
 

 

 
January 29, 2026 
 
 
Megan Brubaker 
Office of Health Care Affordability 
Department of Health Care Access and Information 
2020 W El Camino Ave., Suite 1200 
Sacramento, CA 95833 
 
Subject: CHA Comments on Draft Version 3.0 of the Total Health Care Expenditures Data 

Submission Guide  
(Submitted via email to OHCA@HCAI.CA.GOV) 

 
Dear Ms. Brubaker,  
 
California’s hospitals share the Office of Health Care Affordability’s (OHCA’s) goal to create a more affordable, 
accessible, equitable, and high-quality health care system. On behalf of nearly 400 hospitals, the California 
Hospital Association (CHA) appreciates the opportunity to comment on the draft Version 3.0 of the Total 
Health Care Expenditures (THCE) Data Submission Guide. 
 
Hospitals’ concerns include:  

• The latest draft fails to account for serious concerns raised about the lack of standardized, auditable, 
and comparable provider attribution methodology across payers.  

• The exclusion of Medi-Cal supplemental payments — a key piece of hospitals’ financial pictures — is 
not fully explained  

• The integration of OHCA’s definition of behavioral health spending risks undercounting, capturing 
only a portion of the behavioral health services hospitals provide.   

 

Despite Changes, Proposed Methodology Fails to Resolve Serious Risks 
CHA appreciates OHCA’s efforts in Version 3.0 of the THCE Data Submission Guide to further formalize 
provider attribution, including through the updated OHCA Attribution Addendum and revisions to the 
Attributed Total Medical Expenditure (TME) file requirements. The addition of Taxpayer Identification 
Numbers (TINs) to the Attribution Addendum will support more precise provider identification, and OHCA’s 
clarification of how the 1,000-member reporting threshold is to be calculated by submitters is similarly helpful. 
However, improving attribution granularity and transparency does not address long-standing issues regarding 
the lack of standardized, auditable, and comparable provider attribution methodology across payers. 
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As CHA detailed in its December 1, 2023, comment letter on the THCE Data Collection draft regulations, 
accurate attribution of total medical expenditures is absolutely essential to the integrity of the spending target 
program. Payer discretion in assigning members to providers without methodological standards and validation 
creates a high risk of misattribution, non-comparable results, and misleading provider-level comparisons. 
Those concerns are not substantively addressed in Version 3.0 of the guide. 
 
While the guide specifies how expenditures would be allocated across organizations once attribution decisions 
are made, it still does not establish minimum standards for how members would be attributed to provider 
organizations in the first place (if attribution is not determined in a different way, such as through capitated, 
delegated, or accountable care organization arrangements). The guide also does not describe any OHCA-led 
process for validating the correctness or appropriateness of a payer’s submitted description of their payer-
developed attribution — currently only described in the 500-character data item (SQS008) — or comparability 
of payer-developed attribution methods beyond technical data integrity checks. 
 
To address the core concerns and recommendations described in more detail in CHA’s December 1, 2023, 
letter, OHCA must either: 

1. Establish a standardized default attribution methodology for payer-developed attribution, or 
2. Require more robust methodological disclosure and validation of payer-developed attribution 

approaches before using provider-level THCE results for public reporting, benchmarking, or policy 
development 

 
Without standardized, transparent, and validated provider attribution rules, OHCA risks developing provider-
level THCE comparisons that reflect payer-specific attribution decisions rather than true differences in 
provider performance, cost structure, or care delivery. CHA respectfully requests that OHCA address these 
unresolved attribution issues before relying on attributed THCE data for provider-level comparisons.  
 

Proposal Excludes Major Medi-Cal Supplemental Payments Without Explanation 
CHA also appreciates OHCA’s efforts in Version 3.0 of the THCE Data Submission Guide to bring greater 
clarity to the treatment of Medi-Cal specific payments through the new OHCA Medi-Cal Payments 
Addendum. As CHA previously noted in its December 1, 2023, comment letter, supplemental payments 
represent a substantial portion of total provider payments in Medi-Cal — particularly for hospitals, as 
supplemental payments to private hospitals regularly constitute more than 30% of total Medi-Cal payments. 
CHA welcomes OHCA’s decision to specify which Medi-Cal payment types are to be excluded or included 
from the reporting in the Alternative Payment Model, Primary Care, and Behavioral Health files.  
 
