,875 0.85 

Dual Eligibility Status 

Not Dually Eligible 1,162,483 88.46 1,243,045 88.62 1,338,788 88.83 

Dually Eligible 151,709 11.54 159,583 11.38 168,379 11.17 

 

Appendix A 3. Member demographic characteristics by Transition county, pooled 
across the baseline years. Age Group. 

County Age Group N Percent 

Alameda 0-18 154,061 24.15 

Alameda 19-44 258,267 40.48 

Alameda 45-64 125,075 19.60 

Alameda 65-84 82,021 12.85 

Alameda 85+ 18,624 2.92 

Butte 0-18 28,701 26.82 
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County Age Group N Percent 

Butte 19-44 44,221 41.33 

Butte 45-64 20,993 19.62 

Butte 65-84 11,325 10.58 

Butte 85+ 1,758 1.64 

Colusa 0-18 4,875 34.96 

Colusa 19-44 5,232 37.52 

Colusa 45-64 2,249 16.13 

Colusa 65-84 1,347 9.66 

Colusa 85+ 242 1.74 

Contra Costa 0-18 116,323 27.85 

Contra Costa 19-44 169,195 40.50 

Contra Costa 45-64 78,870 18.88 

Contra Costa 65-84 44,112 10.56 

Contra Costa 85+ 9,219 2.21 

Glenn 0-18 6,019 33.85 

Glenn 19-44 6,724 37.81 

Glenn 45-64 3,026 17.02 

Glenn 65-84 1,695 9.53 

Glenn 85+ 318 1.79 

Imperial 0-18 42,450 31.72 

Imperial 19-44 48,913 36.55 

Imperial 45-64 22,195 16.59 

Imperial 65-84 16,741 12.51 

Imperial 85+ 3,510 2.62 
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County Age Group N Percent 

Mariposa 0-18 2,251 26.15 

Mariposa 19-44 3,285 38.17 

Mariposa 45-64 1,855 21.55 

Mariposa 65-84 1,053 12.23 

Mariposa 85+ 163 1.89 

Nevada 0-18 9,753 25.47 

Nevada 19-44 15,511 40.51 

Nevada 45-64 8,247 21.54 

Nevada 65-84 4,149 10.83 

Nevada 85+ 634 1.66 

Placer 0-18 32,230 29.62 

Placer 19-44 43,635 40.10 

Placer 45-64 20,070 18.44 

Placer 65-84 10,777 9.90 

Placer 85+ 2,117 1.95 

Plumas 0-18 2,361 26.27 

Plumas 19-44 3,408 37.93 

Plumas 45-64 1,868 20.79 

Plumas 65-84 1,210 13.47 

Plumas 85+ 139 1.55 

San Benito 0-18 9,620 32.63 

San Benito 19-44 11,952 40.55 

San Benito 45-64 5,067 17.19 

San Benito 65-84 2,284 7.75 
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County Age Group N Percent 

San Benito 85+ 555 1.88 

Sierra 0-18 286 24.44 

Sierra 19-44 383 32.74 

Sierra 45-64 254 21.71 

Sierra 65-84 206 17.61 

Sierra 85+ 41 3.50 

Sutter 0-18 18,510 32.00 

Sutter 19-44 22,043 38.11 

Sutter 45-64 10,172 17.59 

Sutter 65-84 5,954 10.29 

Sutter 85+ 1,164 2.01 

Tehama 0-18 13,254 31.84 

Tehama 19-44 15,811 37.98 

Tehama 45-64 7,726 18.56 

Tehama 65-84 4,240 10.19 

Tehama 85+ 596 1.43 

Yuba 0-18 15,847 32.92 

Yuba 19-44 18,506 38.45 

Yuba 45-64 8,797 18.28 

Yuba 65-84 4,414 9.17 

Yuba 85+ 572 1.19 

 

Appendix A 4. Member demographic characteristics by Transition county, pooled 
across the baseline years. Gender. 
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County Gender N Percent 

Alameda Female 336,280 52.70 

Alameda Male 301,768 47.30 

Butte Female 54,814 51.23 

Butte Male 52,184 48.77 

Colusa Female 7,427 53.26 

Colusa Male 6,518 46.74 

Contra Costa Female 223,996 53.62 

Contra Costa Male 193,723 46.38 

Glenn Female 9,422 52.99 

Glenn Male 8,360 47.01 

Imperial Female 72,027 53.83 

Imperial Male 61,782 46.17 

Mariposa Female 4,336 50.38 

Mariposa Male 4,271 49.62 

Nevada Female 19,479 50.87 

Nevada Male 18,815 49.13 

Placer Female 57,208 52.57 

Placer Male 51,621 47.43 

Plumas Female 4,731 52.65 

Plumas Male 4,255 47.35 

San Benito Female 15,751 53.43 

San Benito Male 13,727 46.57 

Sierra Female 595 50.85 

Sierra Male 575 49.15 
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County Gender N Percent 

Sutter Female 30,278 52.35 

Sutter Male 27,565 47.65 

Tehama Female 21,688 52.10 

Tehama Male 19,939 47.90 

Yuba Female 25,051 52.04 

Yuba Male 23,085 47.96 

 

Appendix A 5. Member demographic characteristics by Transition county, pooled 
across the baseline years. Race/Ethnicity. 

County Race/Ethnicity N Percent 

Alameda White 61,842 9.69 

Alameda Hispanic 180,881 28.35 

Alameda Black 86,441 13.55 

Alameda Asian 124,021 19.44 

Alameda Native American 1,371 0.21 

Alameda Pacific Islander 1,981 0.31 

Alameda Other 124,072 19.45 

Alameda Missing 57,439 9.00 

Butte White 57,675 53.90 

Butte Hispanic 21,467 20.06 

Butte Black 2,879 2.69 

Butte Asian 6,013 5.62 

Butte Native American 1,713 1.60 

Butte Pacific Islander 168 0.16 
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County Race/Ethnicity N Percent 

Butte Other 2,340 2.19 

Butte Missing 14,743 13.78 

Colusa White 2,284 16.38 

Colusa Hispanic 9,435 67.66 

Colusa Black 103 0.74 

Colusa Asian 169 1.21 

Colusa Native American 126 0.90 

Colusa Pacific Islander 11 0.08 

Colusa Other 129 0.93 

Colusa Missing 1,688 12.10 

Contra Costa White 62,638 15.00 

Contra Costa Hispanic 135,275 32.38 

Contra Costa Black 49,177 11.77 

Contra Costa Asian 42,055 10.07 

Contra Costa Native American 948 0.23 

Contra Costa Pacific Islander 1,156 0.28 

Contra Costa Other 86,142 20.62 

Contra Costa Missing 40,328 9.65 

Glenn White 5,920 33.29 

Glenn Hispanic 9,061 50.96 

Glenn Black * * 

Glenn Asian 546 3.07 

Glenn Native American 307 1.73 

Glenn Pacific Islander * * 
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County Race/Ethnicity N Percent 

Glenn Other 158 0.89 

Glenn Missing 1,652 9.29 

Imperial White 6,745 5.04 

Imperial Hispanic 110,358 82.47 

Imperial Black 1,294 0.97 

Imperial Asian 600 0.45 

Imperial Native American 849 0.63 

Imperial Pacific Islander 20 0.01 

Imperial Other 861 0.64 

Imperial Missing 13,082 9.78 

Mariposa White 5,723 66.49 

Mariposa Hispanic 1,474 17.13 

Mariposa Black * * 

Mariposa Asian 92 1.07 

Mariposa Native American 186 2.16 

Mariposa Pacific Islander * * 

Mariposa Other 125 1.45 

Mariposa Missing 918 10.67 

Nevada White 25,947 67.76 

Nevada Hispanic 4,875 12.73 

Nevada Black 257 0.67 

Nevada Asian 431 1.13 

Nevada Native American 231 0.60 

Nevada Pacific Islander 46 0.12 
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County Race/Ethnicity N Percent 

Nevada Other 726 1.90 

Nevada Missing 5,781 15.10 

Placer White 48,873 44.91 

Placer Hispanic 17,715 16.28 

Placer Black 2,783 2.56 

Placer Asian 7,120 6.54 

Placer Native American 718 0.66 

Placer Pacific Islander 188 0.17 

Placer Other 15,616 14.35 

Placer Missing 15,816 14.53 

Plumas White 6,180 68.77 

Plumas Hispanic 1,137 12.65 

Plumas Black 125 1.39 

Plumas Asian * * 

Plumas Native American 213 2.37 

Plumas Pacific Islander * * 

Plumas Other 112 1.25 

Plumas Missing 1,132 12.60 

San Benito White 4,029 13.67 

San Benito Hispanic 20,175 68.44 

San Benito Black 146 0.50 

San Benito Asian 566 1.92 

San Benito Native American * * 

San Benito Pacific Islander 19 0.06 
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County Race/Ethnicity N Percent 

San Benito Other 400 1.36 

San Benito Missing 4,094 13.89 

Sierra White 828 70.77 

Sierra Hispanic 123 10.51 

Sierra Black * * 

Sierra Asian * * 

Sierra Native American * * 

Sierra Pacific Islander * * 

Sierra Other 15 1.28 

Sierra Missing 186 15.90 

Sutter White 16,840 29.11 

Sutter Hispanic 22,115 38.23 

Sutter Black 1,326 2.29 

Sutter Asian 12,106 20.93 

Sutter Native American 267 0.46 

Sutter Pacific Islander 78 0.13 

Sutter Other 1,014 1.75 

Sutter Missing 4,097 7.08 

Tehama White 20,848 50.08 

Tehama Hispanic 13,232 31.79 

Tehama Black 336 0.81 

Tehama Asian 537 1.29 

Tehama Native American 424 1.02 

Tehama Pacific Islander 37 0.09 
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County Race/Ethnicity N Percent 

Tehama Other 344 0.83 

Tehama Missing 5,869 14.10 

Yuba White 20,294 42.16 

Yuba Hispanic 14,581 30.29 

Yuba Black 1,800 3.74 

Yuba Asian 3,098 6.44 

Yuba Native American 451 0.94 

Yuba Pacific Islander 140 0.29 

Yuba Other 1,168 2.43 

Yuba Missing 6,604 13.72 

NOTE: The symbol * indicates suppression or complementary suppression for cells with values less than 11. 

 

Appendix A 6. Member demographic characteristics by Transition county, pooled 
across the baseline years. Dual Eligibility. 

County 
Dual Eligibility 

Status N Percent 

Alameda Not dually eligible 563,321 88.29 

Alameda Dually eligible 74,727 11.71 

Butte Not dually eligible 92,745 86.68 

Butte Dually eligible 14,253 13.32 

Colusa Not dually eligible 12,444 89.24 

Colusa Dually eligible 1,501 10.76 

Contra Costa Not dually eligible 375,352 89.86 

Contra Costa Dually eligible 42,367 10.14 

Glenn Not dually eligible 15,669 88.12 
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County 
Dual Eligibility 

Status N Percent 

Glenn Dually eligible 2,113 11.88 

Imperial Not dually eligible 115,245 86.13 

Imperial Dually eligible 18,564 13.87 

Mariposa Not dually eligible 7,396 85.93 

Mariposa Dually eligible 1,211 14.07 

Nevada Not dually eligible 33,363 87.12 

Nevada Dually eligible 4,931 12.88 

Placer Not dually eligible 97,108 89.23 

Placer Dually eligible 11,721 10.77 

Plumas Not dually eligible 7,585 84.41 

Plumas Dually eligible 1,401 15.59 

San Benito Not dually eligible 26,950 91.42 

San Benito Dually eligible 2,528 8.58 

Sierra Not dually eligible 920 78.63 

Sierra Dually eligible 250 21.37 

Sutter Not dually eligible 51,482 89.00 

Sutter Dually eligible 6,361 11.00 

Tehama Not dually eligible 36,262 87.11 

Tehama Dually eligible 5,365 12.89 

Yuba Not dually eligible 42,996 89.32 

Yuba Dually eligible 5,140 10.68 

 

Appendix A 7. Member demographic characteristics by Transition county, pooled 
across the baseline years. Primary Language. 
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County Primary Language N  Percent 

Alameda English 396,501 62.14 

Alameda Non-English 233,371 36.58 

Alameda Missing 8,176 1.28 

Butte English 95,958 89.68 

Butte Non-English 10,577 9.89 

Butte Missing 463 0.43 

Colusa English 7,361 52.79 

Colusa Non-English 6,515 46.72 

Colusa Missing 69 0.49 

Contra Costa English 279,926 67.01 

Contra Costa Non-English 131,155 31.40 

Contra Costa Missing 6,638 1.59 

Glenn English 12,434 69.92 

Glenn Non-English 5,291 29.75 

Glenn Missing * * 

Imperial English 56,883 42.51 

Imperial Non-English 76,136 56.90 

Imperial Missing 790 0.59 

Mariposa English 8,178 95.02 

Mariposa Non-English * * 

Mariposa Missing 65 0.76 

Nevada English 35,470 92.63 

Nevada Non-English 2,622 6.85 

Nevada Missing 202 0.53 
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County Primary Language N  Percent 

Placer English 91,592 84.16 

Placer Non-English 16,605 15.26 

Placer Missing 632 0.58 

Plumas English 8,490 94.48 

Plumas Non-English 411 4.57 

Plumas Missing 85 0.95 

San Benito English 18,098 61.39 

San Benito Non-English 11,206 38.01 

San Benito Missing 174 0.59 

Sierra English 1,088 92.99 

Sierra Non-English * * 

Sierra Missing * * 

Sutter English 41,422 71.61 

Sutter Non-English 16,231 28.06 

Sutter Missing 190 0.33 

Tehama English 33,370 80.16 

Tehama Non-English 7,957 19.11 

Tehama Missing 300 0.72 

Yuba English 39,997 83.09 

Yuba Non-English 7,953 16.52 

Yuba Missing 186 0.39 

NOTE: The symbol * indicates suppression or complementary suppression for cells with values 
less than 11. 
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Appendix B. Additional Data on Member-to-Provider Ratios 

Appendix B 1. Member to provider ratios, by county and baseline year – All 
Physicians. 

