CENTERS FOR MEDICARE & MEDICAID SERVICES
SPECIAL TERMS AND CONDITIONS

NUMBER: 11-W-00193/9
TITLE: California Medi-Cal 2020Demonstration
AWARDEE: California Health and Human ServicesAgency

. PREFACE

The following are the Special TMadw@al20@2hd Condi
section 1115(a) Medicaid Demonstration (herei
Health and Human Services Agency (State) to openadtmonstration, The Centers for

Medicare & Medicaid Services (CMS) has granted waivers of statutory Medicaid requirements
permitting deviation from the approved State Medicaid plan, and expenditure authorities

authorizing expenditures for costs notathise matchable. These waivers and expenditure

authorities are separately enumerated. These STCs set forth conditions and limitations on those
waivers and expenditure authorities, and describe in detail the nature, character, and extent of
Federalinvor e ment i n the Demonstration and the Stat
the Demonstration.

The periods for each Demonstration Year (DY) wélas follows:

DY 11 January 1, 2016rough June 30, 261

DY 12 July 1, 2086 through June 30, 201

DY 13 July 1, 20% through June 30, 2@1

DY 14 July 1, 208 through June 30, 201

DY 15 July 1, 208 throughJune 30, 2020

DY 16 July 1, 2020 through December 31, 2020

E R I N

The STCs related to the programs for those State Plan and Demonstration Populations affected
by the Demonstration are effective from the date identified in the CMS Demonstration approval
letter throughDecembeB1, 2020

The STCs have been arrangeaitite following subject areas:
l.  Preface
II.  Program Description and Historical Context
lll.  General Program Requirements
IV.  General Reporting Requirements
V. General Financial Requirements
VI.  State Plan and Demonstration Populations Affected by the Demonstration;
VIl.  Demonstration Delivery Systems
VIll.  Operation of Demonstration Programs
A. Community Based Adult Services
B. California Children Services
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C. Managed Care Delivery Systems

IX.  Additional MediCal 2020 Demonstration Programs

X.  Drug MediCal Organized Delivery System

XI.  NegativeBalance
XIl.  Global Payment
XIll.  Uncompensated Care Reporting
XIV.  General Financial Requirements Under Title XIX
XV.  General Financial Requirements Under Title XXI
XVI.  Monitoring Budget Neutrality for the Demonstration

XVIL.

Evaluationof the Demonstration

Additional attachmentsave been included to provide supplementary information and guidance

for specific STCs.

Attachment A.
Attachment B.

Attachment C.
Attachment D.

Attachment E.
Attachment F.

Attachment G.

Attachment H.

Attachment I.
Attachment J.
Attachment K.

Attachment L.

Attachment M.
Attachment N.
Attachment O.

Attachment P.

Attachment Q.
Attachment R.

Attachment S.
Attachment T.
AttachmentJ.

Attachment V.

Attachment W.

Attachment X

Attachment Y
Attachment Z

California MediCd 2020 Demonstration

(Reserved)

SPD Discharge Planning Checklist form (reserved)

Global Payment Program Participating Public Health Care Systems
Designated Public Hospit&lystens and District/Municipal Public
Hospitals that are Participating PRIME entities

(Reserved)

Funding and Reimbursement Protocol Besignated State Health
Programs and IHS

(Reserved)

Accounting Procedures

Quarterly Report Guidelines

(Reserved)

Reserved Budget Neutrality Projections and Allotment Neutrality
Requirements

Managed Care Enllment Requirements

Geographic Distribution and Delivery System Model

Capitated Benefits Provided in Managed Care

County Listing for SPD Enrollment

Demonstration and Program Years

PRIME Projects and Metrics

Alternative Payment Methodologies

PRIME Evaluation and Monitoring

2013 Managed Care Expansion Monitoring Elements
Coordinated Care Initiative (CCI) Enrollment Timeline by Fapan and
County

Coordinated Care Initiative (CCI) Monitoring Elements
CommunityBased Adult Services (CBAS) Provider Standards of
Participation

Drug MediCal Organized Delivery System (DMGDS) Operational
Protocd

DMC-ODS Department of Health Care Services (DHCS) Appeals Process
DMC-ODS County Implementation Plan
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Attachment AA

Attachment BB
Attachment CC

Attachment DD
Attachment EE
Attachment FF
Attachment GG
Attachment HH
Attachment Il
Attachment JJ
Attachment KK
Attachment LL
Attachment MM
Attachment NN
Attachment OO

DMC-ODS County Certified Public Expenditures (CPE) Protocol
(Reserved)

DMC-ODS Tribal Delivery Sysgm

DMC-ODS Financing and Availability of Medication Assisted Treatment
(MAT) Services

DMC-ODS University of California, Los Angeles (UCLA) Evaluation
Global Payment Program Funding and Mechanics

Global Payment Program Valuatio

Whole Person Care Reporting and Evaluation Attachment

Whole Person Care Requirement and Application Attachment
PRIME Funding and Mechanics

Medi-Cal 2020: Dental ransformation Incentive Program

Cal i fornia ChPilotRtatoeoh 6s Ser vi ces
Historical Information Budget Neutrality TesAttachment

WPC Pilot Requirements and Metrics (Document needed)

DSH Coordination Methodology (Documentation needed)
Reserved for CBAS Recoupment

. PROGRAM DESCRIPTION AND HISTORICAL CONTEXT

Il n November

2010, the Feder al-year bedieaidsenteom t

1115 Bridge to Reform waiveftough which the state received the necessary authority and

corresponding Federal support to invest in its health care delivery system and prepare for the full

implementation of the Affordable Care Act. The Bridge to Refornvmechieved the goals of
simutaneously implementing an historic coverage expansion, beginning the process of

transforming

the health care delivery

needs of the uninsured.

system,

Medi-Cal 2020 embodies the shared commitment batviiee state and the Federal government
to support the successful realization of some of the most critical objectives for improving our
health care delivery system. Bridge to Reform waiver initiatives such as the managed care

delivery system for Seniorséan Per sons with Disabilities (SPDs
Care Initiative (CCI) will continue through in Med@ial 2020, and with the foundation of the
successes of the Bridge to Reform Waiver, Medi 2020 initiatives will continue to improve
thequbi ty and value of car-€allgeneiciaiiested t o Cal i for
Medi-Cal 2020 initiatives include:
1. A Public Hospital Redesign and Incentives in M€dil program (PRIME), which will
i mprove the quality and v adfetyeetiws$pitalsande pr ov
hospital systems;
2. A Gl obal Payment Program that streamlines

remaining uninsured population and creates a viaised mechanism to increase
incentives to provide primary and preventive cagesicesand other highvalue services
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3. A Whole Person Care Pilot program to support local and regional efforts to integrate the
systems and improve the care providedto Mea@i | 6 s mrislsbenefltiarigsh and

4. A Dental Transformation Initiative tariprove access to dental care and reduce
preventable dental conditions for Medal beneficiaries.

GENERAL PROGRAM REQUIREMENTS

Compliance with Federal NorDiscrimination Statutes. Thestate must comply with all
applicablefederal statutes relating bmn-discrimination. These include, but are not limited
to, the Americans with Disabilities Act of 1990, title VI of the Civil Rights Act of 1964,
section 504 of the Rehabilitation Act of 1973, and the Age Discrimination Act of 1975.

Compliance with Medicaid and Childr e nH@adth Insurance Program (CHIP) Law,
Regulation, and Policy. All requirements of the Medicaid and CHIP programs expressed

in law, regulation, and policy statement, not expressly waived or identified as not applicable
in the waiver and>genditure authority documents apply to tdeenonstration.

Changes in Medicaid and CHIP Law, Regulation, and Policy The state must, within the
timeframes specified in law, regulation, or policy statement, come into compliance with any
changes iriedeal law, regulation, or policy affecting the Medicaid or CHIP programs that
occur during thiglemonstration approval period, unless the provision being changed is
expressly waived or identified as not applicableaddition, CMS reserves the right to
amendhe STCs to reflect such changes and/or changes as needed without requiring the
state to submit an amendment to the demonstration @id@i8 CMS will notify the state

30 days in advance of the expected approval date of the amended STCs to allo the sta
discuss the language changes necessary to ensure compliance with Law, Regulation, and
Policy. Changes will be considered in force upon issuance of the approval letter by CMS.
The state must accept the changes in writing within 30 calendar daceqitr

Coordination with the Medicare Program. The state must have processes in place to
coordinate with the Medicare program for Medichtedicaid beneficiaries, including:

a. The state must providmntactinformation to MedicaréVedicaid beneficiaries
on how they cawbtain assistance with their Medicare coveraigany point of
enrollment or disenroliment from Medial managed cam@ upon request by the
beneficiary

b. The state must provide accurate répoo CMS of the eligibility and enroliment
of MedicareMedicaid beneficiaries in the demonstration.

c. The state must comply with requirements for Medicaid payment of Medicare
costsharing for Medicardedicaid enrollees, including ensuring any
organization delegated with that responsibility adheres with the requirements.
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5.

d. The state must provide CMS with requested financial information and other
demonstration aspects that have a specific impact on the Metiealieaid
population Requests for lormation will include a reasonable timeframe for
responses as agreed to by CMS and the state.

Impact on Demonstration of Changes in Federal Law, Regulation, and Policy.

a. To the extent that a changefederal law, regulation, or policy requires either
reduction or an increase fiederal financial participation (FFP) for expenditures
made under thidemonstration, thetate must adopt, subject to CMS approval, a
modified budget neutrality agreement for temonstratioras well as a
modified allotment neutrality worksheas necessary to comply with such
change. The modified agreement[s] will be effective upon the implementation of
the change. The trend rates for the budget neutrality agreement are not subject to
changeunder this subparagraph.

b. If mandated changes in thederal law requiretate legislation, the changes must
take effect on the earlier of the day sugtidte legislation actually becomes
effective, on the first day of the calendar quarter beginning thiéeeegislature
has met for six months in regular session after the effective date of the change in
federal law, or such other date provided for in the applicable federal law.

State Plan Amendments.Thestate will not be required to submit title XIX @tle XXI

state plan amendments for changes affecting any populations made eligible solely through
thedemonstration. If a population eligible through the Medicaid or CitHieplan is

affected by a change to tdemonstration, a conforming amendmernitite appropriatstate

plan may be required, except as otherwise noted in these 3T @k such cases, the

Medicaid state plan governs.

Changes Subject to the Amendment Proces&£hanges related to eligibility, enroliment,
benefits, enrollee rights, ileery systems, reimbursement methodologies, cost sharing,
evaluation desigrfederal financial participation (FFP), sources of-hederal share
funding, budget neutrality, and other comparable program eles@atdied in these STCs
must be submitted to CMS as amendments taleéh@nstration.All amendment requests
are subject to approval at the discretion of the Secretary in accordance with section 1115 of
the Act. Thestate will not implement changes to these elements without @pjaroval by
CMS of the amendment to the demonstratiém certain instances, amendments to the
Medicaid state plan may or may not require amendment to the demonstration as well.
Amendments to thdemonstration are not retroactivexcept as otherwisg@scified in these
STCsand FFP will not be available for changes todbmonstration relating to these
elements that have not been approved through the amendment process seSfidt8 in
below.

Amendment Process.Requests to amend tdemonstratiormust be submitted to CMS for
approval no later than 120 days prior to the planned date of implementation of the change
and may not be implemented until approv&€MS reserves the right to deny or delay
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approval of a demonstration amendment based ortompliance with these STCs,

including but not limited to failure by the state to submit required reports and other
deliverables in a timely fashion according to the deadlines specified herein. Amendment
requests must include, but are not limited to, thiewohg:

a. An explanation of the public process used bysthee, consistent with the
requirements o§TC9, toreach a decision regarding the requested amendment;

b. A data analysis which identifies the spec
amendmenobn the current budget neutrality agreement. Such analysis will include
current tot al computable Awith waiver o an

summary and detailed level through the current approval period using the most recent
actual expendituress well as summary and detailed projections of the change in the

Awi th waivero expenditure total as a resu
(by Eligibility Group) the impact of the amendment;

c. An upto-date CHIP allotment neutrality worksheéthecessary;

d. A detailed description of the amendment, including impact on beneficiaries, with
sufficient supporting documentatiamcluding a conforming title XIX and/or title
XXI state plan amendment, if necessayd

e. If applicable, a description dfow the evaluation design will be modified to
incorporate the amendment provisions.

