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alifornia’s recently launched CalAIM (California

Advancing and Innovating Medi-Cal) initiative

is an ambitious effort to transform the state’s
Medicaid program (Medi-Cal) with a focus on equity,
quality, and whole-person care. With most enrollees
now receiving benefits through managed care, the
Department of Health Care Services (DHCS) enlisted
managed care plans (MCPs) to carry out much of
this work, including providing a range of care man-
agement and supportive services for people with
complex needs. DHCS has developed initial eligibility

CalAIM and Population Health

CalAIM seeks to improve Californians’ health out-
comes and reduce health care inequities through
several key components:

» A Population Health Management framework

that aligns tools for addressing care needs, includ-
ing managed care requirements, data sharing and
analytics, primary care services, and continuum

of care management services for people with
more complex health and social needs, such as
Enhanced Care Management, Complex Care

Management, basic population health manage-
ment, and transitional care services.'

» The Population Health Management Service,
which aims to centralize data from across the

Medi-Cal program. Managed care plans (MCPs)
will use it to better understand their members’
needs to inform which services they should be
connected to, including Enhanced Care Manage-
ment and Community Supports.?

» Community Supports, including 14 preapproved
services that MCPs can optionally offer to people
with health-related social needs.?

guidelines for these programs and services; however,
to ensure that these services and programs equita-
bly reach those who would most benefit from them,
MCPs and DHCS will likely need to innovate, refine,
and adapt strategies throughout the course of CalAIM.

This perspective explores the equity implications and
unintended consequences of one commonly used
approach for identifying people with high needs —
relying on utilization and cost data from inpatient and
emergency department (ED) visits. DHCS has included
utilization in eligibility criteria for Enhanced Care
Management (ECM) services in only a few instances
and has given MCPs additional discretion to offer
services to people based on criteria beyond those
identified by DHCS. As MCPs refine their approaches
for determining eligibility, it is helpful to look to the
field for lessons on how to do so in equitable ways. To
develop this brief, a team from the Center for Health
Care Strategies spoke to national and local experts
about their experiences pursuing high-need identifi-
cation strategies, and reviewed the small amount of
relevant published literature available (see Appendix
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A for a complete list of interviewees). This paper high-
lights important considerations for DHCS and MCPs
as they refine their eligibility criteria for new services,
and offers insights for ensuring that these services are
provided in a way that is both equitable and impactful.

Risks of Relying on Utilization
Data to Identify People with
High Needs

Many care management programs traditionally use
health care utilization — typically, ED visits and inpa-
tient admissions — and related costs to identify people
with high needs.* Yet studies show that Black, Latino/x,
American Indian and Alaska Native, and other mem-
bers of underserved groups may not access health care
as much as they need to due to factors such as mistrust
of health care providers and lack of available health care
services in under-resourced communities.®> This concern,
as well as several others described below, highlights
why relying on utilization data alone may perpetuate
inequities and overlook key populations. The following
sections outline three risks of relying on health care uti-
lization to identify people with high needs.

Organizations Will Miss Some People
with High Needs

Interviewees noted that using utilization data as an
identification tool assumes that people use health
care services at rates that accurately reflect their needs,
something that in their experience is not always the
case. CareOregon, for example, initially relied heavily
on inpatient and ED utilization to identify candidates
for its intensive care management programs. Over
time, it realized that it was overlooking members who
had lower ED and inpatient utilization but had other
indicators of complex needs, such as large numbers
of prescriptions or certain behavioral health and/or
chronic physical health conditions.

“We've learned over the years that utilization is
one tiny data point among many to help you
get to the right population that will benefit
from a program like ECM. But [if you rely only
on utilization] you are going to miss people
who are actually complex and need a lot of care,
but they're not utilizing services for all sorts of
reasons.”

— Jonathan Weedman,
Vice President of Population Health, CareOregon

Similarly, in a study analyzing mortality rates for peo-
ple experiencing homelessness, researchers from
UCSF found that many of those who died were not
high utilizers of health care services. In the year prior
to their death, only a third of them were among the
top 5% of San Francisco’s highest users of urgent or
emergency health services, 10% had not used any
health care or social services, and a quarter had no
health care use at all.”