County  Year Total Number of 
Members 

Total FTE 
Physicians 

Ratio of Members to 
Physicians 

Alameda 2022 403,065 20,869.1 19.3 

Alameda 2023 433,308 18,276.1 23.7 

Alameda Pooled 
baseline 

836,373 39,145.2 21.4 

Butte 2022 25,043 193.6 129.4 

Butte 2023 26,777 135.4 197.7 

Butte Pooled 
baseline 

51,820 329.0 157.5 

Colusa 2022 5,470 32.8 166.9 

Colusa 2023 5,465 19.0 288.4 

Colusa Pooled 
baseline 

10,935 51.7 211.4 

Contra 
Costa 

2022 279,045 17,171.5 16.3 

Contra 
Costa 

2023 303,827 16,232.9 18.7 

Contra 
Costa 

Pooled 
baseline 

582,872 33,404.5 17.4 

Glenn 2022 2,913 37.2 78.4 

Glenn 2023 2,979 24.0 123.9 

Glenn Pooled 
baseline 

5,892 61.2 96.3 

Imperial 2022 92,044 2,863.8 32.1 

Imperial 2023 99,411 3,497.1 28.4 

Imperial Pooled 
baseline 

191,455 6,360.9 30.1 
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County  Year Total Number of 
Members 

Total FTE 
Physicians 

Ratio of Members to 
Physicians 

Maripos
a 

2022 5,252 474.8 11.1 

Maripos
a 

2023 5,332 45.0 118.6 

Maripos
a 

Pooled 
baseline 

10,584 519.8 20.4 

Nevada 2022 14,799 189.8 78.0 

Nevada 2023 15,706 128.6 122.1 

Nevada Pooled 
baseline 

30,505 318.4 95.8 

Placer 2022 51,901 2,965.7 17.5 

Placer 2023 54,906 3,017.0 18.2 

Placer Pooled 
baseline 

106,807 5,982.7 17.9 

Plumas 2022 3,013 60.3 50.0 

Plumas 2023 3,018 29.7 101.6 

Plumas Pooled 
baseline 

6,031 90.0 67.0 

San 
Benito 

2022 11,260 58.9 191.2 

San 
Benito 

2023 12,073 34.4 351.5 

San 
Benito 

Pooled 
baseline 

23,333 93.2 250.2 

Sierra 2022 383 9.9 38.8 

Sierra 2023 409 12.9 31.6 

Sierra Pooled 
baseline 

792 22.8 34.8 

Sutter 2022 39,124 617.9 63.3 

Sutter 2023 40,628 1,122.0 36.2 
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County  Year Total Number of 
Members 

Total FTE 
Physicians 

Ratio of Members to 
Physicians 

Sutter Pooled 
baseline 

79,752 1,739.9 45.8 

Tehama 2022 11,154 39.3 283.5 

Tehama 2023 11,993 34.8 344.2 

Tehama Pooled 
baseline 

23,147 74.2 312.0 

Yuba 2022 32,524 527.4 61.7 

Yuba 2023 33,928 933.5 36.3 

Yuba Pooled 
baseline 

66,452 1,460.9 45.5 

NOTE: Ratios for the pooled baseline represent averages of the yearly ratios, weighted by the 
number of providers. FTE=full-time equivalent.  
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Appendix B 2. Member to provider ratios, by county and baseline year – Primary 
Care Practitioners (PCPs). 

County  Year Total Number of 
Members 

Total FTE 
PCPs 

Ratio of Members 
to PCPs 

Alameda 2022 403,065 632.3 637.4 

Alameda 2023 433,308 472.7 916.7 

Alameda Pooled 
baseline 

836,373 1,105.0 756.9 

Butte 2022 25,043 15.3 1,634.5 

Butte 2023 26,777 8.2 3,252.0 

Butte Pooled 
baseline 

51,820 23.6 2,199.9 

Colusa 2022 5,470 5.5 990.4 

Colusa 2023 5,465 2.3 2,387.2 

Colusa Pooled 
baseline 

10,935 7.8 1,399.8 

Contra 
Costa 

2022 279,045 417.9 667.7 

Contra 
Costa 

2023 303,827 3,034.9 100.1 

Contra 
Costa 

Pooled 
baseline 

582,872 3,452.8 168.8 

Glenn 2022 2,913 10.0 292.2 

Glenn 2023 2,979 6.3 470.0 

Glenn Pooled 
baseline 

5,892 16.3 361.3 

Imperial 2022 92,044 591.0 155.7 

Imperial 2023 99,411 756.7 131.4 

Imperial Pooled 
baseline 

191,455 1,347.7 142.1 

Mariposa 2022 5,252 116.5 45.1 
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County  Year Total Number of 
Members 

Total FTE 
PCPs 

Ratio of Members 
to PCPs 

Mariposa 2023 5,332 114.3 46.6 

Mariposa Pooled 
baseline 

10,584 230.8 45.9 

Nevada 2022 14,799 21.4 692.8 

Nevada 2023 15,706 9.7 1,616.0 

Nevada Pooled 
baseline 

30,505 31.1 981.5 

Placer 2022 51,901 764.4 67.9 

Placer 2023 54,906 766.1 71.7 

Placer Pooled 
baseline 

106,807 1,530.5 69.8 

Plumas 2022 3,013 11.7 257.2 

Plumas 2023 3,018 3.5 871.0 

Plumas Pooled 
baseline 

6,031 15.2 397.3 

San 
Benito 

2022 11,260 8.6 1,317.0 

San 
Benito 

2023 12,073 4.1 2,972.8 

San 
Benito 

Pooled 
baseline 

23,333 12.6 1,850.2 

Sierra 2022 383 1.7 219.7 

Sierra 2023 409 0.2 2,045.0 

Sierra Pooled 
baseline 

792 1.9 407.6 

Sutter 2022 39,124 133.9 292.2 

Sutter 2023 40,628 297.3 136.7 

Sutter Pooled 
baseline 

79,752 431.2 184.9 
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County  Year Total Number of 
Members 

Total FTE 
PCPs 

Ratio of Members 
to PCPs 

Tehama 2022 11,154 9.9 1,126.4 

Tehama 2023 11,993 8.6 1,397.8 

Tehama Pooled 
baseline 

23,147 18.5 1,252.4 

Yuba 2022 32,524 95.0 342.5 

Yuba 2023 33,928 205.5 165.1 

Yuba Pooled 
baseline 

66,452 300.4 221.2 

NOTE: Ratios for the pooled baseline represent averages of the yearly ratios, weighted by the 
number of providers. FTE=full-time equivalent.  
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Appendix B 3. Member to provider ratios, by county and baseline year – 
Specialists. 

County  Year Total Number of 
Members 

Total FTE 
Specialists 

Ratio of Members to 
Specialists 

Alameda 2022 403,065 15,717.2 25.6 

Alameda 2023 433,308 13,915.0 31.1 

Alameda Pooled 
baseline 

836,373 29,632.2 28.2 

Butte 2022 25,043 180.1 139.0 

Butte 2023 26,777 219.5 122.0 

Butte Pooled 
baseline 

51,820 399.6 129.7 

Colusa 2022 5,470 27.5 199.0 

Colusa 2023 5,465 27.7 197.1 

Colusa Pooled 
baseline 

10,935 55.2 198.1 

Contra 
Costa 

2022 279,045 13,718.7 20.3 

Contra 
Costa 

2023 303,827 13,368.0 22.7 

Contra 
Costa 

Pooled 
baseline 

582,872 27,086.7 21.5 

Glenn 2022 2,913 28.9 100.9 

Glenn 2023 2,979 33.2 89.6 

Glenn Pooled 
baseline 

5,892 62.1 94.9 

Imperial 2022 92,044 2,842.0 32.4 

Imperial 2023 99,411 3,492.6 28.5 

Imperial Pooled 
baseline 

191,455 6,334.6 30.2 
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County  Year Total Number of 
Members 

Total FTE 
Specialists 

Ratio of Members to 
Specialists 

Maripos
a 

2022 5,252 471.7 11.1 

Maripos
a 

2023 5,332 65.7 81.2 

Maripos
a 

Pooled 
baseline 

10,584 537.3 19.7 

Nevada 2022 14,799 169.7 87.2 

Nevada 2023 15,706 183.7 85.5 

Nevada Pooled 
baseline 

30,505 353.3 86.3 

Placer 2022 51,901 2,302.2 22.5 

Placer 2023 54,906 2,492.3 22.0 

Placer Pooled 
baseline 

106,807 4,794.5 22.3 

Plumas 2022 3,013 52.9 57.0 

Plumas 2023 3,018 37.9 79.6 

Plumas Pooled 
baseline 

6,031 90.8 66.4 

San 
Benito 

2022 11,260 53.9 208.9 

San 
Benito 

2023 12,073 34.9 345.9 

San 
Benito 

Pooled 
baseline 

23,333 88.8 262.8 

Sierra 2022 383 8.1 47.5 

Sierra 2023 409 17.5 23.4 

Sierra Pooled 
baseline 

792 25.6 31.0 

Sutter 2022 39,124 602.8 64.9 

Sutter 2023 40,628 1,223.5 33.2 
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County  Year Total Number of 
Members 

Total FTE 
Specialists 

Ratio of Members to 
Specialists 

Sutter Pooled 
baseline 

79,752 1,826.3 43.7 

Tehama 2022 11,154 29.4 379.0 

Tehama 2023 11,993 49.8 241.0 

Tehama Pooled 
baseline 

23,147 79.2 292.3 

Yuba 2022 32,524 511.8 63.5 

Yuba 2023 33,928 1,021.8 33.2 

Yuba Pooled 
baseline 

66,452 1,533.6 43.3 

NOTE: Ratios for the pooled baseline represent averages of the yearly ratios, weighted by the 
number of providers. FTE=full-time equivalent.  
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Appendix B 4. Member to provider ratios, by county and baseline year – Non-
Specialty Outpatient Mental Health Providers. 