9. Extension of the Demonstration.

a. States that intend to request demonstration extensions under sections 1115(a),
1115(e) or 1115(f) must submit an extension requesttapti@dan 6 months prior
to the expiration date of the demonstration. The chief executive officer of the
state must submit to CMS either a demonstration extension request or-@phase
plan consistent with the requirementsSdfC 10. Upon application from the
state, CMS reserves the right to temporarily extend the demonstration including
making any amendments deemed necessary to effectuate the demonstration
extenson including but not limited to bringing the demonstration into compliance
with changes to federal law, regulation and policy.

b. Compliance with Transparency Requirements 42 CFR Section 43Ag part of
the demonstration extension requests the stast provide documentation of
compliance with the transparency requirements 42 CFR Section 431.412 and the
public notice and tribal consultation requirements outlined in paragraph 14 as well
as include the following supporting documentation:

i. Historical Narrative Summary of the demonstration ProjeEhe state must
provide a narrative summary of the demonstration project, reiterate the
objectives set forth at the time the demonstration was proposed, and provide
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evidence of how these objectives have beenanetell as future goals of the
program. If changes are requested, a narrative of the changes being requested
along with the objective of the change and desired outcomes must be

included.

ii. Special Terms and Conditions (STCEhe state must provide documentation
of its compliance with each of the STCs. Where appropriate, a brief
explanation may be accompanied by an attachment containing more detailed
information. Where the STCs address any of the following areas, they need
not be documented a second time.

iii. Waiver and Expenditure Authoritie3he state must provide a list along with
a programmatic description of the waivers and expenditure authorities that are
being requested in the extension.

iv. Quality. The state must provide summaries of External Quality Review
Organization (EQRO) reports; managed care organization (MCO) reports;
state quality assurance monitoring; and any other documentation that validates
of the quality of care provided or correcti@etion taken under the
demonstration.

v. Financial Data The state must provide financial data (as set forth in the
curent § Cs ) de mo n st rdatailedrand agglregate, histaericakadds
projected budget mgrality status for the current approvarmd, and
separately for theequested period of the extensiorhe state must provide
five years of historical expenditure and enrollment data for Medicaid and
demonstration populations that are to be included in the demonstration
extension.CMS will work with the state to ensure that federal expenditures
under the extension of this project do not exceed the federal expenditures that
would otherwise have been made. In doing so, CMS will take into account
the best estimate of current trend rates atithe of the extension. In
addition, the state must provide up to date responses to the CMS Financial
Management standard questions. If title XXI funding is used in the
demonstration, a CHIP Allotment Neutrality worksheet must be inclutiesl.
state and ®IS agree that if a demonstration extension or new demonstration
is requested at the expiration of thigéar demonstration, such future budget
neutrality must be developed using updated historical data for the purposes of
determining without waiver limitsconsidering possible adjustments for the
impact of alternative payment methodologies and other innovations in
managed care

vi. Interim Evaluation Report The state must provide a narrative summary of the
evaluation design, status (including evaluationvdis and findings to date),
and plans for evaluation activities during the extension period. The narrative
is to include, but not be limited to, describing the hypotheses being tested and
any results available.
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vii. Documentation of Public Notice 42 CFRe8en 431.408 The state must

provide documentation of the stateos
specified in 42 CFR section 431.408 including the qae&ird public input

process described in 431.420(c) with a report of the issues raisedpubtice

during the comment period and how the state considered the comments when
developing the demonstration extension application.

10. Demonstration PhaseOut. The state magnly suspend or terminate this demonstration in
whole, or in part, consistent \withe following requirements:

a.

Notification of Suspension or Terminatioimhe state must promptly notify CMS

in writing of the reason(s) for the suspension or termination, together with the
effective date and a phaeeat plan. The state must submit its notification letter

and a draft phaseut plan to CMS no less th&montts before the effective date

of the demonstrationds suspension or t
phaseout plan to CMS, the state must publish on its website the draft-pbéase

plan for a 3éday public comment period. In addition, the stateshtonduct

tribal consultation in accordance with its approved tribal consultation state Plan
Amendment. Once the 3fay public comment period has ended, the state must

provide a summary of each public commen

commentand how the state incorporated the received comment into a revised
phaseout plan.

The state must obt ai noupMSmictothe pr ov al of

implementation of the phasmit activities. Implementation of phasat activities
must be no sooner than 14 days after CMS approval of the-pbap&an.

Phaseout Plan Requiremés The state must include, at a minimum, in its phase

out plan the process by which it will notify affected beneficiaries, the content of
said notices (including information on
by which the state will conduedministrative reviews of Medicaid eligibility for

the affected beneficiaries, and ensure ongoing coverage for eligible individuals, as
well as any community outreach activities.

Phaseout ProceduresThe state must comply with all notice requiremédatsd

in 42 CFR sections 431.206, 431.210, and 431.213. In addition, the state must
assure all appeal and hearing rights afforded to demonstration participants as
outlined in 42 CFR sections 431.220 and 431.221. If a demonstration participant
requests aearing before the date of action, the state must maintain benefits as
required in 42 CFR section 431.230. .

Federal Financial Participation (FERj the project is terminated or any relevant
waivers suspended by the state, FFP shall be limited toahatoseout costs
associated with terminating the demonstration including services and
administrative costs of disenrolling participants.
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11. Expiring Demonstration Authority and Transition. For demonstration authority that

expires prior to the overallden®rt r at i onds expiration date, th
demonstration authority expiration plan to CMS no later than 6 months prior to the
applicable demonstration authorityds expirat

requirements:

a. Expiration Requirement The state must include, at a minimum, in its
demonstration expiration plan the process by which it will notify affected
beneficiaries, the content of said notices (including information on the
beneficiaryodos appeal r i gwiltcenguct t he proce
administrative reviews of Medicaid eligibility for the affected beneficiaries, and
ensure ongoing coverage for eligible individuals, as well as any community
outreach activities.

b. Expiration ProceduresThe state must comply with all noticequirements found
in 42 CFR 8431.206, 8431.210 and 8431.213. In addition, the state must assure all
appeal and hearing rights afforded to demonstration participants as outlined in 42
CFR 8431.220 and 8431.221. If a demonstration participant requesisiagh
before the date of action, the state must maintain benefits as required in 42 CFR
§431.230. In addition, the state must conduct administrative renewals for all
affected beneficiaries in order to determine if they qualify for Medicaid eligibility
under a different eligibility category.

c. Federal Public Notice CMS will conduct a 3@lay federal public comment
period consistent with the process outlined in 42 CFR 8431.416 in order to solicit
public input on the stateodwllcahssderonstr at i
comments received during the-88y period during its review and approval of the
stateds demonstration expiration plan.
demonstration expiration plan prior to the implementation of the expiration
actvities. Implementation of expiration activities musgbeno sooner than 14
days after CMS approval of the plan.

d. Federal Financial Participation (FFP)FFP shall be limited to normal closeout
costs associated with the expiration of the demonstratmuading services and
administrative costs of disenrolling participants.

12. CMS Right to Terminate or Suspend. CMS maysuspengdor terminate thelemonstration
(in whole or in part) at any time before the date of expiration, whenever it determines
following a hearing that the State has materially failed to comply with the terms of the
project. CMS will promptly notify thestate in writing of the detrmination and the reasons
for suspension or termination of the Demonstration, or any withdrawal of an expenditure
authority, together with the effective date.
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13. Findings of Non-Compliance or Disallowance.Thestate does not relinquish either its
rights to challenge the CMS finding that gtate materially failed to comply, or to request
reconsideration or appeal of any disallowance pursuant to section 1116(e) of the Act.

14. Withdrawal of Waiver Authority. CMS reserves the right to withdraw waivers or
expenditure authorities at any time it determines that continuingahers or expenditure
authorities would no longer be in the public interest or promote the objectives of title XIX.
CMS will promptly notify thestate in writing of the determination and the reasons for the
withdrawal, together with the effective date, and affordsthte an opportunity to request a
hearing to challenge CMS6 determination pri
expenditure athority is withdrawn, FFP is limited to normal closeout costs associated with
terminating the waiver or expenditure authority, including services and administrative costs
of disenrolling participants.

15. Adequacy of Infrastructure. Thestate must ensure ¢havailability of adequate resources
for implementation and monitoring of tldemonstration, including education, outreach, and
enrollment; maintaining eligibility systems; payment and reporting systamngpliance
with cost sharing requirements; and regy on financial and othetemonstration
components.

16. Public Notice, Tribal Consultation, and Consultation with Interested Parties.The state
must comply with the State Notice Procedures set forth in 59 Fed. Reg. 49249 (September
27, 1994). Thestate must also comply witthe tribal consultation requirements in section
1902(a)(73) of the Act as amended by section 5006(e) of the American Recovery and
Reinvestment Act (ARRA) of 2009, the implementing regulations for the Review and
Approval Procesfor Section 1115 Demonstrations at 42 C.F.R. §431.408, and the tribal
consul tation requirements contained in the .
changes to thdemonstration, including (but not limited to) those referenced in B Hte
proposed by thetate.

In states withfederally recognized Indian tribesonsultation must be conducted in

accordance with the consultation process outlined iduhel7, 2001 letter or the

consultation processintlse at e6s approved Medicai d State
specifically applicable to consulting with tribal governments on waivers (42 C.F.R.
8431.408(b)(2)).

In states withfederally recognized Inan tribes, Indian health programs, and/or Urban
Indian organizations, the State is required to submit evidence to CMS regarding the
solicitation of advice from these entities prior to submission ofdanyonstration
proposal or renewal of thdemonstratn (42 C.F.R. 8431.408(b)(3)).

The State must also comply with the Public Notice Procedures set forth in 42 CFR
447.205 for changes in statewide methods and standards for setting payment rates.

17. Post Award Forum:Wi t hi n si x months of the demonstr at
annually thereafter, the state will afford the public with an opportunity to provide
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meaningful comment on the progress of the demonstration. At least 30 days prior to the date
of the planned puld forum, the state must publish the date, time and location of the forum

in a prominent location on its website. The state can use either its Medicaid Advisory
Committee, or another meeting that is open to the public and where an interested party can
leam about the progress of the demonstration to meet the requirements of the STC. The state
must include a summary in the quarterly report, as speaifi&d C 25, associated with the

guarter in which the forum was held. The state must also include the symntarannual

report as required b$TC 26.

18. FFP. No Federal matching funds for expenditures for teisionstration will take effect
until the effective date identified in tldemonstration approval letter.

19. Federal Financial Participation (FFP) for Designated State Health Programand
Indian Health ServicesPayments foDesignatedstate Health Programs (DSH&)d
Indian Health Servicesare limited to the costs incurred by the certifying entitiis
restriction does not precludRublic Hospital Redggn and Incentives in Medal
(PRIME), the Global Payment Prograi@PP) andVhole Person Car@VPC) funded
through intergovernmental transfers (IGTs) or capitated payments received by county health
systems or public hospitals funded through IGTs or general fund payments. Additionally,
cost limitations do not apply to payments received by governmerdtegehospitals from
Medi-Cal managed care organizations, consistent with Federal law as these payments cannot
be funded by CPEs.

IV. GENERAL REPORTING REQUIREMENTS

20. General Financial Requirements. The State will comply with all general financial
requirements under title XI¥nd XXI set forth in these STCs

21. Reporting Requirements Relating to Budget Neutralityand Title XXI Allotment
Neutrality . The State will comply with all reporting requirements for monitoring budget
neutralityand title XXI alotment neutralityset forth in these STCS he State must submit
corrected budget and/or allotment neutrality data upon request

22. Accounting Procedure. The State has submitted and CMS has approved accounting
procedures for thMedi-Cal 2020to ensure oersight and monitoring afemonstration
claiming and expenditures. These procedures are includdttabment H.The State

shall submit a modi fication to thhe AAccount |

extensiorapproval to account for changes axghansions to the waiver as described within
these STCs for the CalifornMedi-Cal 2020Demonstration.