Setting utilization thresholds at very high levels may
also exclude people who have complex needs or
who are on a trajectory to develop them soon (some-
times referred to as “rising risk”). These groups might
potentially benefit from care management services
but are not recognized as having high needs simply
because they are not yet utilizing at extreme levels.
Denver Health, for example, found that it served a
group of people who were experiencing homeless-
ness but using few health care services. When relying
solely on cost and utilization data to identify high-risk
patients, it overlooked these people. But the organi-
zation agreed that being unhoused put this group at
significant future risk for poor health outcomes. This
recognition helped spur a collaboration with the
Colorado Coalition for the Homeless, a local housing
and health care partner, to provide tailored resources
and supports to stabilize this group’s health and hous-
ing needs before they worsened.®
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Organizations May Overlook People
of Color

A 2019 study highlighted how strategies to assess risk
can unintentionally perpetuate racial bias. It analyzed a
commercial algorithm that was widely used to identify
patients for high-risk care management programs and
found that its reliance on cost to indicate need under-
estimated the number of qualifying Black patients by
28%.° This bias arose because Black patients utilized
services at lower rates than White patients. Black
patients encounter more barriers to accessing health
care and trust their providers less, which makes them
less likely to seek the care they need.’® While this
study looked at Medicare and commercially insured
populations, it highlights a key equity risk of relying
on cost and utilization data for identifying high needs.

CareOregon similarly found that relying on ED and
inpatient utilization data seemed to lead to dispropor-
tionately identifying White members as having high
needs." To address this bias, it expanded the types
of data it used to include sources such as primary care
visits, health outcomes, medication adherence pat-
terns, and diagnoses of multiple chronic conditions.

An exploratory Denver Health analysis raised similar
questions. Recognizing that it wanted a more nuanced
way to capture risk (including rising risk), Denver
Health evolved its identification approach to include
clinical risk factors in addition to utilization data. To
understand how adding these data impacted its
identification algorithm, it compared the differences
between patients identified as high-risk based on utili-
zation alone, those identified as high-risk based solely
on clinical diagnoses, and patients who met both cri-
teria. The high-risk group identified only by clinical
diagnoses had a higher proportion of patients of col-
or.”? While Denver Health’s analysis did not explicitly
explore these disparities, it could suggest that inclu-
sion of diagnosis codes may be a more robust method
for patient identification, especially among underrep-
resented groups, who often face access barriers.

In contrast, to identify high-need Medicaid enroll-
ees for its Health Home Program, Washington State
developed a predictive algorithm that did not include
utilization data. The state’s Research and Data
Analysis Division (RDA) has found that the algorithm
does not appear to have a racial or ethnic bias; and
David Mancuso, director of the RDA, speculated that
this may in part be because it does not use cost or
utilization data to identify eligibility.™

“We know that there are substantial disparities
in access to care and quality of care related to
race and ethnicity, and the disparities are more
often negative for Black and American Indian
or Alaskan Native beneficiaries. Any algorithmic
approach to prioritizing services needs to work
in that context.”

— David Mancuso,
Director, Research and Data Analysis Division, Washington State

Organizations May Not Identify the
People Who Would Most Benefit
from Care Management Services

To prioritize limited resources, providers must be
able to identify who would most benefit from care
management services. However, many interviewees
highlighted that understanding who would most ben-
efit is not necessarily the same as understanding who
has complex needs. Relying on utilization data may
conflate these questions and lead to challenges such
as the following:

» Identifying patients with high utilization levels
who are already well supported. By defini-
tion, patients with complex needs often require
— and are receiving — a substantial amount of
care. High levels of utilization, therefore, are
not always a sign that patients need additional
supports. CareOregon, for example, found that
a subset of its members had an average of 30
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outpatient visits a year; but given their condi-
tions (rheumatoid arthritis and cancer were two
of the most common within this group), this uti-
lization was actually a sign that they were being
well managed.™

» Identifying patients whose needs cannot be
addressed by the interventions you are able
to offer. High utilization thresholds can lead
to identifying patients whose care needs are
not well supported but who require different
interventions than those offered in a care man-
agement program. For example, CareOregon
noted that when it relied on high utilization lev-
els to determine care management eligibility, it
sometimes identified people whose conditions
were so advanced that hospice care was the
best intervention.