Count
y  

Year Total 
Number of 
Members 

Total FTE Non-Specialty 
Outpatient Mental Health 

Providers 

Ratio of 
Members to 

Providers 

Alame
da 

2022 403,065 4,517.4 89.2 

Alame
da 

2023 433,308 4,021.8 107.7 

Alame
da 

Pooled 
baselin
e 

836,373 8,539.2 97.9 

Butte 2022 25,043 56.0 447.4 

Butte 2023 26,777 21.0 1,276.4 

Butte Pooled 
baselin
e 

51,820 77.0 673.4 

Colus
a 

2022 5,470 6.9 789.4 

Colus
a 

2023 5,465 2.0 2,740.6 

Colus
a 

Pooled 
baselin
e 

10,935 8.9 1,225.4 

Contr
a 
Costa 

2022 279,045 3,913.3 71.3 

Contr
a 
Costa 

2023 303,827 3,974.2 76.4 

Contr
a 
Costa 

Pooled 
baselin
e 

582,872 7,887.5 73.9 
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Count
y  

Year Total 
Number of 
Members 

Total FTE Non-Specialty 
Outpatient Mental Health 

Providers 

Ratio of 
Members to 

Providers 

Glenn 2022 2,913 6.9 420.4 

Glenn 2023 2,979 2.8 1,066.3 

Glenn Pooled 
baselin
e 

5,892 9.7 606.0 

Imperi
al 

2022 92,044 46.9 1,963.1 

Imperi
al 

2023 99,411 50.5 1,969.5 

Imperi
al 

Pooled 
baselin
e 

191,455 97.4 1,966.4 

Marip
osa 

2022 5,252 30.6 171.6 

Marip
osa 

2023 5,332 5.6 953.2 

Marip
osa 

Pooled 
baselin
e 

10,584 36.2 292.4 

Nevad
a 

2022 14,799 37.6 393.9 

Nevad
a 

2023 15,706 9.2 1,714.9 

Nevad
a 

Pooled 
baselin
e 

30,505 46.7 652.8 

Placer 2022 51,901 976.5 53.2 

Placer 2023 54,906 2,679.6 20.5 

Placer Pooled 
baselin
e 

106,807 3,656.1 29.2 
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Count
y  

Year Total 
Number of 
Members 

Total FTE Non-Specialty 
Outpatient Mental Health 

Providers 

Ratio of 
Members to 

Providers 

Pluma
s 

2022 3,013 8.8 343.9 

Pluma
s 

2023 3,018 2.2 1,381.6 

Pluma
s 

Pooled 
baselin
e 

6,031 10.9 550.9 

San 
Benito 

2022 11,260 5.1 2,193.6 

San 
Benito 

2023 12,073 0.0 
 

San 
Benito 

Pooled 
baselin
e 

23,333 5.1 4,545.7 

Sierra 2022 383 1.3 287.3 

Sierra 2023 409 0.5 858.9 

Sierra Pooled 
baselin
e 

792 1.8 437.7 

Sutter 2022 39,124 91.3 428.6 

Sutter 2023 40,628 63.1 643.5 

Sutter Pooled 
baselin
e 

79,752 154.4 516.4 

Teha
ma 

2022 11,154 7.8 1,437.1 

Teha
ma 

2023 11,993 4.7 2,536.9 

Teha
ma 

Pooled 
baselin
e 

23,147 12.5 1,853.4 
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Count
y  

Year Total 
Number of 
Members 

Total FTE Non-Specialty 
Outpatient Mental Health 

Providers 

Ratio of 
Members to 

Providers 

Yuba 2022 32,524 76.2 426.9 

Yuba 2023 33,928 57.2 593.1 

Yuba Pooled 
baselin
e 

66,452 133.4 498.2 

NOTES: Non-specialty outpatient mental health providers comprise Psychologists, Licensed 
Clinical Social Workers, and Licensed Marriage and Family Therapists. Ratios for the pooled 
baseline represent averages of the yearly ratios, weighted by the number of providers. Data was 
not available for 2021 as it was not collected at that time. FTE=full-time equivalent. 
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Appendix C. Additional Data on Quality and Access Measures 

Appendix C 1. Rates of well-child visits at 15 and 30 months by county and 
baseline year. 

County Year Members 
turning 

15 
months 
during 
the MY 

Had 6 
or 

more 
well-
child 

visits in 
MY 

Percent 
(15 

months) 

Members 
turning 

30 
months 
during 
the MY 

Had 2 
or 

more 
well-
child 
visits 
in MY 

Percent 
(30 

months) 

Alameda 2021 1,677 749 44.7 4,852 3,054 62.9 
Alameda 2022 1,679 808 48.1 4,768 3,275 68.7 
Alameda 2023 1,686 984 58.4 4,147 2,976 71.8 
Alameda Pooled  

Baseline 
5,042 2,541 50.4 13,767 9,305 67.6 

Butte 2021 661 304 46.0 1,075 661 61.5 
Butte 2022 697 325 46.6 1,049 660 62.9 
Butte 2023 553 248 44.8 1,074 660 61.5 
Butte Pooled  

Baseline 
1,911 877 45.9 3,198 1,981 61.9 

Colusa 2021 58 19 32.8 169 131 77.5 
Colusa 2022 63 28 44.4 164 122 74.4 
Colusa 2023 41 20 48.8 166 138 83.1 
Colusa Pooled  

Baseline 
162 67 41.4 499 391 78.4 

Contra 
Costa 

2021 1,424 749 52.6 3,157 2,004 63.5 

Contra 
Costa 

2022 1,556 1,006 64.7 3,458 2,497 72.2 

Contra 
Costa 

2023 1,604 1,145 71.4 3,303 2,440 73.9 

Contra 
Costa 

Pooled  
Baseline 

4,584 2,900 63.3 9,918 6,941 70.0 

Glenn 2021 150 55 36.7 243 185 76.1 
Glenn 2022 133 71 53.4 199 130 65.3 
Glenn 2023 145 92 63.4 199 131 65.8 
Glenn Pooled  

Baseline 
428 218 50.9 641 446 69.6 
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County Year Members 
turning 

15 
months 
during 
the MY 

Had 6 
or 

more 
well-
child 

visits in 
MY 

Percent 
(15 

months) 

Members 
turning 

30 
months 
during 
the MY 

Had 2 
or 

more 
well-
child 
visits 
in MY 

Percent 
(30 

months) 

Imperial 2021 616 267 43.3 1,594 1,021 64.1 
Imperial 2022 519 278 53.6 1,475 969 65.7 
Imperial 2023 666 378 56.8 1,447 1,021 70.6 
Imperial Pooled  

Baseline 
1,801 923 51.2 4,516 3,011 66.7 

Mariposa 2021 * * * * * * 
Mariposa 2022 * * * * * * 
Mariposa 2023 * * * * * * 
Mariposa Pooled  

Baseline 
* * * 208 66 31.7 

Nevada 2021 95 39 41.1 342 206 60.2 
Nevada 2022 * * * 328 196 59.8 
Nevada 2023 * * * 349 206 59.0 
Nevada Pooled  

Baseline 
238 91 38.2 1,019 608 59.7 

Placer 2021 362 198 54.7 821 481 58.6 
Placer 2022 360 218 60.6 821 517 63.0 
Placer 2023 386 229 59.3 890 564 63.4 
Placer Pooled  

Baseline 
1,108 645 58.2 2,532 1,562 61.7 

Plumas 2021 * * * 77 24 31.2 
Plumas 2022 47 15 31.9 67 28 41.8 
Plumas 2023 * * * 78 33 42.3 
Plumas Pooled  

Baseline 
107 37 34.6 222 85 38.3 

San 
Benito 

2021 116 70 60.3 223 142 63.7 

San 
Benito 

2022 118 67 56.8 246 170 69.1 

San 
Benito 

2023 95 37 38.9 229 147 64.2 
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County Year Members 
turning 

15 
months 
during 
the MY 

Had 6 
or 

more 
well-
child 

visits in 
MY 

Percent 
(15 

months) 

Members 
turning 

30 
months 
during 
the MY 

Had 2 
or 

more 
well-
child 
visits 
in MY 

Percent 
(30 

months) 

San 
Benito 

Pooled  
Baseline 

329 174 52.9 698 459 65.8 

Sierra 2021 * * * * * * 
Sierra 2022 * * * * * * 
Sierra 2023 * * * * * * 
Sierra Pooled  

Baseline 
* * * 22 11 50.0 

Sutter 2021 326 210 64.4 635 486 76.5 
Sutter 2022 302 181 59.9 690 503 72.9 
Sutter 2023 336 213 63.4 648 491 75.8 
Sutter Pooled  

Baseline 
964 604 62.7 1,973 1,480 75.0 

Tehama 2021 186 73 39.2 434 312 71.9 
Tehama 2022 172 96 55.8 421 300 71.3 
Tehama 2023 146 71 48.6 461 346 75.1 
Tehama Pooled  

Baseline 
504 240 47.6 1,316 958 72.8 

Yuba 2021 244 128 52.5 521 318 61.0 
Yuba 2022 237 114 48.1 532 351 66.0 
Yuba 2023 252 128 50.8 511 337 65.9 
Yuba Pooled  

Baseline 
733 370 50.5 1,564 1,006 64.3 

NOTES: Values for the pooled baseline indicate the total number of infants in the eligible 
population that received well child visits over the entire baseline period. MY=measurement year. 
The symbol * indicates suppression or complementary suppression for cells with values less than 
11. 
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Appendix C 2. Rates of child and adolescent well-care visits by county and baseline 
year. 

County Year Members ages 
3-21 in the 

MY 

Had at least 
one well-care 
visit during 

MY 

Percent 

Alameda 2021 114,775 57,999 50.5 
Alameda 2022 120,940 58,924 48.7 
Alameda 2023 104,624 55,427 53.0 
Alameda Pooled baseline 340,339 172,350 50.6 
Butte 2021 22,099 8,777 39.7 
Butte 2022 23,080 8,938 38.7 
Butte 2023 23,807 8,334 35.0 
Butte Pooled baseline 68,986 26,049 37.8 
Colusa 2021 4,311 2,518 58.4 
Colusa 2022 4,259 2,693 63.2 
Colusa 2023 4,183 2,640 63.1 
Colusa Pooled baseline 12,753 7,851 61.6 
Contra Costa 2021 75,073 40,276 53.6 
Contra Costa 2022 80,256 41,504 51.7 
Contra Costa 2023 78,508 42,272 53.8 
Contra Costa Pooled baseline 233,837 124,052 53.1 
Glenn 2021 4,823 2,458 51.0 
Glenn 2022 5,011 2,372 47.3 
Glenn 2023 4,776 2,300 48.2 
Glenn Pooled baseline 14,610 7,130 48.8 
Imperial 2021 33,112 14,498 43.8 
Imperial 2022 34,538 15,450 44.7 
Imperial 2023 33,267 15,787 47.5 
Imperial Pooled baseline 100,917 45,735 45.3 
Mariposa 2021 1,362 377 27.7 
Mariposa 2022 1,420 456 32.1 
Mariposa 2023 1,460 510 34.9 
Mariposa Pooled baseline 4,242 1,343 31.7 
Nevada 2021 7,080 2,450 34.6 
Nevada 2022 7,354 2,793 38.0 
Nevada 2023 7,905 2,717 34.4 
Nevada Pooled baseline 22,339 7,960 35.6 
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County Year Members ages 
3-21 in the 

MY 

Had at least 
one well-care 
visit during 

MY 

Percent 

Placer 2021 19,007 8,328 43.8 
Placer 2022 20,279 8,287 40.9 
Placer 2023 21,674 8,588 39.6 
Placer Pooled baseline 60,960 25,203 41.3 
Plumas 2021 1,789 382 21.4 
Plumas 2022 1,668 354 21.2 
Plumas 2023 1,679 480 28.6 
Plumas Pooled baseline 5,136 1,216 23.7 
San Benito 2021 3,965 1,898 47.9 
San Benito 2022 4,059 1,955 48.2 
San Benito 2023 4,507 2,026 45.0 
San Benito Pooled baseline 12,531 5,879 46.9 
Sierra 2021 182 32 17.6 
Sierra 2022 184 43 23.4 
Sierra 2023 193 67 34.7 
Sierra Pooled baseline 559 142 25.4 
Sutter 2021 13,918 6,563 47.2 
Sutter 2022 14,109 6,899 48.9 
Sutter 2023 14,272 7,310 51.2 
Sutter Pooled baseline 42,299 20,772 49.1 
Tehama 2021 9,668 4,491 46.5 
Tehama 2022 10,033 4,962 49.5 
Tehama 2023 10,473 5,106 48.8 
Tehama Pooled baseline 30,174 14,559 48.3 
Yuba 2021 10,941 4,249 38.8 
Yuba 2022 11,463 4,709 41.1 
Yuba 2023 11,964 4,830 40.4 
Yuba Pooled baseline 34,368 13,788 40.1 

Note: Numerator and denominator values for the pooled baseline represent person-years, not 
the number of unique members, since members could count in the numerator and denominator 
multiple times over the 3-year baseline period. Thus, the pooled baseline represents the total 
number of person-years with a well-child visit out of the total number of person-years eligible 
for screening. MY=measurement year. 
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Appendix C 3. Immunization rates for adolescents by county and baseline year, 
Meningococcal Vaccine. 