23. Contractor Reviews.Thestate will forward to CMS summaries of the financial and
operational reviews that tissate completes on applicants awarded contracts through the
demonstrationdéds Seniors and Persons with Di
Chil drends Ser v HeaalthgFamikesBrggram®hild{e ussition to the

Medicaid Expansioiemonstationand Managed Care Health Plans operating in the State.
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24.  Monthly Calls. CMS shall schedule monthly conference calls with the State. The purpose
of these calls is to discuss any significant actual or anticipated developments affecting the
Demonstrabn. Areas to be addressed include, but are not limited to

The health care delivery system

PRIME

Global Payment Program

Access Assessment

Whole Person Care

Drug MediCal and Mental Health

Dental Transformatioimitiative

The Seniors and Persons widisabilities (SPD) Program;

The Community Based Adult Services (CBAS) Program;

California Childrends Services (CCs) P

k. Designated State Health Programs (DSHP) receiving federal financial

participationi as defined within these STCs;
Enroliment, quality of care, access to care;
. The benefit package, cesharing;
Audits, lawsuits;
Financial reporting and budget neutrality issues;
Progress on evaluations;
State legislative developments; and,
Any Demonstration amendments, concept pape State plan amendments the
State is considering submitting.

—oS@meaoTy

TLT OS5 3

CMS shall update thgate on any amendments or concept papers under review as well as
federal policies and issues that may affect any aspect déthenstration. Thetate and

CMS (boththe Project Officer and the Regional Office) shall jointly develop the agenda for
the calls.

25. Demonstration Quarterly Reports. Thestate will submit progress reports 60 days
following the end of each quart@kttachment I). The intent of these reports o present
thest at edbs anal ysis and t he s Tha statesnayréportdate v ar i
in later quartdy reports if data lags require with CMS approvalThese quarterly reports
will include, but are not limited to:

a. A discussiorof events occurring during the quarter or anticipated to occur in the
near future that affect health care delivery, enrollment, quality of care, access, the
benefit package and other operational issues.

b. Action plans for addressing any policy, operatioand administrative issues
identified.

c. Monthly enrollment data during the quarter and Demonstration Year to Date by:

I.  County of participation, the number of persons enrolled iIIC{&8
Program based on Medlal eligibility and DSHP;
ii.  County ofparticipation, the number of persons participating in any
Demonstration programs receiving FFP.
d. Budgetand CHIP Allotmenneutrality monitoring tables.
e. AccessAdvisory Committee Minutes
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f. Other items as requested:
i. Quarterly reports of any Designated 8thiiealth Program (DSHP) obtaining
Federal Matching funds through this Demonstration.

ii. By County of participation Demonstration population complaints, grievances
and appeals

iii. Biannually, by plan, the Medicatdedicaid population enrolled in Medial
mana@d care in the demonstration that are also enrolled in Medicare Advantage
plans operated hbyledi-Cal managed care platisat provideservicego
MedicareMedicaid beneficiaries.

26. Demonstration Annual Report. Thestate will submit a draft annual report documenting
accomplishments, project status, quantitative and case study findings, utilization data, and
policy and administrative difficulties in the operation of teenonstration. Theaate will
submit the draftanual report no later than 120 days after the end of dgmlonstration
year. Within 60 days of receipt of comments from CMS, a final annual report will be
submitted for thelemonstration year to CMS. The annual report will also contain:

a. The previous Statfiscal year appropriation detail fall Designated State Health
Programs
b. Identify the plans that do not meet the contractually required minimum
performance levels on the following 4 primary care access measures for children
(CAP-1224, CAR256, CAR711,and CAR1219), as well as specific actions the
state commits to taking to ensure children in California have access to health
plans that meet minimum performance leugitess the difference between the
MPL and HPL is 10 percemgepointsor less
c. The pragress and outcome of program activities related to the:
i. PRIME
ii.  Global Payment Program
iii.  Access Assessmercluding progress on evaluation
iv. ~ Whole Person Care
v. Drug MediCal and Mental Health
vi.  Dental Transformatiomitiative
vii.  CCS Program
viii.  Coordinated Carmitiative (CCI) Program experience of dual eligibles
iXx.  Progress on the evaluation of the demonstration and findings
iv. ~ SPD program

27. Final Report. Within 120 days following the end of tloarrentDemonstratiorperiod the
State will submit a draft final rept to CMS for comments. The State will take into
consideration CMSO6 comments for incorporati
due to CMS no |l ater than 120ltwillaoyes: after r ec:
a. Financial and budget neutralityp@rts
b. Key milestones and analysis of program activities related to:
i. PRIME
ii. Access Assessment
iii.  Whole Person Care
iv. Drug MediCal and Mental Health
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28.

29.

30.

v. Global Payment Program
vi. Dental Transformatiomitiative
vii. CCS Program
viii.  Coordinated Care Initiative (CCI) Prograperience of dual eligibles

Revision of the State Quality Strategyln accordance withederal regulations at Subpart
D 438.200 regarding Quality Assessment and Performance Improvement to ensure the
delivery of quality health care and establishmentaidards, the State must update its
Quality Strategy to reflect all managed care plans being proposed through this
demonstration and submit to CMS for approval. $ta¢ée must obtain the input of recipients
and other stakeholders in the development oeissed Quality Strategy and make the
Strategy available for public comment before adopting it as final, and submitting to CMS
for approval. Thestate must revise the strategy whenever significant changes are made,
including changes through tldemonstratn. Thestate will also provide CMS with annual
reports on the implementation and effectiveness of the updated Quality Strategy as it
impacts thedlemonstration.

External Quality Review. The state is required to meet all external quality review (EQR)
requrements found in 42 C.F.R. Part 438, subpart E. The state should generally have
available its final EQR technical report to CMS and the public by April of each year, for

data collected within the prior 15 months. This submission timeframe will aligrtiveth

collection and annual reporting on managed care data by the Secretary each September 30th,
which is a requirement under the Affordable Care Act [Sec. 2701 (d)(2)].

GENERAL FINANCIAL REQUIREMENTS

Certified Public Expenditures (CPEs).Total computablexpenditures for patient care that

are either directly payable under this Demonstration, or the basis for DSH, may be certified
by government entities that directly operate health care providers as long as the expenditures
are not funded using impermisslprovider taxes or donations as defined under section
1903(w) of the Social Security Act or using Federal funds other than Medicaid funds (unless
the other Federal funding source by law allows use of federal funds for matching purposes,
and the federal Miicaid funding is credited to the other federal funding source). To the

extent that the funding source for expenditures is a state program funded through this
Demonstration, expenditures may be certified only as a total computable expenditure under
such pogram. The State may not claim federal matching funds for a payment to a provider
and also claim federal matching funds on the underlying expenditure certified by the

provider, except to the extent that the State has an auditable methodology to prevent
duplicate claims (such as one that limits claims for federal matching based on the certified
expenditure to the shortfall after accounting for the claimed payment). For this purpose,
Federal funds do not includeRIME Payments, patient care revenue reeeigs payment

for other services rendered under programs such as DSHP, Medicare or Medicaid. To ensure
that there is no double claiming of federal funding under the DSHP, a detailed protocol will

be developed outlining the procedures to be followed famatg under this paragraph.
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31. Designated State Health Programs (DSHP)The statemay claim FFP for the following
state programs subject to the annual limits described bdiogenditures are claimed in
accordance with CM@pproved claiming protocola Attachment.

a.

b.

The annual limit the state may claim FFP for DSHP shall not exc&e@d®,000
FFPperDY11-15 (or $375,000,000 total for the 5 yepmrsxceptas provided

herein. In the event that the state does not claim FFP up to the $75,000,000
annual limit in a given DY under this demonstration period, the state may exceed
the $75,000,000 annual limit for claiming FFP for DSHP expenditures in a
subsequerdY by an amount equal to the difference of $75,000,000 and the
amount of FFP claimed for DSHP in that applicable prior. OYie total amount

of DSHP FFRhat the state may claim in DY 11 throughctBnbinedmay not

exceed theonfederal share aimouns expended by the state for the Dental
Transformation Incentive Program.

Approved Designated State Health Programs (DSHP) for which FFP can be
claimed subiject to the limits in this paragraph are:

State Only Medical Programs

California ChildrenServices (CCS)

Genetically Handicapped Persons Program (GHPP)

Medically Indigent Adult Long Term Care (MIALTC)

Breast & Cervical Cancer Treatment Program (BCCTP)

AIDS Drug Assistance Program (ADAP)

Department of Developmental Services (DDS)

ProstateCancer Treatment Program (PCTP)

Workforce Development Programs

Office of Statewide Health Planning & Development (OSHPD)
1 Song Brown HealthCare Workforce Training
Program
1 Steven M. Thompson Physician Corp Loan
Repayment Program
1 Mental Health LoarAssumption Program

c. Prohibited DSHP Expenditureallowable DSHP expenditures do not include

any expenditures that are funded by federal grants (for example, grants from the
Health Resources and Services Administration, or the Centers for Diseasd,Contro

or from theGlobal Payment Progrgnor that are included as part of the
maintenance of effort or nefiederal share requments of any federal grant.
Additionally, allowableDSHP expenditures do not include expenditures
associated with the provision mbn-emergency care to naqualified aliens.To

implement this limitation, 13.95 percent of total provider expenditures or claims

through DSHP identified below will be treated as expended foenoergency
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32.

VI.

33.

care to norgualified aliens.

i. Expenditures for the Medically IndigeAtult Long Term Care
(MIA/LTC) program will not be reduced by 13.95 percent because there
are no norgualified aliens receiving services under this program.

ii. Expenditures for the Breast and Cervical Cancer Treatmegtdm
(BCCTP) will be reduced by the costs related to providing services to
those individuals with aid codes used to designatequatified aliens;
however, the 13.95 percent reduction will not be applied otherwise.

iii. Expenditures for the California Chilein Services (CCS) program will be
reduced by 13.95 percent as specified in subparagraph (a).

iv. Expenditures for the Genetically Handicapped Persons Program (GHPP)
will be reduced by 13.95 percent as specified in subparagraph (a).

v. Expenditures for the AIDS iDg Assistance Program (ADAP) will be
reduced by either the 13.95 percent factor as specified in subparagraph (a),
or by the costs related to providing services to those individuals with aid
codes used to designate Aqunalified aliens.

vi. Expenditures for th California Department of Developmental Services
will be reduced by either the 13.95 percent factor as specified in
subparagraph (a), or by the costs related to providing services to those
individuals with aid codes used to designate-quoalified aliens.

vii. Expenditures for the Prostate Cancer Treatment Program (PCTP) will be
reduced by 13.95 percent as specified in subparagraph (a).

SupplementalPayments to IHS and 638 Facilities.The stateshallmakesupplemental
paymentgo Indian Health Service (IHS) and tribal 638 facilitiesake into account their
responsibility to provide uncompensated care and support the IHS and tribal 638 service
delivery network. Supplementahyments shall be computed based orutiompensate

cost forservices that were eliminated from Medal coverage iduly 2009 pursuant to state
plan amendmer@9-001, furnished by such facilities individualsenrolled in the MedCal
program Participatingribal facilitiesshall maintain policies for furnishing servidesnon

IHS beneficiarieshat aren place a®f January 1, 201Rayments shall beased on the
approved methodology set forthAttachment F The annual limit for the IHS
uncompensated care cost shallbike 550,000 total computable per year (DYi 1115).

STATE PLAN AND DEMONSTRATION POPULATIONS AFFECTED BY THE
DEMONSTRATION

Eligibility . Certainstate plan eligibles are affected by the Demonstraisrdescribed
below.

State plan eligibles derive tineligibility through the Medicaid statégm and are subject to

all applicable Medicaid laws and regulations in accordance with the Mediededan,

except as expressly waived in this demonstration and described in these STCs. Any
MedicaidState Pla Amendments to the eligibility standards and methodologies for these
eligibility groups, including the conversion to a modified adjusted gross income standard
January 1, 2014, will apply to this demonstration. These state plan eligible beneficiaries are
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affected bythe demonstratiohy being required to usbé¢ managed care network and
gainingaccess to additional benefits not described in the state plan.