“There is a risk of engaging populations whose
utilization can't be significantly changed with
the resources [that programs] have.”

— Clemens Hong, Director of Community Programs,
Los Angeles County Department of Health Services

Addressing the Challenges:
Promising Approaches from
the Field

These insights from the field highlight several possible
approaches for identifying patients with high needs
in more equitable and nuanced ways, as described in
the following sections.

Use an Equity Lens to Develop,
Assess, and Refine Your Identification
Approach

Continually assessing who is being identified as eli-
gible for services and who is receiving them with an
eye toward inequities and bias can help ensure that
key groups are not overlooked. Regularly analyzing

who is getting these services, stratifying data by race
and ethnicity, and transparently sharing results are a
few strategies suggested by interviewees.

“As part of our practice, we are now working to
make sure that data pulled includes information
on race, ethnicity, and language. Before, we
weren't tracking the unintended consequences
of disparities, and our data weren't providing
the full picture.”

— Jonathan Weedman,
Vice President of Population Health, CareOregon

Develop More Robust and Nuanced
Approaches to Identifying Need

Strategies for gaining a more complete picture of who
has high needs include the following:

» Look at underutilization, not just overuti-
lization. While high levels of utilization may
signal that a person’s needs are not being met,
so too can certain types of underutilization.
CareOregon, for example, has begun exploring
what other data points might be useful indica-
tors of need, including missed prescription refills
or primary care, behavioral health, and postpar-
tum appointments, among others.™ Other types
of underutilization that may indicate high need
could include patients lacking a connection to a
specialist or medically indicated prescriptions for
certain conditions.

» Set a long enough “look back” period. Several
experts mentioned the value of looking at
patients’ utilization patterns over a longer period
of time — 12 months at a minimum, and ideally
at least 24 months — to provide a more accurate
portrait of need.’® For example, Denver Health
found that fewer than 50% of its high utilizers
remained that way after seven months, and that
only 28% remained that way after 12 months."
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“Some people are persistently high risk, and
some people are more episodically high risk,
and we don't really have great data systems
to capture when they're escalating, or noticing
that they've escalated.”

- Tracy Johnson,
Former Director of Health Care Reform Initiatives, Denver Health

» Include data from multiple sources. Using data
from as many sources as possible — including
outside of health care (e.g., jails, housing) — can
provide a more multifaceted picture of need. For
example, Washington’s Health Home Program
algorithm uses fully integrated physical and
mental health data, as well as data from other
state agencies.'® Health-related social needs data
are also critical. Recognizing this, CareOregon
has begun working with community partners to
share these data, and has also started to look at
geographic factors such as heat domes and air
quality as additional indicators of risk."

» Align interventions and desired outcomes with
population identification strategies. To ensure
that programs are using resources effectively and
realistically, population identification strategies
should tightly align with programs’ sense of what
they can offer and what they want to accomplish.
For example, Denver Health's strong partner-
ship with Colorado Coalition for the Homeless
positioned it well to offer additional supports for
people experiencing homelessness. This part-
nership drove the health system'’s efforts to refine
its identification approach to find these people,
since Denver Health knew it had available ser-
vices to offer them.?

“It's really about identifying the population that
you want to impact, and then mapping that to
a set of interventions that you are really well
equipped to deliver that can improve outcomes
for that population. Then, deciding over
what time frame you need to achieve those
outcomes. If you structure a program with very
tight organization across those dimensions,
then you have a high likelihood of success.”