County Year Adolescents 
who turned 13 
during the MY 

Had the 
meningococca

l vaccine 

Rate 

Alameda 2021 6,156 4,567 74.2 
Alameda 2022 7,524 5,759 76.5 
Alameda 2023 7,362 4,996 67.9 
Alameda Pooled 

baseline 
21,042 15,322 72.8 

Butte 2021 1,147 797 69.5 
Butte 2022 1,408 891 63.3 
Butte 2023 1,519 812 53.5 
Butte Pooled 

baseline 
4,074 2,500 61.4 

Colusa 2021 197 137 69.5 
Colusa 2022 295 201 68.1 
Colusa 2023 284 193 68 
Colusa Pooled 

baseline 
776 531 68.4 

Contra Costa 2021 4,567 3,339 73.1 
Contra Costa 2022 5,710 4,235 74.2 
Contra Costa 2023 5,690 3,587 63 
Contra Costa Pooled 

baseline 
15,967 11,161 69.9 

Glenn 2021 265 140 52.8 
Glenn 2022 336 186 55.4 
Glenn 2023 322 116 36 
Glenn Pooled 

baseline 
923 442 47.9 

Imperial 2021 1,775 1,279 72.1 
Imperial 2022 2,176 1,627 74.8 
Imperial 2023 2,120 1,486 70.1 
Imperial Pooled 

baseline 
6,071 4,392 72.3 

Mariposa 2021 * * * 
Mariposa 2022 * * * 

Mariposa 2023 * * * 
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County Year Adolescents 
who turned 13 
during the MY 

Had the 
meningococca

l vaccine 

Rate 

Mariposa Pooled 
baseline 

* * * 

Nevada 2021 365 188 51.5 
Nevada 2022 496 252 50.8 
Nevada 2023 476 220 46.2 
Nevada Pooled 

baseline 
1,337 660 49.4 

Placer 2021 1,095 704 64.3 
Placer 2022 1,433 888 62 
Placer 2023 1,517 787 51.9 
Placer Pooled 

baseline 
4,045 2,379 58.8 

Plumas 2021 108 34 31.5 
Plumas 2022 116 41 35.3 
Plumas 2023 96 25 26 
Plumas Pooled 

baseline 
320 100 31.3 

San Benito 2021 352 238 67.6 
San Benito 2022 425 292 68.7 
San Benito 2023 426 244 57.3 
San Benito Pooled 

baseline 
1,203 774 64.3 

Sierra 2021 * * * 
Sierra 2022 * * * 
Sierra 2023 * * * 
Sierra Pooled 

baseline 
* * * 

Sutter 2021 749 549 73.3 
Sutter 2022 928 643 69.3 
Sutter 2023 929 485 52.2 
Sutter Pooled 

baseline 
2,606 1,677 64.4 

Tehama 2021 562 340 60.5 
Tehama 2022 680 381 56 
Tehama 2023 667 361 54.1 
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County Year Adolescents 
who turned 13 
during the MY 

Had the 
meningococca

l vaccine 

Rate 

Tehama Pooled 
baseline 

1,909 1,082 56.7 

Yuba 2021 636 409 64.3 
Yuba 2022 756 448 59.3 
Yuba 2023 832 430 51.7 
Yuba Pooled 

baseline 
2,224 1,287 57.9 

NOTES: The meningococcal vaccine indicates receiving at least one meningococcal serogroups 
A, C, W, Y vaccine with a date of service on or between the adolescent’s 11th and 13th birthdays. 
Values for the pooled baseline indicate the total number of members receiving vaccines out of 
the total number eligible for a vaccine. The symbol * indicates suppression or complementary 
suppression for cells with values less than 11. MY=measurement year. 
 

Appendix C 4. Immunization rates for adolescents by county and baseline year, 
TDAP vaccine. 

County Year Adolescents 
who turned 13 
during the MY 

Had the TDAP 
vaccine 

Rate 

Alameda 2021 6,156 4,568 74.2 
Alameda 2022 7,524 5,993 79.7 
Alameda 2023 7,362 5,864 79.7 
Alameda Pooled 

baseline 
21,042 16,425 78.1 

Butte 2021 1,147 963 84 
Butte 2022 1,408 1,195 84.9 
Butte 2023 1,519 1,277 84.1 
Butte Pooled 

baseline 
4,074 3,435 84.3 

Colusa 2021 197 155 78.7 
Colusa 2022 295 229 77.6 
Colusa 2023 284 212 74.6 
Colusa Pooled 

baseline 
776 596 76.8 

Contra Costa 2021 4,567 3,766 82.5 
Contra Costa 2022 5,710 4,867 85.2 
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County Year Adolescents 
who turned 13 
during the MY 

Had the TDAP 
vaccine 

Rate 

Contra Costa 2023 5,690 4,794 84.3 
Contra Costa Pooled 

baseline 
15,967 13,427 84.1 

Glenn 2021 265 241 90.9 
Glenn 2022 336 300 89.3 
Glenn 2023 322 291 90.4 
Glenn Pooled 

baseline 
923 832 90.1 

Imperial 2021 1,775 1,355 76.3 
Imperial 2022 2,176 1,804 82.9 
Imperial 2023 2,120 1,751 82.6 
Imperial Pooled 

baseline 
6,071 4,910 80.9 

Mariposa 2021 * * * 
Mariposa 2022 * * * 
Mariposa 2023 * * * 
Mariposa Pooled 

baseline 
* * * 

Nevada 2021 365 263 72.1 
Nevada 2022 496 386 77.8 
Nevada 2023 476 360 75.6 
Nevada Pooled 

baseline 
1,337 1,009 75.5 

Placer 2021 1,095 890 81.3 
Placer 2022 1,433 1,110 77.5 
Placer 2023 1,517 1,156 76.2 
Placer Pooled 

baseline 
4,045 3,156 78 

Plumas 2021 108 70 64.8 
Plumas 2022 116 81 69.8 
Plumas 2023 96 63 65.6 
Plumas Pooled 

baseline 
320 214 66.9 

San Benito 2021 352 271 77 
San Benito 2022 425 355 83.5 
San Benito 2023 426 358 84 
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County Year Adolescents 
who turned 13 
during the MY 

Had the TDAP 
vaccine 

Rate 

San Benito Pooled 
baseline 

1,203 984 81.8 

Sierra 2021 * * * 
Sierra 2022 * * * 
Sierra 2023 * * * 
Sierra Pooled 

baseline 
* * * 

Sutter 2021 749 630 84.1 
Sutter 2022 928 787 84.8 
Sutter 2023 929 777 83.6 
Sutter Pooled 

baseline 
2,606 2,194 84.2 

Tehama 2021 562 466 82.9 
Tehama 2022 680 576 84.7 
Tehama 2023 667 565 84.7 
Tehama Pooled 

baseline 
1,909 1,607 84.2 

Yuba 2021 636 494 77.7 
Yuba 2022 756 581 76.9 
Yuba 2023 832 670 80.5 
Yuba Pooled 

baseline 
2,224 1,745 78.5 

NOTES: TDAP indicates receiving at least one tetanus, diphtheria toxoids, and acellular pertussis 
(Tdap) vaccine with a date of service on or between the adolescent’s 10th and 13th birthdays. 
Values for the pooled baseline indicate the total number of members receiving vaccines out of 
the total number eligible for a vaccine. The symbol * indicates suppression or complementary 
suppression for cells with values less than 11. MY=measurement year; TDAP=tetanus, diphtheria 
toxoids and acellular pertussis. 
 

Appendix C 5. Immunization rates for adolescents by county and baseline year, 
HPV vaccine. 

County Year Adolescents who 
turned 13 during 

the MY 

Had the HPV 
vaccine 

Rate 

Alameda 2021 6,156 2,557 41.5 
Alameda 2022 7,524 3,397 45.1 
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County Year Adolescents who 
turned 13 during 

the MY 

Had the HPV 
vaccine 

Rate 

Alameda 2023 7,362 3,320 45.1 
Alameda Pooled baseline 21,042 9,274 44.1 
Butte 2021 1,147 298 26 
Butte 2022 1,408 365 25.9 
Butte 2023 1,519 393 25.9 
Butte Pooled baseline 4,074 1,056 25.9 
Colusa 2021 197 55 27.9 
Colusa 2022 295 86 29.2 
Colusa 2023 284 89 31.3 
Colusa Pooled baseline 776 230 29.6 
Contra Costa 2021 4,567 1,755 38.4 
Contra Costa 2022 5,710 2,628 46 
Contra Costa 2023 5,690 2,627 46.2 
Contra Costa Pooled baseline 15,967 7,010 43.9 
Glenn 2021 265 61 23 
Glenn 2022 336 92 27.4 
Glenn 2023 322 75 23.3 
Glenn Pooled baseline 923 228 24.7 
Imperial 2021 1,775 552 31.1 
Imperial 2022 2,176 700 32.2 
Imperial 2023 2,120 756 35.7 
Imperial Pooled baseline 6,071 2,008 33.1 
Mariposa 2021 * * * 
Mariposa 2022 * * * 
Mariposa 2023 * * * 
Mariposa Pooled baseline 276 37 13.4 
Nevada 2021 365 67 18.4 
Nevada 2022 496 78 15.7 
Nevada 2023 476 79 16.6 
Nevada Pooled baseline 1,337 224 16.8 
Placer 2021 1,095 390 35.6 
Placer 2022 1,433 494 34.5 
Placer 2023 1,517 461 30.4 
Placer Pooled baseline 4,045 1,345 33.3 
Plumas 2021 * * * 
Plumas 2022 * * * 
Plumas 2023 * * * 
Plumas Pooled baseline * * * 
San Benito 2021 352 98 27.8 
San Benito 2022 425 144 33.9 
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County Year Adolescents who 
turned 13 during 

the MY 

Had the HPV 
vaccine 

Rate 

San Benito 2023 426 159 37.3 
San Benito Pooled baseline 1,203 401 33.3 
Sierra 2021 * * * 
Sierra 2022 * * 0 
Sierra 2023 * * * 
Sierra Pooled baseline * * * 
Sutter 2021 749 286 38.2 
Sutter 2022 928 349 37.6 
Sutter 2023 929 353 38 
Sutter Pooled baseline 2,606 988 37.9 
Tehama 2021 562 125 22.2 
Tehama 2022 680 169 24.9 
Tehama 2023 667 180 27 
Tehama Pooled baseline 1,909 474 24.8 
Yuba 2021 636 230 36.2 
Yuba 2022 756 271 35.8 
Yuba 2023 832 335 40.3 
Yuba Pooled baseline 2,224 836 37.6 

NOTES: HPV indicates receiving at least two HPV vaccines on or between the child’s 9th and 13th birthdays and with dates of service 
at least 146 days apart, or at least three HPV vaccines with different dates of service on or between the adolescent’s 9th and 13th 
birthdays. Values for the pooled baseline indicate the total number of members receiving vaccines out of the total number eligible 
for a vaccine. The symbol * indicates suppression or complementary suppression for cells with values less than 11. MY=measurement 
year; HPV=human papillomavirus. 
 

Appendix C 6. Immunization rates for adolescents by county for 2023, 
Combination 1 vaccine. 

County Year Adolescents who 
turned 13 during 

the MY 

Had the 
Combination 1 

vaccine 

Rate 

Alameda 2023 7,362 4,808 65.3 
Butte 2023 1,519 794 52.3 
Colusa 2023 284 150 52.8 
Contra Costa 2023 5,690 3,511 61.7 
Glenn 2023 322 116 36.0 
Imperial 2023 2,120 1,465 69.1 
Mariposa 2023 98 33 33.7 
Nevada 2023 476 217 45.6 
Placer 2023 1,517 763 50.3 
Plumas 2023 * * * 
San Benito 2023 426 236 55.4 
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County Year Adolescents who 
turned 13 during 

the MY 

Had the 
Combination 1 

vaccine 

Rate 

Sierra 2023 * * * 
Sutter 2023 929 472 50.8 
Tehama 2023 667 355 53.2 
Yuba 2023 832 413 49.6 

NOTES: Combination 1 comprises the meningococcal and TDAP vaccines, and data was only 
available for 2023. The symbol * indicates suppression or complementary suppression for cells 
with values less than 11. MY=measurement year. 
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Appendix C 7. Immunization rates for adolescents by county and baseline year, 
Combination 2 vaccine. 