The following population groups are affected by the Demonstration

a. State Plan Californi€ hi | dr en 6 s 3iftected ibycthee Demorfsitatiaiie)

those children with Special Health Care Neeti® are:

i. Under 21 years of age; and

ii. Meet the medical eligibility criteria as defined in the California Code of
Regulations such as congenital anomalies, cerebral palsy, hearing loss, cancer and
diabetes; and

iii. Meet financial eligibility criteria for CCS if they are:
1. Enrolled in MediCal (pe the Medicaid State Plan);

2. Persons in families with an adjusted gross income of $40,000 or less in the
most recent tax year, as calculated for California state income tax purposes; or

3. Projected to expend more than 20 percent of their annual, adjuss=d g
family income for treatment of the C&ligible condition.

b. State Plan Seniors and Persons with Disabilities (3REXhose persons who derive
their eligibility from the Medicaid State Plan and are aged, blind, or disabled.

c. Section 1931 Chilekn and Related Populatioa® children including those eligible
under Section 1931, pove+gvel related groups and optional groups of older
children

d. Section 1931 Adults and Related Populatiaresadults including those eligible under
Section 1931povertylevel pregnant women and optional group of caretaker
relatives.

e. Foster Care Childreare Medicaid beneficiaries who are receiving foster care or
adoption assistance (Title {&), are in fostecare, or are otherwise in an eafthome
placement.

f. Community Based Adult Services (CBAS) Populatiarespersons who are age 18 or
olderandmeet CBAS eligibilityunderSTC 95(a) and (d).

g. New Adult Group.Thenew adult group, described in section 1902(a)(10)(A)()(VIII)
of theSocial SecurityAct and 42 CFR 435.119, pursuant to the approved state plan
will be required to obtain services throughtdi® monstr ati onés manage
delivery systenas described in these STCBenefits for the new adult group are
described i n t tematieethentfiepts state plpnramendment. a |

h. Cal MediConnect eligible beneficiariase defined in the Califorril@MS Financial
Alignment Memorandum of Understanding signed March 27, 20@3further
clarified in the threavay contracts between the State, CMS, and the participating
plans.
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i. Coordinated Care Initiative (CCI) Eligible Beneficiariesre individualsage 21 and
older and includes dual eligible beneficiaries who opt out oexclided from the
Cal MediConnect program, Medlal only Seniors and Persons with Disabilities
(SPDs)who were previously excluded from the mandatory managed care SPD
transition program, and Medal managed care enrollees who reside in one of the
following 7 counties:, Los Angeles, Orange, Riverside, San Bernardino, San Diego,
San Mateo, and Santa Clara, excludiBgneficiariesenrolledin PACE
Beneficiarieenrolledin the AIDS Healthcar&oundation Medi-Calonly
beneficiarieexcludeddueto anapprovedvedical Exemption Requesand;
Beneficiaries enrolled in SCAN.

J. Low-income Pregnant Womedefined as pregnhant women with incomes up to and
including 138 percent of the FPL will be required to obtain services through this
demonstrati onds man aBgrefitiaresawhe@aredpegnany er y sy s
women in fegfor-serviceprior to August 1, 2015 may remain in féer-servicefor
the duration of their pregnancy and ppattum period to ensure continuity of care.
Any pregnant womewioluntarily moving from FFSo managed camill be provided
appropriate care coordination.

All Medicaid populations served by public hospital systems that participate in the PRIME
program may be affected by payment incentives for such systems that are designed to
further efforts to restructure care delivery to improve quality and appropriateness of care
settings.

VII. DEMONSTRATION DELIVERY SYSTEMS

If the State chooses to use a managed care delivery system to provide benefafféctdok
populations defined in STC33), any managed care delivery system which uses managed care
organizations (MCOs), healihsuring organizations (HIOs), prepaid inpatient health plans
(PIHPs), or prepaid ambulatory healthnrdgPAHPS) [collectively referred to as managed care
entities] is subject to all applicable Medicaid laws and regulations, including but not limited to
sections 1903(m), 1905(t), and 1932 of the Act and 42 CFR Part 438.

Health Insuring Organizationseamanaged care delivery systems unique to California and

operate under the authority of section 9517(c) of COBRA 1985, which was subsequently
amended by section 4734 of OBRA 1990 and MIPAA 2008. HIOs are exempt from the managed
care requirements of semti 1932 of the Act (implemented through 42 CFR Part 438) because
they are not subject to the requiremamsder 1903(m)(2)(A) that apply to MCOs and contracts

with MCOs. 42 CFR 438.2 identifies these as coupgrated entities and California state law

that passed simultaneously with OBRA 1990 identifies these as eotgapized health systems
(COHS). The entities covered by the 1915(b) waivers in subparagraph b. and c. operate under the
HIO authority to deliver benefits to State plan populations; th8M B considered a COHS, but

is not considered an HIO by Federal standards because it became operational after January 1,
1986.

A COHS plammust enroll all Medicaid beneficiaries residing in the county in which it operates.
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In Humboldt County, beneficisgs may be subsequently disenrolled from COHS to be enrolled in
the Progranof All Inclusive Care for the Elderly (PACE), if eligible. Medicaid beneficiaries
residing in COHS counties may not be enrolled in any other alternative delivery system without
prior approval from CMS and an amendment to this demonstration.

The countieparticipating in the Two PlaModel offer a choice of two types of MCQOsa local
initiative plan (a countprganized plan which includes locghfety Netproviders and clinics)
and a commercial plan. The counties participating irGeegraphic Managedate GMC),
Imperial,and Regional Modslof managed cafer a choice of two or more MCOSan Benito
County offers a choice @neMCO or the States Fdeor-Service delivery systepenroliment in
managed care is voluntary

34. Managed Care ExpansionsThe State has been granted the authority to operate managed
care programs in the countiesAttachment M. Therefore, a Demonstration amendment is
not required to implement expansions in these counties. However, any new service area
expansions, propose&thanges in Demonstration authorities, or changes in the populations
included or excluded in the authorized counties will require an amendment to the
Demonstration as outlined BITC § includingupdated Attachment.lAll managed care
expansionswith beneiciary protections and contract requiremesgscribedunderthe
20102 0 1 5 i BRefordmbDemonstratioomust maintain the required beneficiary
protections and contract requirements with the renewal.

35. Encounter Data Validation Study for New Health Plans.When a managed care entity
begins serving the populations$TC 33in the Demonstration, the State will be responsible
for conducting a validation study 18 months after the effective date of theatdotra
determine completeness and accuracy of encounter data. The initial study will include
validation through a sample of medical records of Demonstration enrollees.

36. Submission of Encounter Data.The State will submit encounter data to the Medicaid
Statistical Information System (MSIS) as is consistent with Federal laigy aoid
regulation. The State must assure that encounter data maintained at managed care entities
can be linked with eligibility files maintained at the State.

37. Standard Transaction Formats for Transmission of Payment and Enrollment to
Managed Care Entities.The State must ensure that regular capitation payments and plan
enrollment rosters provided to the managed care entities serving Demonstration populations
are generated throb@n automated process that is compliant with the appropriate standard
HIPAA ANSI X12 transaction file format.

38. Contracts. No FFP is available for activities covered under contracts and/or modifications
to existing contracts that are subject to 42 CBR requirements prior to CMS approval of
such contracts and/or contract amendmeintse State will provide CMS with a minimum
of 60 days to review and approve changéblS reserves the right, as an alternative to
witholding all FFP for a contract when (Gwetermines that the state and the contractor are
making good faith efirts to come into compliance withhold FFP in part until the
contract compliance and approval requirement is met for that contract.
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39. Capitation Payments The State must ensureatiregular capitation payments made to the
Medicaid health plans that are covered under this Demonsteagaione through an
automated procesbat is compliant with the standard HIPAA ANSI X12 820 electronic
transaction format. Likewise, the State muensure that regular plan enrollment rosters are
provided to the Medicaid health plans covered under this Demonstration through an
automated process that is compliant with the standard HIPAA ANSI X12 834 electronic

transaction format.

40. Network Adequacy. The Statanust ensure that each managed care entity has a provider
network that is sufficient to provide access to all covered services in the contract

To the extent that the state applies an exception alternate access standard to kedf@ox
Medi-Cal managed care health plan contract network standards the state shall provide the
CMS with the following information no later than 30 days after approval:

a. The geographic zip codes where the exception is applied;
b. The reason(s) for applying this exceptiand

c. A description of how the health plan network being certified for network
adequacy compares to the number of FFS provider in the region where the
exception isapplied or the previous plan network, whichever is applicable.

d. And annudl thereafter:

I.  The geographic zip codes where the exception is apairet];

ii.  The reason(s) for applying this exception

If reports are not submitted on time CMS reserves the right as a corrective action to
withhold FFP (either partial or fulfpr managed care capitatipaymentdor the

Demonstration until the requirement is met.

41. Network Requirements The Statanust through its health plans deliver adequate primary
care, including care that is delivered in a culturally competent manner that is sufficient to
provideaccess to covered services to the-loeome population, and coordinate health care

services for Demonstration populations.

a. Special Health Care Needs Enrollees with special health care needs must have
direct access to a specialist as appropriate fanthieidual's health care

condition.

b. Out of Network Requirements- The Statehrough its health plans must provide
Demonstration populations with the corresponding Demonstration program
benefits described within these STCs and must adequately covebémesies
and services out of network in a timely fashion, for as long as it is necessary to

provide them, at no additional cost to the enrollee.

c. Timeliness- TheMedi Calmanaged care healfilansmust comply with timely
access requirements and ensuré@ g®viders comply with these requirements
Providers must meet State standards for timely access to care and services,
considering the urgency of the service needed. Network providers must offer
office hours at least equal to those offered tothe hpaltha n 6 s c ommer c i
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business enrollees or Medicaid fee-service participants, if the provider accepts
only Medicaid patients. Contracted services must be made available 24 hours per
day, seven days per week when medically necessary. The Stabgithine

health plan contracts must establish mechanisms to ensure and monitor provider
compliance and must take corrective action when noncompliance occurs.

d. Credentialing - The State througits health plans must demonstrate that the
health plan providerare credentialed. The State must also require these health
plans to participate in efforts to promote culturally competent service delivery.

e. Demonstrating Network Adequacy - Annually theState musprovide adequate
assurances that it has sufficient aapato serve the expected enrollment in its
service area.

i.  The State must provide supporting documentation that must show that the
health plan offers an adequate range of preventive, primary, and specialty
services care for the anticipated number of éeeslin the service area. The
network must contain providers who are sufficient in number, mix, and
geographic distribution to meet the anticipated needs of enrollees.

ii.  The State through its health plans must submit this documentation when it
enters into &ontract.

iii.  The State must submit this documentation any time that a significant change
occurs in the health plan's operations that would affect adequate capacity and
services.

iv.  Significant changes include changes in services, benefits, geographic service
area, or payments or the entity's enrollment of a new population.

42. Certification 7 Prior to enroliment and annually, the State is required to certify to CMS that
each health plan has complied with State standards for service availability and must make
all documentation available to CMS upon request.

43. Concurrent Operation of the Multipurpose Senior Services Program (MSSP) 1915 (c)
Home and Community Based Services (HCBS) progranCA 0141) Payment for the
MSSP 1915 (c) waiver services will be included in the plan capitation payments from the
State starting July 1, 2014Eligible beneficiaries in the seven CCI counties who are
participating in the MSSP waiver will be allowed to join the RakdiConnect program, if
eligible, or mandatorily enrolled in a plan. The Cal MediConnect plans andGétadinly
managed care plans will be required to contract with MSSP providers to ensgomgn
access to MSSP waiver servicesMBSPenrolled benetiariesat the time of transition
through December 31, 2017. MSSP waiver providers will continue to provide the same
services to MSSP Waiver participants/clients; however, they will receive payment fer Medi
Cal managed care members from the plans. Tieeggrements shall be outlined in the plan
and MSSP Waiver provider contracts

VIll.  CONTINUING OPERATION OF DEMONSTRATION PROGRAMS
Community-Based Adult Services (CBASJor Medi-Cal State PlanPopulations

44. Community-Based Adult Services (CBAS) Eligibility andDelivery System.
Community Based Adul t Se rbasedcpegram thatsdelieers out pat
skilled nursing care, social services, therapies, personal care, family/caregiver training and
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support, nutrition services, care coordination, andspartation to eligible State Plan
beneficiaries.

a. CBAS Recipientsre those persons who:

I Are age 18 years and older;

il. Derive their Medicaid eligibility from the State Plan and are either aged,
blind, or disabled; including those who are recipsesf Medicare.

iii. Are MediCal managed care plan members or are exempt from enrollment
in Medi-Cal managed care.