— Clemens Hong, Director of Community Programs,
Los Angeles County Department of Health Services

Use a Data-Driven Approach, but
Also Allow For Feedback from Those
Who Know Patients Best

In addition to using an algorithmic approach to iden-
tifying high-need patients, several interviewees found
that frontline staff and providers contributed additional
valuable context that improved modeling efforts. For
example, a multidisciplinary team developed Denver
Health’s identification algorithm, including provid-
ers, pharmacists, and other frontline staff. This work
led the health system to conclude that “population
segmentation approaches that integrate clinical per-
spectives with predictive modeling results can better
identify high-opportunity patients amenable to medi-
cal home-based, enhanced care team interventions.”?’
Similarly, recognizing that care team members have
an understanding of people’s needs in ways that are
not always captured in the data, CareOregon evolved
its identification approach to allow care team mem-
bers to refer people to care management programs
based on their clinical judgment.?? Integrating pro-
vider referral pathways doesn’t eliminate the need to
regularly stratify data by race and ethnicity across all
identification methods, as provider referral pathways
can also be subject to racial bias.
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“We have just started saying to our providers
and care coordinators, if you think someone
would benefit from intensive services like this,
just refer them to us and we'll find a place
for them.”

— Jonathan Weedman, Vice President of Population Health,
CareOregon

Action Steps for Consideration:
Opportunities for CalAIM

The insights from these discussions and the related
literature review can help DHCS and MCPs fur-
ther develop equitable and impactful approaches
to providing CalAIM care management services
and supports to members. Accordingly, MCPs are
encouraged to:

» Take advantage of flexibilities to go beyond
utilization requirements. With the flexibili-
ties provided by DHCS, MCPs should explore
more expansive eligibility definitions with their
health and social service provider partners to
actively seek to eliminate bias and close equity
gaps. This will be especially valuable for people
who are connected to systems that dispropor-
tionately involve Black, Latino/x, and American
Indian and Alaska Native Californians — includ-
ing criminal legal, homeless services, and child
welfare — given that these groups may unde-
rutilize health care services.?® Many of CalAIM’s
predecessor programs, including Whole Person
Care and Health Homes, used broader eligibil-
ity criteria. CalAIM’s more narrow criteria create
a valuable opportunity to understand how this
changes who is getting services through an
equity lens.

» Improve data feeds, over and above the
Population Health Management (PHM) Service,
and keep iterating to get them right. The PHM
Service is an ambitious undertaking and will likely

take time and continuous improvement to get
right. Both MCPs and DHCS would benefit from
conducting ongoing analyses exploring who is
being reached and who is being left out, and
iterating based on these learnings. It will also
be important to experiment with new types of
data. For example, California’s recently launched
Homeless Data Integration System (HDIS) offers
an invaluable opportunity to more comprehen-
sively understand Medi-Cal beneficiaries’ health

and social needs.? If MCPs are not able to access
HDIS data, they might consider negotiating
access to county-level Homeless Management
Information System data for these purposes
through memorandums of understanding or
data-use agreements, similar to those executed
with county departments of public health or
behavioral health.

Conclusion

CalAIM outlines an ambitious vision for assessing the
needs of all Medi-Cal beneficiaries and developing
a continuum of services to address them. As DHCS
and MCPs continue to refine strategies for providing
ECM and Community Supports, it will be important to
develop nuanced and inclusive approaches for defin-
ing andidentifying needs. Recognizing where bias may
exist, developing strategies to counteract it, monitor-
ing efforts with a particular focus on racial equity, and
using a wide range of data will help achieve this goal.
Doing so will better position the Medi-Cal system to
offer these critical services to the full range of mem-
bers who would benefit from them most.
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Appendix A. List of Interviewees and Contributors

The experts interviewed include representatives from CareOregon, a managed care plan serving Medicaid and
Medicare Advantage beneficiaries across Oregon; Denver Health, an integrated safety-net system consisting of
a public hospital, Federally Qualified Health Centers, school-based clinics, and correctional care, among other
components, in Colorado; Washington State’s Research and Data Analysis Division (RDA), which provides data,
analytics, and data support tools to the state’s Department of Social and Health Services; and the Los Angeles
County Department of Health Services, the second-largest local health system in the nation. The following
people graciously shared their time and insights for this perspective piece:

» Clemens Hong, MD, MPH, Director of Community Programs, LA County DHS

» Tracy Johnson, PhD, Former Director of Health Care Reform Initiatives, Denver Health
» David Mancuso, PhD, Director, RDA, Washington State

» Deborah Reinhardt, PhD Associate Research Scientist, Denver Health

» Jonathan Weedman, MA, LPC Vice President of Population Health, CareOregon
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