County Year Adolescents who 
turned 13 during 

the MY 

Had the 
Combination 2 

vaccine 

Rate 

Alameda 2021 6,156 2,234 36.3 
Alameda 2022 7,524 3,117 41.4 
Alameda 2023 7,362 2,967 40.3 
Alameda Pooled baseline 21,042 8,318 39.5 
Butte 2021 1,147 279 24.3 
Butte 2022 1,408 349 24.8 
Butte 2023 1,519 361 23.8 
Butte Pooled baseline 4,074 989 24.3 
Colusa 2021 197 50 25.4 
Colusa 2022 295 77 26.1 
Colusa 2023 284 69 24.3 
Colusa Pooled baseline 776 196 25.3 
Contra Costa 2021 4,567 1,644 36.0 
Contra Costa 2022 5,710 2,478 43.4 
Contra Costa 2023 5,690 2,213 38.9 
Contra Costa Pooled baseline 15,967 6,335 39.7 
Glenn 2021 265 58 21.9 
Glenn 2022 336 89 26.5 
Glenn 2023 322 58 18.0 
Glenn Pooled baseline 923 205 22.2 
Imperial 2021 1,775 520 29.3 
Imperial 2022 2,176 679 31.2 
Imperial 2023 2,120 695 32.8 
Imperial Pooled baseline 6,071 1,894 31.2 
Mariposa 2021 * * * 
Mariposa 2022 93 16 17.2 
Mariposa 2023 * * * 
Mariposa Pooled baseline 276 33 12.0 
Nevada 2021 365 61 16.7 
Nevada 2022 496 76 15.3 
Nevada 2023 476 71 14.9 
Nevada Pooled baseline 1,337 208 15.6 
Placer 2021 1,095 368 33.6 
Placer 2022 1,433 475 33.1 
Placer 2023 1,517 422 27.8 
Placer Pooled baseline 4,045 1,265 31.3 
Plumas 2021 * * * 
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County Year Adolescents who 
turned 13 during 

the MY 

Had the 
Combination 2 

vaccine 

Rate 

Plumas 2022 116 12 10.3 
Plumas 2023 * * * 
Plumas Pooled baseline * * * 
San Benito 2021 352 73 20.7 
San Benito 2022 425 125 29.4 
San Benito 2023 426 119 27.9 
San Benito Pooled baseline 1,203 317 26.4 
Sierra 2021 * * * 
Sierra 2022 15 0 0.0 
Sierra 2023 14 0 0.0 
Sierra Pooled baseline * * * 
Sutter 2021 749 260 34.7 
Sutter 2022 928 308 33.2 
Sutter 2023 929 266 28.6 
Sutter Pooled baseline 2,606 834 32.0 
Tehama 2021 562 108 19.2 
Tehama 2022 680 151 22.2 
Tehama 2023 667 165 24.7 
Tehama Pooled baseline 1,909 424 22.2 
Yuba 2021 636 177 27.8 
Yuba 2022 756 216 28.6 
Yuba 2023 832 240 28.8 
Yuba Pooled baseline 2,224 633 28.5 

NOTES: Combination 2 comprises the meningococcal, TDAP, and HPV vaccines. Values for the 
pooled baseline indicate the total number of members receiving vaccines out of the total 
number eligible for a vaccine. The symbol * indicates suppression or complementary 
suppression for cells with values less than 11. MY=measurement year. 
 

Appendix C 8. Rates of prenatal and postpartum care by county and baseline year. 

County Year Live 
births 

Had a 
prenatal 
visit in 

first 
trimester 

Percent 
(prenatal) 

Had a 
postpartu
m visit on 

or 
between 
7 and 84 

days after 
delivery 

Percent 
(post-

partum) 

Alameda 2021 512 463 90.4 440 85.9 
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County Year Live 
births 

Had a 
prenatal 
visit in 

first 
trimester 

Percent 
(prenatal) 

Had a 
postpartu
m visit on 

or 
between 
7 and 84 

days after 
delivery 

Percent 
(post-

partum) 

Alameda 2022 432 380 88.0 373 86.3 
Alameda 2023 408 357 87.5 363 89.0 
Alameda Pooled 

baseline 
1,352 1,200 88.8 1,176 87.0 

Butte 2021 203 179 88.2 172 84.7 
Butte 2022 150 137 91.3 125 83.3 
Butte 2023 157 137 87.3 128 81.5 
Butte Pooled 

baseline 
510 453 88.8 425 83.3 

Colusa 2021 42 37 88.1 35 83.3 
Colusa 2022 36 33 91.7 31 86.1 
Colusa 2023 27 24 88.9 24 88.9 
Colusa Pooled 

baseline 
105 94 89.5 90 85.7 

Contra 
Costa 

2021 343 311 90.7 295 86.0 

Contra 
Costa 

2022 327 294 89.9 282 86.2 

Contra 
Costa 

2023 383 339 88.5 334 87.2 

Contra 
Costa 

Pooled 
baseline 

1,053 944 89.6 911 86.5 

Glenn 2021 37 34 91.9 31 83.8 
Glenn 2022 25 21 84.0 21 84.0 
Glenn 2023 34 31 91.2 26 76.5 
Glenn Pooled 

baseline 
96 86 89.6 78 81.3 

Imperial 2021 454 364 80.2 348 76.7 
Imperial 2022 277 230 83.0 233 84.1 
Imperial 2023 255 198 77.6 194 76.1 
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County Year Live 
births 

Had a 
prenatal 
visit in 

first 
trimester 

Percent 
(prenatal) 

Had a 
postpartu
m visit on 

or 
between 
7 and 84 

days after 
delivery 

Percent 
(post-

partum) 

Imperial Pooled 
baseline 

986 792 80.3 775 78.6 

Mariposa 2021 * * * * * 
Mariposa 2022 * * * * * 
Mariposa 2023 * * * * * 
Mariposa Pooled 

baseline 
* * * * * 

Nevada 2021 55 45 81.8 47 85.5 
Nevada 2022 60 49 81.7 48 80.0 
Nevada 2023 68 61 89.7 58 85.3 
Nevada Pooled 

baseline 
183 155 84.7 153 83.6 

Placer 2021 235 220 93.6 180 76.6 
Placer 2022 258 228 88.4 197 76.4 
Placer 2023 273 238 87.2 214 78.4 
Placer Pooled 

baseline 
766 686 89.6 591 77.2 

Plumas 2021 30 30 100.0 27 90.0 
Plumas 2022 * * * * * 
Plumas 2023 * * * * * 
Plumas Pooled 

baseline 
* * * * * 

San 
Benito 

2021 129 117 90.7 109 84.5 

San 
Benito 

2022 166 150 90.4 135 81.3 

San 
Benito 

2023 139 121 87.1 117 84.2 

San 
Benito 

Pooled 
baseline 

434 388 89.4 361 83.2 

Sierra 2021 * * * * * 
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County Year Live 
births 

Had a 
prenatal 
visit in 

first 
trimester 

Percent 
(prenatal) 

Had a 
postpartu
m visit on 

or 
between 
7 and 84 

days after 
delivery 

Percent 
(post-

partum) 

Sierra 2022 * * * * * 
Sierra 2023 * * * * * 
Sierra Pooled 

baseline 
* * * * * 

Sutter 2021 192 175 91.1 156 81.3 
Sutter 2022 145 132 91.0 130 89.7 
Sutter 2023 124 105 84.7 106 85.5 
Sutter Pooled 

baseline 
461 412 89.4 392 85.0 

Tehama 2021 104 92 88.5 85 81.7 
Tehama 2022 76 69 90.8 63 82.9 
Tehama 2023 73 64 87.7 63 86.3 
Tehama Pooled 

baseline 
253 225 88.9 211 83.4 

Yuba 2021 109 94 86.2 83 76.1 
Yuba 2022 137 111 81.0 114 83.2 
Yuba 2023 120 98 81.7 101 84.2 
Yuba Pooled 

baseline 
366 303 82.8 298 81.4 

NOTES: Postpartum visits had to occur on or between 7 and 84 days after delivery. Values for 
the pooled baseline indicate the total number of live births receiving prenatal and postpartum 
visits out of the total number of live births eligible for these visits. The symbol * indicates 
suppression or complementary suppression for cells with values less than 11. 
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Appendix C 9. Follow up after emergency department visits for mental illness by 
county and baseline year. 

County Year Number 
of ED 
visits 

Number 
of visits 

with 
follow-up 
within 7-

days 

Percent 
(7-days) 

Number 
of visits 

with 
follow-up 
within 30 

days 

Percent 
(30 days) 

Alameda 2021 1,998 760 38.0 953 47.7 
Alameda 2022 2,094 776 37.1 1,000 47.8 
Alameda 2023 2,270 817 36.0 1,089 48.0 
Alameda Pooled 

baseline 
6,362 2,353 37.0 3,042 47.8 

Butte 2021 328 63 19.2 104 31.7 
Butte 2022 306 136 44.4 170 55.6 
Butte 2023 327 78 23.9 129 39.4 
Butte Pooled 

baseline 
961 277 28.8 403 41.9 

Colusa 2021 * * * * * 
Colusa 2022 * * * * * 
Colusa 2023 * * * * * 
Colusa Pooled 

baseline 
* * * * * 

Contra 
Costa 

2021 881 141 16.0 218 24.7 

Contra 
Costa 

2022 804 236 29.4 381 47.4 

Contra 
Costa 

2023 926 348 37.6 497 53.7 

Contra 
Costa 

Pooled 
baseline 

2,611 725 27.8 1,096 42.0 

Glenn 2021 * * * * * 
Glenn 2022 33 19 57.6 22 66.7 
Glenn 2023 * * * * * 
Glenn Pooled 

baseline 
86 30 34.9 40 46.5 

Imperial 2021 223 * * 20 9.0 
Imperial 2022 230 102 44.3 120 52.2 
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County Year Number 
of ED 
visits 

Number 
of visits 

with 
follow-up 
within 7-

days 

Percent 
(7-days) 

Number 
of visits 

with 
follow-up 
within 30 

days 

Percent 
(30 days) 

Imperial 2023 192 * * 65 33.9 
Imperial Pooled 

baseline 
645 148 22.9 205 31.8 

Mariposa 2021 * * * * * 
Mariposa 2022 * * * * * 
Mariposa 2023 * * * * * 
Mariposa Pooled 

baseline 
69 20 29.0 25 36.2 

Nevada 2021 189 33 17.5 57 30.2 
Nevada 2022 159 96 60.4 107 67.3 
Nevada 2023 176 47 26.7 80 45.5 
Nevada Pooled 

baseline 
524 176 33.6 244 46.6 

Placer 2021 394 37 9.4 83 21.1 
Placer 2022 483 255 52.8 310 64.2 
Placer 2023 440 119 27.0 185 42.0 
Placer Pooled 

baseline 
1,317 411 31.2 578 43.9 

Plumas 2021 * * * * * 
Plumas 2022 * * * * * 
Plumas 2023 * * * * * 
Plumas Pooled 

baseline 
97 20 20.6 41 42.3 

San 
Benito 

2021 * * * * * 

San 
Benito 

2022 * * * * * 

San 
Benito 

2023 73 20 27.4 28 38.4 

San 
Benito 

Pooled 
baseline 

186 41 22.0 58 31.2 

Sierra 2021 * * 0.0 * * 
Sierra 2022 * * * * * 
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County Year Number 
of ED 
visits 

Number 
of visits 

with 
follow-up 
within 7-

days 

Percent 
(7-days) 

Number 
of visits 

with 
follow-up 
within 30 

days 

Percent 
(30 days) 

Sierra 2023 * * * * * 
Sierra Pooled 

baseline 
* * * * * 

Sutter 2021 134 14 10.4 34 25.4 
Sutter 2022 159 81 50.9 97 61.0 
Sutter 2023 127 35 27.6 48 37.8 
Sutter Pooled 

baseline 
420 130 31.0 179 42.6 

Tehama 2021 * * * * * 
Tehama 2022 105 34 32.4 42 40.0 
Tehama 2023 * * * * * 
Tehama Pooled 

baseline 
298 61 20.5 98 32.9 

Yuba 2021 175 15 8.6 35 20.0 
Yuba 2022 188 98 52.1 111 59.0 
Yuba 2023 182 32 17.6 55 30.2 
Yuba Pooled 

baseline 
545 145 26.6 201 36.9 

NOTES: The eligible population is defined as members age 18 and older. ED visits in the 
denominator have a principal diagnosis of mental illness or self-harm. Values for the pooled 
baseline indicate the total number of mental health ED visits that occurred during the baseline 
period that received follow-up. The symbol * indicates suppression or complementary 
suppression for cells with values less than 11. 
 

Appendix C 10. Rates of breast cancer screening by county and baseline year. 