Y2 Reside within a geographic services area in which the CBAS benefit was
available as of April 1, 2012, as more fully describe8TiC 45 or are
determined eligible for the CBAS benefit by managed care plans that
contract with CBAS providers pursuant3d C44(b) and STCA7(a)(ii).

b. Delivery System.
i. CBAS is a MediCal managed care benefit in counties wHaBAS existed on
April 1, 2012.To the extent that the provision of CBAS is determined by DHCS
to be boh costeffective and necessary to prevent avoidable institutionalization

of plan enrollees within a plands servi
as of April 1, 2012, CBAS may be a Medal managed care benefit pursuant to
STC4f{a)(i)avail able to that plands enroll ee

it contracts with a CBAS provider that has been certified as such by DHCS.

The State must ensure that plans have mechanisms to provide care coordination,
personcentered planning comtiity-of-care, outof-netwok care,and other

provisions related to newly enrolled managed care beneficiaries as described in
STC 58

ii. CBAS shall be available as a Medal feefor-service benefit for individuals
who do not qualify for, or are exemijpbm enrollment in, MedCal managed
care as long as the individual resides within the geographic service area where
CBAS is provided.

iii. If there is insufficient CBAS Center capacity due to Center closure(s) to satisfy
demand in counties where CBAS centxisted as of April 1, 2012, the State
Medicaid Agency must assure that eligible CBAS beneficiaries that had
received CBAS at the closed Center(s) have access to unbundled CBAS as
needed for continuity of care and subject to the following general prasedur

1. Managed care beneficiaries: For managed care beneficiaries who are
eligible for CBAS and there is a 5% change from County capacity as of
April 1, 2012, in the area, the MCO will authorize unbundled services and
facilitate utilization through care cadination.

2. Feefor-Service beneficiaries: For FFS beneficiaries who are eligible for
CBAS and there a 5% change from County capacity as of April 1, 2012, in
the area, the following procedures will apply:
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91 DHCS will work with the local CBAS Center netwoand

beneficiarydés physician to identif
and the type, scope and duration of the CBAS the beneficiary needs.
TfDHCS wi | | work with the beneficia

0 needed nursing services,
o referral to, or reassessnief, I"Home Supportive
Services as needed for personal care services (or
authorization ofwaiver personal care services needed in
excess of the IHSS cap).
1 If the beneficiary needs therapeutic services, DHCS will work with
t he benef i ci aoordiat theduthasizatoonm ad meededo
services.
1 If the beneficiary needs mental health services, DHCS will work
with the beneficiaryods physician t
mental health services program.

iv. In the event of a negative change in capacity of 5% or greater in any county for
any reason, DHCS shall identify in the quarterly report for the same quarter as
the negative change the provider capacity in that county for providing all core
and additionaCBAS services (as listed in ST@5(a) and45(b)) on an
unbundled basis

c. Home and CommunitBased SettingsThe state must ensure that home and
communitybased settings have all of the qualities required by 42 CFR 441.301(c)(4),
and oher such qualities as the secretary determines to be appropriate based on the
needs of the individual as indicated in their persentered plan. In a provider owned

or controlled setting, the additional qualities required by CFR 441.301(c)(4)(vi) must be
met. The state will engage in a CBAS stakeholder process to amend the HCB settings
statewide transition plan to ensure that all home and commlasigd settings found in

the 1115 Demonstration have all of the qualities required by 42 CFR 441.301(c)(4).
The state will amend the statewide transition plan to include all HCBS settings used by
individuals in the 1115 Demonstration and submit to CMS no later than September 1,
2015, to ensure complete compliance with HCB Settings by March 17, 2019.

d. CBAS Program Eligibility CriteriaThe CBAS benefit shall be available to all

beneficiaries who meet the requiremertSTC44 and for whom CBAS is available

based or5TC44 who meet medical necessity criteria as established in state law and

who qualify basedn at least one of the medical criteria in (i) through (v):
.Meet or exceed the ANur siAncgtericascdat| i ty Le
forth in the California Code of Regulations; OR
ii. Have a diagnosed organic, acquired or traumatic brain injod/pachronic
ment al di sorder . AChronic ment al di sorde
more of the following diagnoses or its successor diagnoses included in the most
recent version of the Diagnostic and Statistical Manual of Mental Disorders
published by the American Psychiatric Association: (a) Pervasive Developmental
Disorders, (b) Attention Deficit and Disruptive Behavior Disorders, (c) Feeding and
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Eating Disorder of Infancy, Childhood, or Adolescence, (d) Elimination Disorders,
(f) Schizophreniand Other Psychiatric Disorders, (g) Mood Disorders, (h) Anxiety
Disorders, (i) Somatoform Disorders, (j) Factitious Disorders, (k), Dissociative
Disorders, () Paraphilia, (m) Eating Disorders, (n) Impulse Control Disorders Not
Elsewhere Classified (o)djustment Disorders, (p) Personality Disorders, or (q)
Medicationinduced Movement Disorders. In addition to the presence of a chronic
mental disorder or acquired, organic, or traumatic brain injury, the enrollee shall
need assistance or supervision véither:
A. Two of the following: bathing, dressing, séfeding, toileting, ambulation,
transferring, medication management, or hygiene; or
B. One need from the above list and one of the following: money management;
accessing community and health resesr meal preparation, or transportation;
OR.
iii. Have a moderate to severe cognitive disorder such as dementia, including
dementia characterized by the descriptors of, or equivalent to, Stages 5, 6, or 7 of
the Al zhei merbés Type; OR
Iv. Have a mild cogitive disorder such as dementia, including Dementia of the
Al zhei mer 6s Type, AND need assistance or
bathing, dressing, seléeding, toileting, ambulation, transferring, medication
management, or hygiene; OR
v.Havea devel opmental disability. #nADevelopr
which originates before the individual attains age 18, continues, or can be expected
to continue indefinitely, and constitutes a substantial disability for that individual as
defined in the California Code of Regulations.

e. CBAS Eligibility Determination

Eligibility determination for the CBAS benefit will be performed as follows:
i. The initial eligibility determination for the CBAS benefit will be performed
through a faceo-face review by a registered nurse with level of care determination
experience, using a standardized tool and protocol approved by the State Medicaid
Agency unless criteria under 9§(fi) are met. The eligibility determination will be
conducted bythebenf i ci aryés managed care plan, o1
or its contractor(s) for beneficiaries exempt from managed care.
ii. Aninitial faceto-face review is not required when a managed care plan
determines that an individual is eligible to receive CBAS and that the receipt of
CBAS is clinically appropriate based on information that the plan possesses.
iii. Eligibility for ongoingreceipt of CBAS is determined at least every six months
through the reauthorization process or up to every twelve months for individuals
determined by the managed care plan to be clinically appropriate.
iv. Denialin servicesor reductionn the requestedumber of days for services
ongoingCBAS by DHCS or by a managed care ptaguires a facéo-face review.

f. Grievances and Appeals
i. A beneficiary who receives a written notice of action has the right to file an
appeal and/or grievance under State and Federal Law.
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ii. A CBAS participant may file a grievance with their Managed Care Organization

as a written or oral complaint. The paigi@nt or their authorized representative

may file a grievance with the participan
they experience dissatisfaction with the services or quality of care provided to them,

and as further instructed by the MCO.

45. CBAS Benefit and Individual Plan of Care (IPC).
CBAS benefits include the following:

a. Core ServicesProfessional nursing care, personal care and/or social services,

therapeutic activities, and a meal shall be provided to all eligible CBAS
beneficiaries on eadlay of service as follows.

i. Professional nursing services provided by an RN or LVN, which includes one or
more of the following, consistent with scope of practice: observation, assessment,
and monitoring of the benefingpandaryds gene
assessment of the participantds medicati
beneficiarybés personal heal th care provi
and provision of skilled nursing care and interventions.
ii. Personal care services provided primarily by program aides which include
one or more of the following: supervision or assistance with Activities of Daily
Living (ADLs) and Instrumental Activities of Daily Living (IADLS); protective
group supervision andterventions to assure participant safety and to minimize
risk of injury, accident, inappropriate behavior, or wandering.
ii. Social services provided by social work staff, which include one or more
of the following: observation, assessment, and monitoringlofe par t i ci pant ¢
psychosocial status; group work to address psychosocial issues; care coordination.
iv. Therapeutic activities organized by the CBAS center activity coordinator,
which include group or individual activities to enhance social, physical, ortiv@gn
functioning; facilitated participation in group or individual activities for CBAS
beneficiaries whose physical frailty or cognitive function precludes them from
independent participation in activities.
V. A meal offered each day of attendance thatlarced, safe, and
appetizing, and meets the nutritional needs of the individual, including a beverage
and/or other hydration. Special meals will be provided when prescribed by the
participantodés personal heal th care provi

b. Additional ServicesThefollowing additional services shall be provided to all
eligible CBAS beneficiaries as needed and
I. Physical therapy provided by a licensed, certified, or recognized physical therapist

within his/her scope of practice.

il. Occumtional therapy provided by a licensed, certified, or recognized
occupational therapist within his/her scope of practice.

ii. Speech therapy provided by a licensed, certified, or recognized speech
therapist within his/her scope of practice.

2 Behavioral lealth services for treatment or stabilization of a diagnosed
mental disorder provided by a licensed, certified, or recognized mental health
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professional within his/her scope of practice. Individuals experiencing symptoms

that are particularly severe or wdesymptoms result in marked impairment in

social functioning shall be referred by CBAS staff to the identified managed care

plan, County Mental Health programs, or appropriate behavioral health

professionals or services.

V. Registered dietician services pited by a registered dietician for the

purpose of assisting the CBAS beneficiary and caregivers with proper nutrition and

good nutritional habits.

Vi. Transportation, provided or arranged
place of residence and the CBAS\t&, when needed.

c. Individual Plan of Care (IPC).

The IPC is a written plan designed to provide the CBAS beneficiary with appropriate
treatment in accordance with the assessed needs of the individual, as determined by the
CBAS center and as specifiedState law. The IPC is submitted as supporting
documentation for level of service determination with the treatment authorization
request.

Thewhole personcenteredrojectwill comply with the requirements at 42 CFR

441.301(c)(1) through (3) including specifying: 1) How HRE will identify each

enroll eedbs preferences, choices and abil it
preferences, choices and abilities; 2) HowIB€ will allow the enrollee to participate

fully in any treatment or service planning discussion or meeting, including the
opportunity to involve family, friends anct
How thelPC will ensure that the enrollee has infted choices about treatment and

service decisions; and 4) How thEBC process will be collaborative, recurring and

involve an ongoing commitment to the enrollee.

The 1 PC i s prepared by the CBAS centerods 1
assesseant of the beneficiaryds medical, func
includes standardized components approved by the State Medicaid Agency.
Development of the IPC is based on principles of Pe@amtered Planning, which is
an individualized and ormgng process to develop individualized care plans that focus
on a personds abilities and preferences f«
Centered Planning includes consideration of the current and unigpeyubasocial
culturaland medicake eds and history of the individu
functional level, support systems, and continuum of care needs. CBAS center staff, the
beneficiary, and his/ her support team shal
least every six mohs or when there is a change in circumstance that may require a
change in benefits. Such review and updates must include an evaluation of progress
toward treatment goals and objectives, anit
needs. The IPC sHahclude at a minimum:

i. Medical diagnoses.

ii. Prescribed medications.

iii. Scheduled days at the CBAS center.
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Iv. Specific type, number of service units, and frequency of individual services to be
rendered on a monthly basis.

v. Elements of theervices thaheed to be linked to individual objectives,

therapeutic goals, and duration of service(s).

vi. An individualized activity plan designed to meet the needs of the enrollee for
social and therapeutic recreational activities.

vii. Participationin specific group activities.

viii. Transportation needs, including special transportation.