At the same time, the addendum largely excludes major hospital-specific Medi-Cal payments — including the 
Hospital Quality Assurance Fee (HQAF) and other supplemental Medi-Cal payments — from reporting in 
these files for Medi-Cal managed care enrollees. While CHA understands the complexity and challenges 
associated with accurately estimating these payments at the health plan level, the draft guide and addendum 
do not provide any explanation or rationale as to why these payments were excluded, nor how their exclusion 
should be interpreted in the context of public reporting.  

http://calhospital.org/wp-content/uploads/2023/12/CHA-Comments-on-THCE-Data-Collection-Regulations-12.1.23.pdf
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Considering the importance of Medi-Cal supplemental payments to hospital financing, CHA requests that 
OHCA clearly articulate the rationale for inclusions and exclusions in the Medi-Cal Payments Addendum 
and explain how they align with public reporting, particularly for behavioral health. Absent such 
clarification, the analytical results may misrepresent Medi-Cal hospital spending and could be misinterpreted 
in future public THCE reports.  

 

Methodology Would Capture Only A Fraction of Behavioral Health Spending  
OHCA has taken an important step toward consistently measuring behavioral health spending across payers 
in the draft guide by operationalizing its definition of behavioral health spending and requiring payers to apply 
OHCA’s behavioral health code sets and classification rules when submitting data. However, CHA remains 
concerned that the definition continues to materially undercount clinically meaningful behavioral health 
spending by largely limiting inclusion to claims with a primary behavioral health diagnosis, plus a narrow set of 
screening and assessment CPT codes when behavioral health is not the primary diagnosis, in addition to 
behavioral health pharmacy claims. As CHA previously noted in its September 3, 2025, comment letter on 
OHCA’s proposed behavioral health spending definition and measurement methodology, this approach would 
exclude a wide range of behavioral health services that are routinely delivered secondary to an individual’s 
physical health condition — but are nonetheless essential to high-quality, patient-centered care. Members 
of OHCA’s Affordability Advisory Committee have similarly emphasized that substantial behavioral health 
care occurs in visits where behavioral health is not coded as the primary diagnosis. One committee member 
shared the example of well-child visits, in which pediatricians routinely evaluate and manage conditions like 
ADHD. Under OHCA’s current methodology, these clinically significant behavioral health interventions would 
not be counted, understating the true level of behavioral health spending.  
 
Hospitals, as well as their outpatient clinics and emergency departments, also deliver concurrent medical care 
and behavioral health treatment every day to patients with primary diagnoses related to physical health 
conditions (e.g., heart failure, pregnancy or postpartum care, and infections related to substance use). In these 
encounters, patients frequently receive clinically meaningful behavioral health interventions such as substance 
use disorder counseling, medication-assisted treatment initiation, counseling sessions, and detox services, 
even though a behavioral health diagnosis may not appear as the primary diagnosis on the claim. Under 
OHCA’s current methodology, much of this spending would not be counted as behavioral health spending on 
THCE reports unless it is limited to screening or assessment. 
 
As CHA previously emphasized, this creates a risk that OHCA’s measurement of behavioral health spending 
will be systematically understated and that investments in integrated hospital-based behavioral health 
services will be undercounted. During both the November 2025 OHCA board meeting and December 2025 
OHCA Investment and Payment Workgroup meeting, OHCA committed to further studying this issue by 
conducting Health Care Payment Database analyses to identify spending associated with secondary 
diagnoses, and to evaluate whether additional behavioral health billing codes should be incorporated into the 
definition. CHA thanks OHCA for its commitment to further studying this issue.  
 

https://calhospital.org/wp-content/uploads/2025/09/CHA-Comments-on-August-2025-Proposed-Behavioral-Health-Spending-Definition-and-Measurement-Methodology_final.pdf
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Considering OHCA’s decision to embed this behavioral health definition into the THCE Data Submission 
Guide, CHA respectfully urges OHCA to follow through on that commitment by analyzing the prevalence 
of additional behavioral health-related CPT and HCPCS codes on claims with secondary behavioral health 
diagnoses and assessing the feasibility of expanding the code set beyond screening and assessment. 
Counting additional behavioral health claim line items is unlikely to be significantly more burdensome than the 
current approach and would vastly improve the accuracy and credibility of behavioral health spending 
measurement. 
 
Absent such refinement, the integration of OHCA’s behavioral health definition into THCE reporting risks 
operationalizing what is likely a significant undercount in OHCA’s measurement of behavioral health spending 
and could distort future behavioral health investment benchmarks, public reporting, and policy conclusions. 
 
CHA appreciates the opportunity to comment on the proposed THCE Data Submission Guide Version 3.0 and 
looks forward to continued engagement with OHCA to address the issues outlined above. CHA remains 
committed to working collaboratively toward our shared goals of promoting affordability, access, quality, and 
equity in California’s health care system. 
 
Sincerely, 
 
 
 
Victoria Valencia 
Vice President, Data Analytics 
 
cc:  Members of the Health Care Affordability Board: 

Dr. Sandra Hernández 
Kim Johnson 
Dr. Richard Kronick 
Ian Lewis 
Elizabeth Mitchell 
Donald B. Moulds, PhD 
Dr. Richard Pan 