County Year Women ages 
50 to 74 

Had a 
mammogram 

Rate 

Alameda 2021 21,936 12,503 57.0 
Alameda 2022 24,312 13,430 55.2 
Alameda 2023 24,276 14,075 58.0 
Alameda Pooled 

baseline 
70,524 40,008 56.7 
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County Year Women ages 
50 to 74 

Had a 
mammogram 

Rate 

Butte 2021 3,572 1,779 49.8 
Butte 2022 3,846 1,852 48.2 
Butte 2023 3,926 1,917 48.8 
Butte Pooled 

baseline 
11,344 5,548 48.9 

Colusa 2021 351 157 44.7 
Colusa 2022 393 193 49.1 
Colusa 2023 413 228 55.2 
Colusa Pooled 

baseline 
1,157 578 50.0 

Contra Costa 2021 13,547 8,538 63.0 
Contra Costa 2022 15,334 9,406 61.3 
Contra Costa 2023 15,888 10,107 63.6 
Contra Costa Pooled 

baseline 
44,769 28,051 62.7 

Glenn 2021 450 241 53.6 
Glenn 2022 489 272 55.6 
Glenn 2023 502 271 54.0 
Glenn Pooled 

baseline 
1,441 784 54.4 

Imperial 2021 4,502 2,668 59.3 
Imperial 2022 4,989 2,922 58.6 
Imperial 2023 4,887 2,980 61.0 
Imperial Pooled 

baseline 
14,378 8,570 59.6 

Mariposa 2021 314 149 47.5 
Mariposa 2022 351 160 45.6 
Mariposa 2023 335 158 47.2 
Mariposa Pooled 

baseline 
1,000 467 46.7 

Nevada 2021 1,239 655 52.9 
Nevada 2022 1,395 709 50.8 
Nevada 2023 1,426 722 50.6 
Nevada Pooled 

baseline 
4,060 2,086 51.4 

Placer 2021 2,989 1,577 52.8 
Placer 2022 3,450 1,763 51.1 
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County Year Women ages 
50 to 74 

Had a 
mammogram 

Rate 

Placer 2023 3,465 1,858 53.6 
Placer Pooled 

baseline 
9,904 5,198 52.5 

Plumas 2021 361 154 42.7 
Plumas 2022 358 153 42.7 
Plumas 2023 315 130 41.3 
Plumas Pooled 

baseline 
1,034 437 42.3 

San Benito 2021 705 400 56.7 
San Benito 2022 825 482 58.4 
San Benito 2023 888 558 62.8 
San Benito Pooled 

baseline 
2,418 1,440 59.6 

Sierra 2021 46 22 47.8 
Sierra 2022 46 23 50.0 
Sierra 2023 43 26 60.5 
Sierra Pooled 

baseline 
135 71 52.6 

Sutter 2021 1,806 907 50.2 
Sutter 2022 2,062 1,004 48.7 
Sutter 2023 2,069 1,095 52.9 
Sutter Pooled 

baseline 
5,937 3,006 50.6 

Tehama 2021 1,081 566 52.4 
Tehama 2022 1,251 605 48.4 
Tehama 2023 1,296 621 47.9 
Tehama Pooled 

baseline 
3,628 1,792 49.4 

Yuba 2021 1,478 677 45.8 
Yuba 2022 1,624 704 43.3 
Yuba 2023 1,628 690 42.4 
Yuba Pooled 

baseline 
4,730 2,071 43.8 

NOTE: Numerator and denominator values for the pooled baseline represent person-years, not 
the number of unique members, since members could count in the numerator and denominator 
multiple times over the 3-year baseline period. Thus, values for the pooled baseline indicate the 
total number of person-years receiving a mammogram screening out of the total number of 
person-years eligible for screening.  
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Appendix C 11. Observed, expected, and ratio of observed to expected all-cause 
readmissions by county and baseline year. 

County Year Number of 
Index 

hospital 
stays 

Observed 
30-day 

readmissio
ns 

Expected 
30-day 

readmissio
ns 

Ratio of 
observed to 

expected 
readmissio

ns 
Alameda 2021 6,592 693 660 1.05 
Alameda 2022 7,181 712 710 1.00 
Alameda 2023 7,179 760 709 1.07 
Alameda Pooled 

baseline 
20,952 2,165 2,079 1.04 

Butte 2021 2,652 237 267 0.89 
Butte 2022 2,579 245 261 0.94 
Butte 2023 2,675 227 261 0.87 
Butte Pooled 

baseline 
7,906 709 789 0.90 

Colusa 2021 * * * * 
Colusa 2022 * * * * 
Colusa 2023 135 11 12 0.90 
Colusa Pooled 

baseline  
* * * * 

Contra 
Costa 

2021 4,055 344 396 0.87 

Contra 
Costa 

2022 5,471 457 539 0.85 

Contra 
Costa 

2023 5,543 450 539 0.84 

Contra 
Costa 

Pooled 
baseline 

15,069 1,251 1,474 0.85 

Glenn 2021 233 24 23 1.03 
Glenn 2022 207 14 18 0.76 
Glenn 2023 221 20 20 1.00 
Glenn Pooled 

baseline 
661 58 62 0.94 

Imperial 2021 1,415 118 128 0.93 
Imperial 2022 1,460 100 126 0.79 
Imperial 2023 1,388 101 127 0.80 
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County Year Number of 
Index 

hospital 
stays 

Observed 
30-day 

readmissio
ns 

Expected 
30-day 

readmissio
ns 

Ratio of 
observed to 

expected 
readmissio

ns 
Imperial Pooled 

baseline 
4,263 319 380 0.84 

Mariposa 2021 124 17 13 1.32 
Mariposa 2022 124 13 12 1.06 
Mariposa 2023 162 15 16 0.94 
Mariposa Pooled 

baseline 
410 45 41 1.09 

Nevada 2021 575 51 55 0.93 
Nevada 2022 551 63 52 1.20 
Nevada 2023 561 43 53 0.81 
Nevada Pooled 

baseline 
1,687 157 160 0.98 

Placer 2021 1,198 95 113 0.84 
Placer 2022 1,287 113 122 0.92 
Placer 2023 1,494 136 141 0.97 
Placer Pooled 

baseline 
3,979 344 376 0.91 

Plumas 2021 139 13 13 1.00 
Plumas 2022 * * * * 
Plumas 2023 * * * * 
Plumas Pooled 

baseline 
430 32 41 0.79 

San Benito 2021 139 13 12 1.09 
San Benito 2022 193 20 17 1.17 
San Benito 2023 173 13 15 0.85 
San Benito Pooled 

baseline 
505 46 44 1.04 

Sierra 2021 * * * * 
Sierra 2022 * * * * 
Sierra 2023 * * * * 
Sierra Pooled 

baseline 
* * * * 

Sutter 2021 716 68 68 1.00 
Sutter 2022 656 62 64 0.97 
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County Year Number of 
Index 

hospital 
stays 

Observed 
30-day 

readmissio
ns 

Expected 
30-day 

readmissio
ns 

Ratio of 
observed to 

expected 
readmissio

ns 
Sutter 2023 781 65 75 0.87 
Sutter Pooled 

baseline 
2,153 195 207 0.94 

Tehama 2021 507 46 50 0.93 
Tehama 2022 542 39 52 0.75 
Tehama 2023 538 42 53 0.80 
Tehama Pooled 

baseline 
1,587 127 154 0.83 

Yuba 2021 845 84 81 1.04 
Yuba 2022 757 76 74 1.02 
Yuba 2023 791 58 77 0.75 
Yuba Pooled 

baseline 
2,393 218 232 0.94 

 NOTES: The eligible population is defined as members ages 18 to 64. The expected number of 
readmissions is a risk-adjusted estimate based on presence of observation stay status at 
discharge, surgeries, discharge condition, comorbidity, age, and sex. Values for the pooled 
baseline indicate the total number of index admissions with a readmission over the entire 
baseline period. The symbol * indicates suppression or complementary suppression for cells with 
values less than 11. 
 
 
Appendix C 12. Rates of well-child visits at 15 and 30 months by baseline year, 
stratified by urban versus rural Transition counties. 

Year Urbanicity 

Members 
turning 

15 
months 
during 
the MY 

Had 6 
or 

more 
well-
child 
visits 
in MY 

Percent 
(15 

months) 

Members 
turning 

30 
months 
during 
the MY 

Had 2 
or 

more 
well-
child 
visits 
in MY 

Percent 
(30 

months) 
2021 Rural 1,283 539 42.0 3,159 2,044 64.7 
2021 Urban 4,694 2,338 49.8 11,061 7,004 63.3 
2022 Rural 1,185 593 50.0 2,969 1,937 65.2 
2022 Urban 4,831 2,652 54.9 11,318 7,803 68.9 
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Year Urbanicity 

Members 
turning 

15 
months 
during 
the MY 

Had 6 
or 

more 
well-
child 
visits 
in MY 

Percent 
(15 

months) 

Members 
turning 

30 
months 
during 
the MY 

Had 2 
or 

more 
well-
child 
visits 
in MY 

Percent 
(30 

months) 
2023 Rural 1,194 636 53.3 3,013 2,054 68.2 
2023 Urban 4,817 2,947 61.2 10,573 7,468 70.6 
Pooled  
baseline Rural 3,662 1,768 48.3 9,141 6,035 66.0 
Pooled  
baseline Urban 14,342 7,937 55.3 32,952 22,275 67.6 

NOTES: Values for the pooled baseline indicate the total number of infants in the eligible population that received well child visits 
over the entire baseline period. MY=measurement year. 
 
 

Appendix C 13. Rates of child and adolescent well-care visits by baseline year, 
stratified by urban versus rural Transition counties. 

Year Urbanicity 
Members ages 
3-21 in the MY 

Had at least 
one well-care 

visit during MY Percent 
2021 Rural 66,292 29,104 43.9 
2021 Urban 255,813 126,192 49.3 
2022 Rural 68,526 31,078 45.4 
2022 Urban 270,127 129,261 47.9 
2023 Rural 68,443 31,633 46.2 
2023 Urban 254,849 126,761 49.7 
Pooled 
baseline Rural 203,261 91,815 45.2 
Pooled 
baseline Urban 780,789 382,214 49.0 

Note: Numerator and denominator values for the pooled baseline represent person-years, not 
the number of unique members, since members could count in the numerator and denominator 
multiple times over the 3-year baseline period. Thus, the pooled baseline represents the total 
number of person-years with a well-child visit out of the total number of person-years eligible 
for screening. MY=measurement year. 
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Appendix C 14. Rates of immunizations by baseline year, stratified by urban versus rural Transition counties. 

Year Urbanicity 

Adole-
scents 
who 

turned 
13 

during 
the 
MY 

Had 
meningo-

coccal 
vaccine 

Rate 
meningo-

coccal 
vaccine 

Had 
TDAP 

vaccine 

Rate 
TDAP 

vaccine 

Had 
HPV 

vaccine 

Rate 
HPV 

vaccine 

Had 
Combin-
ation 1 

Rate 
Combin-
ation 1 

Had 
Combin-
ation 2 

Rate 
Combin-
ation 2 

2021 Rural 3,724 2,379 63.9 2,864 76.9 984 26.4 -- -- 889 23.9 
2021 Urban 14,350 10,365 72.2 11,311 78.8 5,516 38.4 -- -- 4,962 34.6 
2022 Rural 4,632 3,028 65.4 3,813 82.3 1,302 28.1 -- -- 1,225 26.4 
2022 Urban 17,759 12,864 72.4 14,533 81.8 7,504 42.3 -- -- 6,943 39.1 
2023 Rural 4,503 2,686 59.6 3,677 81.7 1,355 30.1 2,601 57.8 1,191 26.4 
2023 Urban 17,849 11,097 62.2 14,538 81.4 7,489 42.0 10,761 60.3 6,469 36.2 

Pooled 
baseline Rural 12,859 8,093 62.9 10,354 80.5 3,641 28.3 2,601 20.2 3,305 25.7 
Pooled 

baseline Urban 49,958 34,326 68.7 40,382 80.8 20,509 41.1 10,761 21.5 18,374 36.8 
NOTES: The meningococcal vaccine indicates receiving at least one meningococcal serogroups A, C, W, Y vaccine with a date of 
service on or between the adolescent’s 11th and 13th birthdays. TDAP indicates receiving at least one tetanus, diphtheria toxoids, and 
acellular pertussis (Tdap) vaccine with a date of service on or between the adolescent’s 10th and 13th birthdays. HPV indicates 
receiving at least two HPV vaccines on or between the child’s 9th and 13th birthdays and with dates of service at least 146 days apart, 
or at least three HPV vaccines with different dates of service on or between the adolescent’s 9th and 13th birthdays. Combination 1 
comprises the meningococcal and TDAP vaccines, and data was only available for 2023. Combination 2 comprises the meningococcal, 
TDAP, and HPV vaccines. Values for the pooled baseline indicate the total number of members receiving vaccines out of the total 
number eligible for a vaccine. MY=measurement year; TDAP=tetanus, diphtheria toxoids and acellular pertussis; HPV=human 
papillomavirus.
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Appendix C 15. Rates of prenatal and postpartum care by baseline year, stratified 
by urban versus rural Transition counties. 