IX. Special diet requirements, dietary counseling and education, if needed.

X. A plan for any other necessary services that the CBAS center will coordinate.

xi. IPCs will be reviewed and updated no less than every six months by the CBAS
staff, the enrollee, and his/her support team. Such review must include a review of
the participantds progress, goals, and o

46. CBAS Provider Secifications. CBAS center staff shall include licensed and registered
nurses; licensed physical, occupational, and speech therapists; licensed behavioral health
specialists; registered dieticians; social workers; activity coordinators; and a varidgtgrof o
nortlicensed staff such as program aides who assist in providing services.

a. Licensed, registered, certified, or recognized staff under California State scope of
practice statutes shall provide services within their individual scope of practice and
receive supervision required under their scope of practice laws.

b. All staff shall have necessary experience and receive appropriateeon

orientation and training prior to performing assigned duties. All staff will be
supervised by CBAS center or admirasgive staff.

c. The State Medicaid Agency maintains Standards of Participation for all CBAS
providers are found iAttachment W tdhese STCs. These Standards of Participation
are hereby incorporated by reference and can be found on the Departmesaitiof He
Care Services and California Department of Aging (CDA) websites. Any changes in the
CBAS Provider Standards of Participation must be approved by CMS.

47. Responsibilities of Managed Care Plans for CBAS Benefits
The responsibilities of managed care planmmghe CBAS benefit shall be consistent with
each individual managed care plands contract
include that plans do the following.

a. Contract Requirements for Managed Care Plans:

i. Contract with sufficient availab€ BAS provi ders in the ma
covered geographic areas to address in a timely way the needs of their
members who meet the CBAS eligibility criteria in @5( Sufficient means:
providers that are adequate in number to meet the expected iotiliabthe
enrolled population without a waitlist; geographically located within one
hour 6s transportation time and appropr
enroll ees6 specialized health needs an
language needs aipdeferences.

ii. Plans may, but are not obligated to, contract for CBAS with providers licensed
as ADHCs and authorized by the Department to provide CBAS on or after
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April 1, 2012. Plans are not obligated to develop new CBAS networks or
capacity in geographat areas where CBAS capacity is limited or where
ADHC was not available prior to April 1, 2012;
iii. Where there is insufficientornanx i st ent CBAS capacity i
covered geographic area and ADHC had been available prior to April 1, 2012,
the plan shiharrange for the delivery of appropriate pleovered benefits and
coordinate with community resources to assist members, who have similar
clinical conditions as CBAS recipients, to remain in the community.
iv. Confirm that every contracted CBAS providelicensed, certified, operating,
and meets the managed care planbs cr ed
A. The managed care plan may exclude any CBAS provider, to the extent
that the managed care plan and CBAS provider cannot agree to terms,
the CBASprovide does not meet the plands c
standards, is terminated pursuant t
contract with the managed care plan, or otherwise ceases its operations
as a CBAS provider.
B. The managed care plan shall provide ttegeSMedicaid Agency a list of
its contracted CBAS providers and its CBAS accessibility standards on
an annual basis.

b. Eligibility and Authorization: Develop and implement policies and procedures for
CBAS eligibility determination and authorizatioratraddress the eligibility criteria
set forthin STC 44 the processes and timelines in State law, and all of the
following:

i. Faceto-face eligibility determination (F2F) review requirements: the
minimum standard is that the managed care plan will condue2g
eligibility determination for those beneficiaries who have not previously
received CBAS through the plan, provided that the managed care plan has not
already determined through another process that the member is clinically
eligible for CBAS and in rned for the start of CBAS to be expedited.

ii. Timeline for eligibility determination: the plan shall complete the F2F
eligibility determination using the standard Stapgproved tool, as soon as
feasible but no more than 30 calendar days from the initgbgiiy inquiry
request. The plan shall send approval or denial of eligibility for CBAS to the
CBAS provider within one business day of the decision and notify the
member in writing of his/her CBAS eligibility determination within two
business days of thdecision.

iii. Timeline for service authorization: After the CBAS eligibility determination
and upon receipt of the CBAS treatment authorization request and individual
plan of care (IPC), the plan shall:

A. Approve, modify or deny the authorization request wifhia business
days of receipt of the authorization request, in accordance with State

law.
B. Determine level of service authorization (i.e., days per week authorized)
based on the plands review of the II
California Med+Cd 2020 Demonstration Page28 of 307

ApprovedDecember 30, 201through December 31, 2020



consideration of th days per week recommended by the CBAS
multidisciplinary team, and the medical necessity of the member.

C. Notify the provider within one business day of the authorization
decision. Notify the member within two business days of the
authorization decisionncluding informing the member of his/her right
to appeal and grievance processes in accordance wfjh 95

iv. Timeline, process, and criteria for expedited eligibility determination and
authorization for CBAS such that an F2F will not be performed. At a
minimum, expedited authorization shall occur within 72 hours of receipt of a
CBAS authorization request for individuals in a hospital or nursing facility
whose discharge plan includes CBAS, or when the individual faces imminent
and serious threat to his or hezalth.

v. Written notices to the beneficiary shall include procedures and contacts for
grievances and appeals.

vi. Guidelines for level of service authorization, including for the number of days
per week and duration of authorization up to 12 months.

vii. Continuityof care: The managed care plan shall ensure continuity of care
when members switch health plans and/or transfer from one CBAS center to
another.

c. Coordination with CBAS Providerg€oordinate member care with CBAS providers
to ensure the following:

i. CBASI PCs are consistent with membersoé o
developed by the managed care plan.

ii. Exchange of participant discharge plan information, reports of incidents that
threaten the welfare, health and safety of the participant, and significant
changes in participant condition are conducted in a timely manner and
facilitate care coordination.

iii. Clear communication pathways to appropriate plan personnel having
responsibility for member eligibility determination, authorization, care
planning, includingdentification of the lead care coordinator for members
who have a care team, and utilization management.

iv. Written notification of plan policy and procedure changes, and a process to
provide education and training for providers regarding any substantive
changes that may be implemented, prior to the policy and procedure changes
taking effect.

48. CBAS Center Provider Oversight, Monitoring, and Reporting.
The State shall maintain a plan for oversight and monitoring of CBAS providers to ensure
compliance and caective action with provider standards, access, and delivery of quality care
and services. Reporting of activity associated with the plan must be consistent with the
Quarterly and Annual Progress Reports as set forth in this Waiver, Section 1V, General
Repating Requirements and reported to CMS on a quarterly [&sth oversight
monitoring and reporting shall include all of the following:
a. Enroliment Information: to include the number of CBAS FFS and MCO
beneficiaries in each county the capacity of eacntyo, total determined eligible and
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ineligible beneficiaries per county quarterly, and explanation of probable cause of any
negative change from quarter to quarter of more than five percent and description of
any steps taken to address such variances.

b. ThequarterlyCBAS providefreported data submitted to the CDA, identifying

participant statistics, average daily attendance utilization at Centers, and capacity data.

c. Summary of operational/policy development/issues, including complaints,
grievances and appls. The State shall also include any trends discovered, the
resolution of complaints and any actions taken or to be taken to prevent such issues, as
appropriate.

d. Summary of all quality assurance/monitoring activity undertaken in compliance

with STC 100jnclusive of all amendments.

e. CBAS FFS and Managed Care Access Monitoring. The State Medicaid Agency

will assure sufficient CBAS access/capacity, through the mechanisms listed below, in

every county where CBAS existed as of April 1, 2012.

i.  Review thetotal number of individuals receiving a new assessment for CBAS
vs. the total number of individuals obtaining ongoing CBAS and the number of
participants obtaining unbundled servic€MS requires the State to report and
review these metrics quarterly anpon a negative change from quarter to quarter
of more than 5%, the State must provide a probable cause for the negative change
as well as an analysis that addresses such variances.

Review of overall utilization of CBAS, includingewly opened or closed
CentersCMS requires the State to report and review these metrics quarterly and
upon a negative change from quarter to quarter of more than 5%, the State must
provide a probable cause for the negative change as well as an analysis that
addresses such vamizes.

iii.  Review of FFS and MCO grievances and appeals by CBAS enrollees for areas
including but not limited to: appeals related to requesting services and not able to
receive services or receiving more limited services than requested, excessive
drive/ride times to access CBAS, grievances around CBAS providers, grievances
around FFS or MCO staff in assessment, any reports pertaining to health and
welfare of individuals utilizing CBAS, and any reports pertaining to requesting a
particular CBAS provider and una&blo access that provideEMS requires the
State to report and review these metrics quarterly and upon a negative change from
quarter to quarter of more than 5%, the State must provide a probable cause for the
negative change as well as a correctiveoagblans that addresses such variances.

iv.  Areview of any other beneficiary or provider call center/line for complaints
surrounding the provision of CBAS benefits through FFS or the MCOs. CMS
requires the State to report and review these metrics quartdrlypan a negative
change from quarter to quarter of more than 5%, the State must provide a probable
cause for the negative change as well as a corrective action plans that addresses
such variances.

v. Review the CBAS provider capacity per county vs. the tatalber of

beneficiaries erolled for CBAS each quarteEMS requires the State to report and

review these metrics quarterly and upon a negative change from quarter to quarter

of more than 5%, the State must provide a probable cause for the negative change
as well as an analysis that addresses such variances.
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vi.  Evidence of sufficient access monitoring and corrective action plans must be
provided to the regional office annually and at any other time a significant impact to
the MCOOGs operations are administered

vii.  Ifitis found that the State did not meet the monitoring mechanisms listed
above, CMS reserves the right to withhold a portion or all of FFP related to CBAS
until which time the State provides adequate documentation assuring sufficient
access.

49. CBAS Quality Assurance and Improvement Strategy.Quality assurance and monitoring
of CBAS shall be consistent with the managed care Quality Strategy required by 42 CFR
Part 438 Subpart D which is integrated into the DHCS contracts with managed care plans
statewide Such a Quality Assurance and Improvement strategy shall assure the health and
safety of MediCal beneficiaries receiving CBAS and shall address, at a minimum, all of the

following:
a. The quality and i mpl ement at-centeredIBG. t he
b. The providerdéds adherence to State I|icens

c. Financial oversight by the State Medicaid Agency, and
d. Administrative oversight of the managed care plans by the State Medicaid Agency.

50. CBAS Provider Reimbursement.

a. DHCSshall reimburse CBAS providers serving eligible M&gil beneficiaries
who are exempt from enrollment in Medal managed care at an-gitlusive rate
per day of attendance per beneficiary. DHCS shall publish such rates.

b. Managed care plans shall reimbaiontracted CBAS providers pursuant to a rate
structure that shall include an-aiclusive rate per day of attendance per plan
beneficiary, or be otherwise reflective of the acuity and/or level of care of the plan
beneficiary population served by the C8Aroviders. Plan payments must be
sufficient to enlist enough providers so that care and services are available under the
plan at least to the extent that such care and services were available to the respective
Medi-Cal population as of April 1, 2012. alaged care plans may include
incentive payment adjustments and performance and/or quality standards in their
rate structure in paying CBAS providers.

51. CBAS Program Integrity

a. Following a determination that a credible allegation of fraud exists invodving
CBAS provider, the state shall notify managed care ptaiomptly of the finding.
The state must require managed care plans to report, in a timeframe and manner
as specified by the state, but no less frequently than quattethe state all
payments rade to the applicable CBAS provider for CBAS services provided
after the date of notification; the state must disclose this information to CMS
beginningwith payments made on or afterAptil 2016

b. If the credible allegation of fraud is proven:

i.  For purposs of claiming FFP, the state must adjust its claiming associated
with payments to a managed care plan to account for an amount equal to
what the managed care plan has paid to an applicable CBAS provider for
dates of services occurring after the state loéified the managed care
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plan that the CBAS provider has been refergedrivestigation.The state
shall refund the federal share associated with such payments in accordance
with AttachmentOO.

ii.  The state may recoup from its payment to a managed cararpEmount
equal to what the managed care plan has paid to the applicable CBAS
provider for dates of service after the state has notified the managed care
plan that the CBAS provider has been referred for investigation.

iii.  Additional specifications pertainirtg these requirements including
information about how paymerasid claimingwill be adjusted and MCPs
will be notified are set forth in #achment OOn accordance with the
Medicaid Managed Care proposed rule at 80 FR 31097 or the finalized 42
CFR 438. Tl state must submit Attachmed© by June 30, 2016.