Year Urbanicity 
Live 

births 

Had a 
prenatal 
visit in 

first 
trimester 

Percent 
(prenatal) 

Had a 
postpartum 
visit on or 
between 7 

and 84 days 
after 

delivery 
Percent 

(postpartum) 
2021 Rural 873 738 84.5 702 80.4 
2021 Urban 1,594 1,442 90.5 1,326 83.2 
2022 Rural 676 581 85.9 557 82.4 
2022 Urban 1,449 1,282 88.5 1,221 84.3 
2023 Rural 625 522 83.5 499 79.8 
2023 Urban 1,465 1,274 87.0 1,246 85.1 
Pooled 
baseline Rural 2,174 1,841 84.7 1,758 80.9 
Pooled 
baseline Urban 4,508 3,998 88.7 3,793 84.1 

NOTES: Postpartum visits had to occur on or between 7 and 84 days after delivery. Values for 
the pooled baseline indicate the total number of live births receiving prenatal and postpartum 
visits out of the total number of live births eligible for these visits. 
 

Appendix C 16. Rates of follow-up after emergency department visits for mental 
illness by baseline year, stratified by urban versus rural Transition counties. 

Year Urbanicity 

Number 
of ED 
visits 

Number of 
visits with 
follow-up 
within 7 

days 
Percent 
(7 days) 

Number of 
visits with 
follow-up 
within 30 

days 

Percent 
(30 

days) 
2021 Rural 675 77 11.4 138 20.4 
2021 Urban 3,910 1,030 26.3 1,427 36.5 
2022 Rural 664 291 43.8 351 52.9 
2022 Urban 4,034 1,582 39.2 2,069 51.3 
2023 Rural 623 143 23.0 242 38.8 
2023 Urban 4,272 1,429 33.5 2,003 46.9 
Pooled Rural 1,962 511 26.0 731 37.3 
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Year Urbanicity 

Number 
of ED 
visits 

Number of 
visits with 
follow-up 
within 7 

days 
Percent 
(7 days) 

Number of 
visits with 
follow-up 
within 30 

days 

Percent 
(30 

days) 
baseline 
Pooled 
baseline Urban 12,216 4,041 33.1 5,499 45.0 

NOTES: The eligible population is defined as members age 18 and older. ED visits in the 
denominator have a principal diagnosis of mental illness or self-harm. Values for the pooled 
baseline indicate the total number of mental health ED visits that occurred during the baseline 
period that received follow-up. 
 

Appendix C 17. Rates of breast cancer screening by baseline year, stratified by 
urban versus rural Transition counties. 

Year Urbanicity Women ages 50 to 74 Had a mammogram Rate 
2021 Rural 9,049 5,012 55.4 
2021 Urban 45,328 25,981 57.3 
2022 Rural 10,097 5,519 54.7 
2022 Urban 50,628 28,159 55.6 
2023 Rural 10,105 5,694 56.3 
2023 Urban 51,252 29,742 58.0 
Pooled 
baseline Rural 29,251 16,225 55.5 
Pooled 
baseline Urban 147,208 83,882 57.0 

NOTE: Numerator and denominator values for the pooled baseline represent person-years, not 
the number of unique members, since members could count in the numerator and denominator 
multiple times over the 3-year baseline period. Thus, values for the pooled baseline indicate the 
total number of person-years receiving a mammogram screening out of the total number of 
person-years eligible for screening. 
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Appendix C 18. Observed, expected, and ratio of observed to expected all-cause 
readmissions by baseline year, stratified by urban versus rural Transition counties. 

Year Urbanicity Number of 
index 

hospital 
stays 

Observed 
30-day 

readmissions 

Expected 30-
day 

readmissions 

Ratio of 
observed to 

expected 
readmissions 

2021 Rural 3,279 293 306 0.96 

2021 Urban 16,058 1,521 1,585 0.96 

2022 Rural 3,333 267 301 0.89 

2022 Urban 17,931 1,665 1,770 0.94 

2023 Rural 3,354 257 312 0.82 

2023 Urban 18,463 1,696 1,802 0.94 

Pooled 
baseline 

Rural 9,966 817 920 0.89 

Pooled 
baseline 

Urban 52,452 4,882 5,158 0.95 

NOTES: The eligible population is defined as members ages 18 to 64. The expected number of 
readmissions is a risk-adjusted estimate based on presence of observation stay status at 
discharge, surgeries, discharge condition, comorbidity, age, and sex. Values for the pooled 
baseline indicate the total number of index admissions with a readmission over the entire 
baseline period.  
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Appendix D. Medi-Cal Member Interview Guide 

Appendix D 1. Managed Care Plan Transition – Member – Interview Guide    

Consent   

Hello, thank you very much for your time today. I am [NAME] from NORC at the 
University of Chicago, a nonprofit research organization contracted by the California 
Department of Health Care Services (DHCS) to conduct an evaluation of the Medi-Cal 
Managed Care Plan Transition which happened in 2024. As part of the evaluation, we 
are speaking with Medi-Cal members in each transition county to discuss how the Medi-
Cal Managed Care Plan transition process was understood and experienced from their 
perspective. Your interview will be used to help DHCS better understand the 
implementation and impact of the Medi-Cal Managed Care Plan transition on the 
access, continuity, and quality of health care for Californians.  

A few things before we get started:     

• The interview will take around 30-45 minutes, and each question is designed to 
be answered in 1-2 minutes, however, I may follow up briefly on key topics of 
interest.  

• The goals of the interview are to better understand:  

o How you were initially engaged by your new plan and providers after the 
transition.   

o Any barriers, challenges, and facilitating factors you encountered during the 
transition.   

o Any perceived helpful changes or interruptions you have noticed in care access, 
quality, and continuity.   

• Your participation is completely voluntary. There are no right or wrong answers. If 
you do not want to participate, need to end the interview at any point, or do not 
want to answer a particular question, please let us know.  

• We are conducting multiple interviews and focus groups with members, health 
plan officials, and DHCS’s Stakeholder Advisory Committee Members across the 
state. 

• Your input will remain anonymous and will not be linked to you or your specific 
health plan. If we include a quote from your interview, we will not include your 
name or any other identifying information tied to you or your specific health 
plan. 



152 
 

• We would like to record the interview for our note-taking purposes, to ensure we 
capture everything accurately. The recordings will not be shared outside of the 
NORC research team. If you choose not to be recorded, we can still conduct the 
interview and will rely on our notes alone.  

• With that in mind:  

o Do you consent to participate? [GET Y/N]  

o Do you consent to being recorded? [GET Y/N]   

Thank you. Do you have any questions before we proceed?   

 Our first few questions focus on how you were initially engaged by your new plan 
and/or healthcare providers after the transition.  

Enrollment Strategies  

1. At the time you changed plans, did you have an existing PCP?  

i. If no, go to Q2.  

ii. If yes, go to Q3.  

2. Did your new plan help you connect to a PCP?  

a. If yes:  

i. How did they help you find one?  

ii. What and how many, if any, options were you given?  

b. If no:  

i. Have you since found a PCP on your own?  

ii. How did you determine your options and select a provider?  

iii. How long did it take you to find the provider?  

3. Was your PCP available under your new plan?  

a. What information were you given about your options for maintaining that PCP or 
choosing a new one?   

b. Were you able to choose your preferred PCP?  

4. Did your PCP or any of your other healthcare providers reach out to provide 
information or discuss the plan change with you?  

5. What has worked well about this transition process so far?  
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6. What information or communications have been the most helpful to you as a 
plan member to understand:  

a. What the transition means to you as a Medi-Cal member in terms of your health 
care options?  

b. What (if anything) you need to do as a new plan member?  

7. Have you experienced any delays or interruptions in care while changing plans? If 
so, how long was the delay or interruption you experienced (e.g., days, weeks, 
months)?  

8. What, if any, other challenges or barriers have you encountered while changing 
plans as part of the transition?  

Post-Implementation Experience with Primary Care and Prevention Services  

Our next few questions focus on the care you have received since you transitioned 
plans.  

9. Has your plan helped you determine who among your existing providers were 
within or outside of their network?  

a. If yes: How did they help you? What kinds of information were you given?  

10. Has your plan reached out to provide you with information about preventive 
health strategies (like nutrition, exercise, stress management/wellness)?  

a. If yes: How did they contact you? What kinds of information were you given?  

11. Has your plan offered you information about behavioral health services they offer 
and providers they work with?  

a. If yes: How did they contact you? What kinds of information were you given?  

12. Has your plan reached out to notify you about upcoming or over-due services 
(like screenings, check-ups, or immunizations) to be scheduled?  

a. If yes: How did they contact you? What kinds of information were you given?  

13. What, if any, changes have you noticed in getting insurance coverage for needed 
healthcare services?  

a. What, if any, services have required PCP referrals or prior authorizations that did 
not require previously?  

14. What, if any, changes have you noticed in the healthcare services you receive?  
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a. How, if at all, have your healthcare service options (like the types of services, 
providers, and locations you have available to you) changed?  

b. How, if at all, have your wait times for healthcare services changed?  

c. How, if at all, have your healthcare costs/co-pays changed?  

15. Thinking about your plan now, to what extent are you able to receive services:  

a. From the provider of your choice?  

b. In your preferred language?  

c. At a time that works for you?  

d. In a location that is easy for you to get to?  

i. Has your plan provided you with transportation services for healthcare 
appointments?  

e. With respect for your race/ethnicity, sexual orientation and gender identity, age, 
immigration documentation status, or other identities?  

16. To what extent are you able to reach out to your new plan for further questions 
or concerns about your care when you need to?  

Closing  

Our final few questions ask for your perspective on how things are going now – 
what is working well with your plan, areas for improvement, and other general 
feedback you may have.   

17. Was there something that you feel your plan did particularly well during and/or 
after the transition process?  

18. Do you feel there are any ways in which the options they offer and/or the 
administrative processes they use could still be improved?  

19. Is there anything else you would like to share about your experience?  

Those are all the questions we have for the interview. Thank you so much for your 
time and the information you provided. We are incredibly grateful to you for 
sharing your insights. Your feedback, along with the feedback of other Medi-Cal 
members, will be reviewed together and used to evaluate the transition and inform 
recommendations for program improvement. As a reminder, your input will 
remain anonymous and will not be linked to you or your specific health plan. Do 
you have any remaining comments or questions?  
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We will follow up with you over email with your electronic gift card in the next two 
days. If you have questions or additional comments for us, please feel free to reach 
out to the NORC team at CAMCPTransitionEvaluation@norc.org. 

mailto:CAMCPTransitionEvaluation@norc.org
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Appendix E. Health Plan Interview Guide    

Appendix E 1. Managed Care Plan Transition – Health Plan – Interview Guide   

Consent   

Hello, my name is [NAME]. Thank you very much for your time today. I am working with 
NORC at the University of Chicago, a nonprofit research organization contracted by the 
California Department of Health Care Services (DHCS), to conduct an evaluation of the 
overall impact of the Medi-Cal Managed Care Plan (MCP) Transition. The purpose of the 
evaluation is to better understand the implementation and impact of the MCP transition 
on access to care, continuity of care, quality of care, administrative complexity, and plan 
accountability. These interviews will provide a critical perspective of how the transition 
was understood and experienced by the individuals involved and those who stand to be 
affected by it.    

A few things before we get started:     

• The group interview will take around 60 minutes, and each question is designed 
to be answered in 1-2 minutes, however, I may follow up briefly on key topics of 
interest.     

• The goals of this group interview are to better understand how the MCP 
Transition impacted health plan administrative workflows, and the processes that 
the MCPs are taking to establish and execute their Community Reinvestment 
Plans. Other topic areas will include: outreach and enrollment strategies, post-
implementation care and services experience of the MCP Transition, and 
integration of behavioral health care services.  

• Your participation is completely voluntary. There are no right or wrong answers. If 
you do not want to participate, need to leave the group interview at any point, or 
do not want to answer a particular question, please let us know.  

• We are conducting multiple interviews and focus groups with members, health 
plan officials, and DHCS’s Stakeholder Advisory Committee Members across the 
state.  

• Your input will remain anonymous and will not be linked to you or your specific 
health plan. We will develop a broad summary and report based on what we hear 
from everyone we interview. If we do include a quote from you, we will not 
include your name or any other identifying information tied to you or your 
specific health plan in our report.    
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• We would like to record the interview for our note-taking purposes, to ensure we 
capture everything accurately. The recordings will not be shared outside of the 
NORC research team. If you choose not to be recorded, this entire meeting will 
not be recorded and we can still conduct the interview and will rely on our notes 
alone. 

• With that in mind:  

o Do you consent to participate? [GET Y/N]  

o And do you consent to being recorded? [GET Y/N]   

Thank you. Do you have any questions before we proceed?   

 Background, Admin and Introductions  

1. Can you [each] briefly describe your current role at your MCP, including how long 
you have been working with the MCP.  

2. How, if at all, were you involved in the administration of the MCP transition in 
[COUNTY/COUNTIES]?  

 Outreach & Enrollment Strategies  

3. How was your MCP involved in notification and outreach to current Medi-Cal 
members transitioning to your health plan?  

a. When did the outreach begin once the transition was announced?  

b. What did the outreach process to transitioning members entail?  

c. For plans operating in multiple counties: How, if at all, did this process vary 
among the transitioning counties you operate in?  

4. Thinking through the enrollment process for new Medi-Cal members 
transitioning into your plan:  

a. How were new members assigned to a PCP?  

b. How, if at all, were plan PCPs and other providers notified they had a new 
member?   

5. What has worked well about these transition processes so far?  

6. What challenges or barriers has your MCP encountered when trying to execute 
these processes?  

a. How, if at all, has the transition otherwise changed the way that your plan 
conducts outreach to members?     
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 Investments in Primary Care and Prevention  

7. Can you please walk us through the approval process that your plan conducts to 
assess medical necessity for services prescribed by primary care providers?  

a. How has the transition affected this approval/denial process?  

i. Does the transition particularly impact any specific type of services?  

8. How does your plan conduct outreach to inform your members about 
preventative health practices at home, and the importance of seeking 
preventative health services? 

9.  How, at all, does your MCP send reminders or notification to members who have 
upcoming or over-due services to be scheduled?  

a. What, if any, guidance does your MCP provide to plan providers to send similar 
reminders or notifications to members?  

10. What practices does your plan currently use to recruit Medi-Cal providers into 
your organization?  

11. What practices does your plan currently use to enhance provision of culturally 
and linguistically appropriate care? 

12. Are there any initiatives you want to highlight which demonstrate your plan’s 
investment into primary care and prevention? 

Efforts to Improve Integration of Behavioral Health Care Services 

13. How does your MCP connect & coordinate member services with non-specialty 
(NSMHS) OR specialty mental health (SMHS) care providers?  

14. What processes does your MCP take to ensure continuity of care for members 
receiving NSMHS, SMHS or Substance Use Disorder [SUD] services with approved 
Medi-Cal providers outside of your network? 

15. How [if at all] have these administrative workflows regarding behavioral health 
care services changed or been affected by the county plan transition? 

16. What steps is your MCP taking to increase the number of NSMH providers in 
your network?  

a. [For clarity] Non-Specialty Mental Health Services refer to those which an MCP 
must provide as determined by Medical Necessity, and are provided by either PCPs 
or licensed mental health Network Providers. Services include: mental health 
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evaluation and treatment including psychotherapy, outpatient services, psychiatric 
consultations, etc.  

Administrative Workflows  

17. How, if at all, has your MCP made changes to other administrative or referral 
processes and workflows as part of the transition?  

Community Reinvestment Plans & Engagement with Community Advisory 
Committees  

18. Can you please describe the administrative process your MCP has taken to 
develop your annual Community Reinvestment Plan as part of the MCP Transition 
reporting requirements?  

a. Probing topics: Who is involved? Who makes decisions? How are decisions made? 
How do you engage with subcontractors?  

19. How did your MCP make decisions regarding topics of focus for your Community 
Reinvestment Plan with respect to:  

a. Reducing existing health disparities for historically marginalized and under-
resourced populations?  

b. Promoting improved health outcomes for Medi-Cal populations, per CalAIM 
requirements? 

20. How has your MCP engaged community members (e.g., Community Advisory 
Committees (CACs) with the Community Reinvestment Plan development 
process? 

21. Does your MCP engage with any additional, interested community stakeholders 
outside of those represented via the Community Advisory Committee? 

Closing   

22. Was there something that you feel your MCP did particularly well to facilitate the 
administration of the transition? 

23. Do you feel there are any ways in which administrative processes can improve 
post-transition? 

a. Any lessons learned? 

24. Is there anything else you would like to share regarding how your plan operates 
in the counties that participated in the transition? 
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Those are all the questions we have for the interview. Thank you so much for your time 
and the information you provided.  We are very grateful to you for sharing your insights 
and recommendations. As a reminder, your responses will not be attributed to you 
personally and will be incorporated into a high-level summary that will help 
policymakers understand best practices and lessons learned from the MCP transition 
process. For any further questions on this interview, or if you have any follow-up 
questions or additional comments, please reach out to the NORC evaluation team at 
CAMCPTransitionEvaluation@norc.org. 
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Appendix F. Stakeholder Interview Guide 

Appendix F 1.1 Managed Care Plan Transition – Stakeholder [INTERVIEW] Guide   

Consent   

Hello, my name is [NAME]. Thank you very much for your time today. I am working with 
NORC at the University of Chicago, a nonprofit research organization contracted by the 
California Department of Health Care Services (DHCS) to conduct an evaluation of the 
overall impact of the Medi-Cal Managed Care Plan (MCP) Transition. The purpose of the 
evaluation is to better understand the implementation and impact of the MCP transition 
on access to care, continuity of care, quality of care, administrative complexity, and plan 
accountability. These interviews will provide a critical perspective of how the transition 
was understood and experienced by the individuals involved and those who stand to be 
affected by it. A few things before we get started:    

• The [DISCUSSION] will take around [50] minutes.    

• We are interested in hearing about your experiences and perspectives as 
members of the DHCS Stakeholder Advisory Committee and from your individual 
perspectives working in the California healthcare system. The goals of this 
[DISCUSSION] are to better understand the community awareness and 
experience of the transition, impacts of the transition on care received and 
service offerings, and community reinvestment plans. Your responses will help 
policymakers understand best practices and lessons learned from the MCP 
transition process.  

• Your participation is voluntary. There are no right or wrong answers. If you do not 
want to participate, need to leave the [INTERVIEW] at any point, or do not want 
to answer any question, please let us know. To the extent they are applicable, we 
would love to hear your perspectives both from your role within your 
organization where you work and as a member of the DHCS Stakeholder 
Advisory Committee.  

• We are conducting multiple interviews with members, health plan officials, and 
DHCS Stakeholder Advisory Committee Members across the state.  

• We will not attribute anything you say as coming from you personally. We will 
develop a high-level summary and report based on what we hear from everyone 
we interview. While our public reports will not contain the names of individuals 
nor organizations who participated in our study, we may attribute findings to the 
DHCS Stakeholder Advisory Committee. There is a potential risk that some 
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findings may be linked back to yourself or your organization due to the public 
nature of the Committee. As we prepare these reports, we aim to mitigate this 
risk to the best of our abilities.    

• We would like to record the [DISCUSSION] for our note-taking purposes, to 
ensure we capture everything accurately. The recordings will not be shared 
outside of the NORC research team. If [YOU] choose not to be recorded, we can 
still conduct the [INTERVIEW] and will rely on our notes alone for analysis.  

• With that in mind:  

o Do you consent to participate? [GET Y/N]  

o Do you consent to being recorded? [GET Y/N]   

Background, Admin and Introductions  

1. Please briefly introduce yourself, your organization, your role within your 
organization, and how long you have been on the Stakeholder Advisory 
Committee.  

a. When did you start with the Stakeholder Advisory Committee? 

2. How have you been involved with Medi-Cal Managed Care Plan (MCP) Transition 
in your role on the Stakeholder Advisory Committee and within your 
organization?  

a. If you were involved with the MCP transition at the organizational level, what kind 
of role did you play?  

Community Awareness and Experience of Transition  

3. In general, how would you describe awareness of the MCP transition throughout 
the state?  

a. Among relevant Medi-Cal members?  

b. Among health plans?  

c. Among providers?  

d. Among other organizations serving the Medi-Cal population? 

4. How would you describe the information that Medi-Cal members in your 
community received regarding changes to their coverage and the MCP 
transition? For example, what kind of notification and outreach did members 
receive? Where did that information come from?  
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a. What kind of notification and outreach did members receive from their health 
plans regarding the transition?  

b. What kind of notification and outreach did members receive from the state 
regarding the transition?  

c. Did your organization conduct any additional outreach or education efforts to 
members regarding the transition? 

5. Did you observe any member groups or communities in particular that reached 
out for additional information on the transition? Any groups in particular that did 
not reach out?  

a. For example, were there any gaps in outreach among members that are blind, 
deaf, or who cannot read or understand the English language? 

6. Did you observe any member groups or communities in particular that were most 
aware of the transition? Groups least aware of the transition?  

a. For example, were there any gaps in awareness among members that are blind, 
deaf, or who cannot read or understand the English language? 

7. How has the transition changed the way that your organization conducts 
outreach to members [if your organization is involved in conducting outreach]?   

8. What kinds of challenges did you observe or encounter regarding educating and 
spreading awareness of the MCP transition?  

a. To members?  

b. To health plans?  

c. To providers?  

d. To other stakeholder groups / organizations serving the Medi-Cal population? 

9. What, if any, gaps in awareness did you observe among different member groups 
or communities?  

a. For example, were there any gaps in awareness among members that are blind, 
deaf, or who cannot read or understand the English language?  

10. What were members’ greatest concerns regarding the transition to new MCPs? 

11. How did health plans respond to the MCP Transition Policy Guide?  

a. In your opinion, were any areas of information or policy direction missing from 
the Policy Guide? 
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b. Did you receive any feedback from health plans on missing areas of information 
or policy direction?  

Changes or Interruptions in Care Received and Service Offerings  

12. What impacts were there, if any, on access to care among members that your 
organization serves? Any improvements? Any interruptions?  

a. For example, access to behavioral health services, primary care utilization 
decreases, hospitalization/ED increases, etc.  

b. For example, were there any gaps in access to care among members that are 
blind, deaf, or who cannot read or understand the English language?  

c. What might be some of the reasons for these improvements or interruptions in 
access to care? 

13. What impacts were there, if any, on the care received by members following the 
MCP transition?  

a. Were there any areas of particular concern around continuity of care among 
members?  

b. What impacts were there on quality of care (i.e., cancer screenings, 
immunizations, readmissions, etc.)? 

14. What impacts were there, if any, on access to specific service offerings among 
members that your organization serves?  

a. What services, if any, were less available to members following the transition? 
More available?  

b. How did members respond to changes in access to specific service offerings?  

15. How did members respond to changes in networks after the MCP transition?  

Implementation and Impacts of Community Reinvestment Plans  

16. How, if at all, was your organization consulted in plans’ development of their 
Community Reinvestment Plans?  

a. For example, identifying areas of focus or soliciting community feedback  

17. To what extent do you think Community Reinvestment Plans reflect community 
priorities?  

Closing   
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18. In your opinion, what are some important lessons learned from your experiences 
with the MCP transition, both from your organizational perspective and from 
your role on the DHCS Stakeholder Advisory Committee?  

19. What suggestions do you have for the state for future MCP transition processes?  

a. What areas of the transition (e.g. education, awareness, etc.) presented the most 
challenges for members? For health plans? For other organizations?  

b. What areas of the transition do you think would benefit from additional guidance 
in the future?  

c. Are there any entities or entity types that you feel should be more involved in 
future MCP transition processes?  

20. What are some successful aspects of the MCP transition to note for future MCP 
transition processes? What are some potential areas of improvement?  

21. Is there anything else we did not discuss today that you would like to share about 
you or your organization’s experiences with the MCP transition?  

Thank you so much for taking the time to meet with us today. We greatly appreciate your 
willingness to share your experiences and hope that the information we collect will be 
helpful to DHCS. As a reminder, your responses will not be attributed to you personally 
and will be incorporated into a high-level summary that will help policymakers 
understand best practices and lessons learned from the MCP transition process. For any 
further questions on this [INTERVIEW], or if you have any follow-up questions or 
additional comments, please reach out to the NORC evaluation team at 
CAMCPTransitionEvaluation@norc.org  
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