California Childrends Services (CCS)

52. CCSDemonstration Project Approval. The demonstration project witksttwo health

care delivery models for children enroll ed
Program.The two demonstration modefeclude provisions to ensure adequate protections

for the population served, including a sufficient network of approppiateiders and timely

access to out of network camhen necessaryThe plan shall also include specific criteria

for evaluating the model3hese CCS pilot models shall be eligible for FFP from the Date

of CMS approval througthe term of the demonstratio In addition, the pilot programs are

limited to the two current counties that are authorized as of the date of this approval.

53. CCSDemonstration ProjectProtocol. The overarching goal of the CCS pilot project is for
the State taest twomodels of health care delivery for the CCS population that results in
achieving the desired outcomes related to timely access to care, improved coordination of
care, promotion of communHyased services, improved satisfaction with care, improved
health aitcomes and greater cesffectiveness. The demonstration will be analyzed the
following:

a. A Program Descriptioii inclusive of eligibility, benefits, cost sharing;

b. Demonstration Program Requiremenisclusive of eligibility, enrollment,
benefits,and costsharing;

c. Budget/Allotment Neutrality projections

d. Outcomes for:

i.  Ensuring that the CCS population has access to timely and appropriate,
high quality and wetcoordinated medical and supportive services that are
likely to maintain and enhandeeir health and functioning and meet their
developmental needs.

ii.  Increasing patient and family satisfaction with the delivery of services
provided through the CCS program.

iii.  Increasing satisfaction with both the delivery of and the reimbursement of
services.

iv. The Stateds ability to measure and as
least effective in improving the cesftfectiveness of delivering high
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quality, wellcoordinated medical and supportive services to the CCS
population.

V. Increasing the use of comnityzbased services as an alternative to
inpatient care and emergency room use.

vi.  Reducing the annual rate of growth of expenditures for the CCS
population.

e. Use up tawo models of care for care delivery:
i. A Providerbased Accountable Care Organization (3CO
ii.  ExistingMedi-Cal Managed Care Plans.

54. 2016 CCS Pilot Update.
a. The CCS Pilot Protocol has been appended to the STRsaabmentKK
b. On or before September 30, 2016, the state must submit to CMS a report detailing the
following:
I.  The current numbesf pilot programs,

ii. A description and status update on each active pilot, including number of
children enrolled, average CCS and total M&dl cost of care,

iii.  Evaluation findings to date (if any).

iv.  On or before September 30, 2016, California must submim8 @n updated
CCS Pilot Protocol with additions to the list performance measures, to be
implemented in 2017. Specifically, the state must propose

A. One provider satisfaction measure,

B. One patient satisfaction measure,

C. Whole person average cost of care,

D. Two measures of participant health outcomes.

Managed Care Delivery Systems for the Goordination Care Initiative

55. CCI Enrollment Processes

a. Cal MediConnect EnrollmenEffective no sooner than April 1, 201dccording to
the schedule describedAttachmentJ, dependent on the effective date of thedy
contract, the State may begin enroliment of beneficiaries eligible for the Cal
MediConnect program. Enroliment is described in the-pfaatific threeway
contracts signed by CMS, the State, and the Cal ®tatiect plan. Beneficiaries
who opt out of Cal MediConnect, will remain in their existing Medicare program and
be enrolled in a MedCal managed care plan for coverage of their Meali benefits,
including LTSS. Beneficiaries may opt out of the Cal Medh@zct program at any
time.

b. CCI Eligible Beneficiary EnrollmenDual eligibles who opt out or are excluded from
the Cal MediConnect program, and M&hl only SPDs who were previously
excluded from the SPD mandatory enroliment program will be mandatoribled
into a MeditCal managed care pldime enroliment may be tailored for each county as
appropriate to address the specific demographics and population of each county.

Notwithstanding the provisions under t&$C, for Two-Plan and GMC counties dual
eligibles enrolled in a Medicare Advantage plan shall be mandatorily enrolled in a
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Medi-Cal managed care plan that is not operated by the same parent organization for
their MediCal and Medicare wrap around benefits. The State shall ensure dual
eligiblesenrolled in a Medicare Advantage plan will be provided coordination of
benefits based off current practice. This is applicable only in the eight authorized
CCI counties.

c. CCI Eligible Beneficiary Enroliment ChoicEor counties that do not operate a
County Organized Health Systems (COHS), the State will ensure that at the time of
enrollment, the individuals will have an opportunity to choose from the managed care
health plans and providers, if applicable, available to the specific population groups.
If the beneficiary does not choose a health plan, they will receive a default plan
assignment as described below. For counties that operate a COHS, the State will
ensure individuals have a choice of providers, upon enroliment.

d. Noticing - Beneficiary and Pnider Notices and Information Sharing

I. Noticing for Cal MediConnect eligible beneficiaries is described in the MOU, the
Cal MediConnect thregvay contracts, and the enrollment guidance. For
beneficiaries that are not a part of the MOU transitionntiieing requirements are
described below:

A. Initial and Ongoing Outreach and Communication Stratebiye
State shall develop an outreach and education strategy to explain the
changes to individuals who are impacted by the Coordinated Care
Initiative. TheState will establish a stakeholder process to solicit
input and recommendations from a broad array of advocates,
providers, plans, beneficiaries, and families for the development of a
CCI Eligible Beneficiary program. The process will address
beneficiary potections, persenentered care coordination, consumer
directed IHSS program protections, and quality. The strategy shall
describe the Statebs planned approa
regarding health care options utilizing an array of outreach tectmique
(including in person as needed) to meet the wide spectrum of needs
identified within the specific populations. The strategy will further
articulate the Statebds efforts to e
to information and human assistance toarsthnd the new systems
and their choices, their opportunities to select a health plan or
particular providers and to achieve continuity and coordination of care.
The strategy will include a timeline for initial implementation and on
going operation of # CCl. All updates or modifications to the
outreach and education strategy shall be submitted to CMS for review,
prior to implementation.

B. CMS Review of Enrollee Communicatidine State will submit to
CMS, 10 days in advance of finalizing the notice for production, any
written communication from the state to enrollees to be used to explain
the transition for CMS review and comment. The availability of
resources for individualssistance should be clearly set forth in
materials developed by both the State and the health plans. The State
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will also submit to CMS for review and comment any directional
memoranda or guidance documents provided to the counties, plans,
and providers.

C. Readability and Accessibilitpll informing and educational
materials should be clear and easy to read, provide information
beneficiaries need to help them navigate the transition, and be made
available in the 12 MedCal threshold languages, in forrmaand at
reading levels that ensure materials provide clear information.

D. Timing CCI Eligibles transitioning from FeEor-Service will be
notified at least 9@ays in advance of the effective date of enrollment
of upcoming changes in delivery systemsl|l lae mailed reminder
notices 30 and 60 days prior to enrollment, and final enrollment
confirmation notices prior to the enrollment effective date. The State
must attempt to contact the beneficiaries who have not made a plan
selection by phone, at leastd times, prior to 15 days before the
transition.

E. Validation of Beneficiary Addresséihe state will submit to CMS,
45 days in advance of the transitiangomprehensive plan for
ensuring mailings will be sent to the most appropriate beneficiary
addresgthis plan should include the use of address validation
software).

ii. For beneficiaries that are currently enrolled in MEdi managed care and are
now going to receive MLTSS through the managed care plan, the noticing
requirements are as follows:

A. CMS Revie of Enrollee Communicatioffhe State will require
the plans to notify their members at least 30 days in advance of
implementation of the benefithe plan will notify all members of the
availability of the benefit for those members who are accessing the
services prior to implementation, including information about
continuity of care.

B. The plan will notify all members of the availability of the benefit
through member informing materials for those who are not accessing
the services prior to implementation.

C. Readability and AccessibilityAll informing and educational
materials should be clear and easy to read, provide information
beneficiaries need to help them navigateiti@ementationand be
made available in the 12 Me@ial threshold languages, in forrmat

and at reading levels that ensure materials provide clear information.

iii. Provider and Community Based Organization (CBO) Noilite State shall
develop and distribute written informing materials via a provider bulletin no later
than 45 days prior to theansition. The State will submit these materials to CMS at
least10 days prior to finalizing the notice for production.

iv. The State will ensure that the Megdal managed care plans include in regular
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provider training key elements of operating a succeSsfiTSS program,

including such topics as the applicable assessment tools and processes, person
centered care planning, coordination with the IHSS program, population specific
training and seftirection, information technology, billing, and systems openat

e. Approaches to Default
I.  For CCI Eligible Beneficiaries who are now bem@ndatorilyenrolled in
Medi-Cal managed care and do not make an affirmative choice, and after
repeated efforts (letter, followed by at least 2 phone calls) to encourage
choice,the State will identify individual claims and data (from M€l and,
where appropriate, Medicare) to make a default selection into a plan based on
usual and known sources of care, including previous proviohaisiding
prescribing providersyand utilization history.Default enrollees will have the
opportunity to see their existing Me@ial providers for a period of 12 months
after enrollment, as defined by the State. The default shall not occur until
education and outreach effoese condcted as noted abowa/hen an
assignment cannot be made based on affirmative selection or utilization
history, plan assessment shall be based on factors such as plan quality and
safety net providers in a plands net wo
ii.  For individuals currently enrolledd Medi-Cal managed care and who will
have MLTSS integrated, the default will be to keep the enrollee in the current
Medi-Cal managed care plan. Default enrollees will have the opportunity to
change to another Medlal managed care plan, in RQOHS couties.
iii.  The State shall inform individuals of their opportunity to change plans at any
time.

56. Benefit Package

a. Beneficiaries enrolled in a Medal managed care plan witceive through the
managed care delivery systéedi-Cal benefits as identified idttachment Ni
Capitated Services List/Managed Care Benefit Package. Attachniers ibheen
updated to include the long term services and supports as a plan benefit. The State
will assure that enrolled individuals have referral and access to Stateplaes
that are excluded from the managed care delivery system but available through a
fee for service delivery system, and will also assure referral and coordination with
services not included in the established benefit package. The health plans are
resmnsible for referrals and coordination of services in the State Plan, regardless
of whether the services are included in the plan benefit package.

b. Assessmentdhe State shall require plans to incorporate into their current policy
and procedure a processassess members who can benefit from LTSS. The plan
MLTSS assessment does not preclude the use of specific tools for the
determination of eligibility or level of service for MSSP, CBAS and IHSS.

i. MSSP Assessment Todhe plans shall enter into a ¢oact with each
MSSP Site within the county so that the members have their choice of
MSSP Site providers. The MSSP Site shall perform assessments and
reassessments of potential MSSP beneficiaries pursuant to the 1915(c)
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Home and Communitdased Waiver CA141.R04.00 requirements. The
MSSP Sites will manage their respective waitlists.

ii. CBAS Assessment Todhe State shall ensure that the plans shall comply
with STCs44-51.

c. Effective in the authorized CCI counties, managed care benefits for the eligible
MLTSS populations will be expanded to include the following long term services
and supports (LTSS) as spéeif in Attachment N:

i.In-home supportive services (IHSS);

Multipurpose Senior Services Program (MSSP) services as defined in the
1915(c) waiver; and

iii. Skilled Nursing Facility services and Intermediate Care Facility services.

All services will be provide in compliance with the Americans with Disabilities

Act (ADA). The State will assure compliance with the criteria for home and
community based settings as referenced in the regulations implementing 1915(c)
and 1915(i) and in accordance with the impleragon/effective dates published

in the Federal Register.

57. Efforts to Ensure Seamless Transitions for New CCI Eligible Beneficiariesthe State
shall provide data to plans to assist plansi@mtifying enrollees with complex, multiple,
chronic or extensi health care needs or high risk enrollees prior to the effective date of
coverage.
58. Plan Readiness and Contracts
a. Plan ReadinessOngoingAt any time, CMS may require mandatory enroliment
freezes based upon review of State reports if it is evident that network adequacy
targets are unmet. At any time, CMS reserves the right to withhold approval of
contracts/contract amendments and/or Federahcial participation (FFP) if CMS
determines that network adequacy is not met. Any available statutory or regulatory
appeal procedures will apply.
i. Care CoordinationCare coordinatiomactivitiesshould reflecthe capacity
to address the unique needs (medical, support and communication) of
individuals in the CCI population and include capacity to provide linkages to
ot her necessary supports outside of
health and behavior&lealth services above and beyond the benefits covered
within the plan, personal care, housing, home delivered meals, energy
assistance programs, services for individuals with intellectual and
developmental disabilities and other supports necessary). €ds n&y be
identified through the risk assessment process. Care shall be coordinated
across all settings including services outside the provider network and
benefit package.

MLTSS AssessmenBy using the CBAS, IHSS, MSSP, and NF
assessment tools, thetstansures that these tools include such elements as
current health status and treatment needs; social, and transportation needs
and preferences; personal goals; participant and caregiver preferences for
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care; and backip plans for situations when caregivare unavailable.
Additionally by using the CBAS, IHSS, MSSP, and NF assessment tools the
state ensures that these instruments are capable of producing a similar
assessment restitbm assessor to assessor (i.e. Hn&ter reliability).

The State shallirect the plans to engage in a preliminary assessment
process that assesses each new enrol |l
care needs of dual eligible beneficiaries and coordinates theirGétdi

benefits across all settings; and uses a mechamisigorithm to determine

the health risk level of members. Based on the results of the health risk
assessment, the plans shall be directed to develop individual care plans for
higher risk beneficiaries.

The State shall ensure minimum assessment/scoeeponents to be

included in any assessment/screen administered by the plans to enable
comparability and standardization of elements considered and included in all
plan assessments.

iii. Care Continuity Initial and Ongoing The State shall ensure that thengla
have mechanisms to provide continuity of care to enrolled individuals in
order to furnish seamless care with existing Medl providers for a period
of 12 months after enrollmeand established procedures to bring providers
into network. Enrollees mg keep current CBAS and Nursing Facility
providers and services in their approved service plans, even if those
providers are not in the network, b2 monthdrom first day of coverage,
or until a service plan is completed and either agreed upon by the enrollee or
resolved through the appeals or a fair hearing process and implemented.

iv. PersonCentered Planning and Service Design

A. For MediCal only and partiaDuals without Medicare Part B, the
State shall ensure that all contracts will include an assurance that
the plans will have protocols in place to require peixsamtered
planning and treatmeajpproaches for each enrolldile
definitions and models ofgpsoncentered planning vary, the
protocols shall, at a minimum, address the following: 1) How the
plan will identify each enroll eebd
and the strategies to address those preferences, choices and
abilities; 2) How the plawill allow the enrollee to participate
fully in any treatment or service planning discussion or meeting,
including the opportunity to involve family, friends and
professionals of the enroll eebs c
ensure that the enrollee hasormed choices about treatment and
service decisions; and 4) How tipganning process will be
collaborative, recurring and involve an ongoing commitment to the
enrollee.
B. For MSSP and all 1915(c) HCBS waiver programs which CCI
Eligible Beneficiaries wilbe enrolled, the service plan will reflect
t he participantds or caregivero6s
how their needs will be met by a combination of covered services

California Med+Cd 2020 Demonstration Page38of 307
ApprovedDecember 30, 201through December 31, 2020



and available community supports. Persentered service

planning is holisticn addressing the full array of medical and-non
medical services and supports provided both by the health plan or
available in the community to ensure the maximum degree of
integration and the best possible health outcomes and participant
satisfaction. CB®roviders will coordinate the HCBS service

plan with the health plans service plan. Participants must be
permitted to include individuals of their choosing, along with their
service providers, as part of their interdisciplinary team. CMS
expects particignts will have the ability to choose which team
members should serve as the | ead
of contact; if the participant does not want to choose a team lead,
the interdisciplinary team will make the decision.

v. Physical Accessibilt The State will ensure, usirtlge facility site review
tool, that each plan has physically accessible accommodations or
contingency plans to meet the array of needs of all individuals who require
accessible offices, examination or diagnostic equipmehbtrer
accommodations as a result of their disability or condition, and that they are
advised of their obligations under the Americans with Disabilities Act and
other applicable Federal statutes and rules regarding accessibility.

vi. Interpreter ServicesInformation Technologylrhe State will ensure that
each plan offers interpreter services for individuals who require assistance
communicating, as a result of language barriers, disability, or condition. The
State will ensure that each plan has capacityiliaaiinformation
technology including teleconferences and electronic options to ensure that
del ays in arranging services do not i
access to care.

vii. Transportationi SpecializedThe State will ensure that each plan offe
norremergency medical transportation so that individuals have easily
accessible and timely access for scheduled and unscheduled medical care
appointments.

viii. Fiscal SolvencyThe St ate shall ensure a pl
implementing mandatory enrolimeand shall continue to monitor on a
guarterly basis. California uses the Tangible Net Equity (TNE) standard for
plan solvency.

The State shall continue to ensure that all capitation rates developed for

the Medicaid managed care program are actuariallpé and adequate to

meet population needs pursuant to 42 CFR 438.6 (c). Rates will be
designed to supportosuppbrteandpetamul at i onoés
community placement he statevill have a process for oversight and

evaluation of payment structures and to inform areas of exploration for

future program modifications.

ix. TransparencyThe State shall require that plan methods for clinical and
administrative decisiomaking are publigl available in a variety of formats,
as well as elements of contractual agreements with the State related to
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59.

benefits, assessments, participant safeguards, medical management
requirements, and other npnoprietary information related to the provision
of services and supports to the LTSS eligible population.

The State shall require that each plan utilize its community advisory
committee, and that the plans engage in regular meetings with its
stakeholder advisory committees.

x. Timing For MediCal only enrollees, the State will ensure that plans are
able to serve individuals, including specialty providers, within reasonable
and specified timeframes for appointments, including expanded appointment
times as needed to meet the individdalspar t i cul ar needs.

Contract Requirements.Each of the elements noted above as essential to determine plan
readiness will be included in the Stateds
ensures consistency of services, operations, partidijgdrs and safeguards, quality and
access to services. In addition to these elements, the State will ensure that each plan
contract contains, for applicable populatione the extent the plans already comply with

any of the following requirements, thiat shall identify for CMS how they comply.

a. For MediCal only and Partial Duals without Medicare ParfTAansition Services
and Care Coordination requirements to address discharge planning and transition
requirements to ensure that:

I.  Discharge planningccurs with individuals, or their representatives, as
applicable, starting from the time individuals are admitted to a hospital or
institution; and

ii.  Appropriate care, services and supports are in place in the community before
individuals leave the hospitar institution.

b. For MediCal only and Partial Duals without Medicare Part B

i.  Linkage expectations for linking beneficiaries to providers, for the purposes of
assigning members to providers and for ongoing care coordination and/or
disease management, using FFS claims data as a source of clinical data on
CCl enrollees. The provisiaand/or exchange of such data shall be done in
accordance with Federal and State privacy and security requirements.

ii.  Requirements for Persaéentered Planning/Consultation, including uniform
approach to be used by all plans as required in Plan Readintiss Se

iii.  Comprehensive health assessments for newly enrolled CCI Eligible
Beneficiaries into a plan.

c. For CCI Eligible Beneficiaries

i. Each plan shall be required to submit service encounter data, for individuals
enrolled, as determined by the State and @simed by 42 CFR 438 and 1903 of
the Act as amended by the Affordable Care Atie State will develop specific
data requirements and require contractual provisions to impose financial
penalties if accurate data are not submitted in a timely fashion \Withaays
after initial plan enrollment.
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ii. The State must ensure that the notices to beneficiaries are standardized and
meet all Federal and State legal requirements.

iii. Grievanceand appeal procedures must comply with Medicaid statutory and
regulatory requirements per 42 CFR 438-4@24@, MediCal statutory and
regulatory requiremenendthe Knox-Keene Act as applicabbnd as
referenced irttachment N

For IHSS, the County wilkomply with 42 CFR 431, Subpart Eor MSSP, the
MSSP Site will comply witi2 CFR 431Subpart E.

iv. CCI Eligible Beneficiaries will be substantially involved in plan advisory
groupsand committees.

v. Provisions outlining when otgf-network care will bgorovided.
vi. Coordination of carved out services.

vii. To the extent possible, plans should incorporate the existing LTSS providers
as health plans network providers. In the case of the IHSS program, plans shall
coordinate with the counties in the administratdthe IHSS program. The
state shall provide support to traditional LTSS providers, in areas such as
information technology, billing, and systems operations, to assist them in
making the transition to MLTSS.

viii. Contract Termination Protectiof@r participants:

State contracts with health plans must include expectations around health plans
and provider phasdown when health plans or providers are terminating their
contract with, or having their contract terminated by, the State or the health
plans. These gectations must include the required amount of time for provider
and participant notification and rules around the prohibition of new enrollments
during the phasdown period.

60. Participant Rights and Safegiards.

a. Information All information provided to Brollees, inclusive of and in addition to
educational materials, enroliment and disenrollment materials, benefit changes and
explanations and other communication, will fully comport with 42 CFR 438.10, and
be accessible and understandable to individuatslled or potentially enrolled in the
Demonstration.

b. Safeguards to Prevent Abuse, Neglect and Exploitation and Critical incident
management systenighe state shall have a system in place to identify, report, and
track critical incidents that occur withthe delivery of MLTSS, as appropriate.

c. MLTSS shall continue to be provided in the same amount, duration, and scope while
a modification, reduction, or termination is on appeal in accordance with state
processeslhe State will track the number of appeafiservice authorization
reductions or expirations. The state will use then use this collected data to intervene
when appropriate.

d. All 1915(c) Waiver requirements and safeguards apply to the individuals receiving
MSSP Waiver services.

e. Independent Consugn Supports To support the beneficiar
medical assistance and long term services and supports in a managed care
environment, the State shall create and ensure a permanent system of consumer
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supportandependent from the managedecatango assist enrollees in
understanding the coverage model and in the resolution of problems regarding
services, coverage, access and rights.

i.  Core Elements of the Independent Consumer Supports System:

i. Organizational Structure. The Independent Consumer Supports system
shall operate independently from any managed gare The
organizational structure of the supports system shall facilitate
transparent and collaborative operation with beneficiaries, and health
plans.

ii. Accessibility. The services of the Indemmlent Consumer Supports
systemare available to all Medicaid beficiaries receiving managed
long-term services and supports (institutional, residential and
community based).

iii. The Independent Consumer Supports system must be accessible
through multiple entryways (e.g., phone, electronic mail) and must
reach out tdeneficiaries and/or authorized representatives through
various meanse(g.mail, phone), as appropriate.

iv. Functions. The Independent Consumer Supports system assists
beneficiaries to navigate and access covered health care services and
supports. Thebelw | i st encompasses the sys
The State shall have the flexibility to offer these consumer reports
through various venues.

1) The program shall offer beneficiaries support in the pre
enrollment stage, such as unbiased health plan choice
counseling and general prograelated informationas
well as training on referrals to other counseling and
Ombudsman services available, including HICAP, 1
800-Medicare, and the Cal MediConnect Ombudsman
as applicable
2) The program shall service as arcess point for
complaints and concerns about health plan enrollment,
access to services, and other related matters.

3) The program shall help enrollees understand the fair
hearing, grievance, and appeal rights and processes
within the health plan and at thate level and assist
them through the process if needed/requested.

4) The program has a process in place to ensure that
Consumer Support employees have adeduait@ng
andor informational materials about Medicare benefits;
how to obtain assistance acaegdenefits, plans, and
Medicare Ombudsman support; and care coordination
efforts between Medicare and Medicaid in the shai
provide referrals to the appropriate Medicare entity

v. Staffing and TrainingThe State shall ensure the appropriate training
is provided to Consumer Support employees. In addition, the
Independent Consumer Supports system shall ensure that its services
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are delivered in a culturally competent manner and are accessible to
individuals with limited English proficiency.

vi. Data Collecton and Reporting.The Independent Consumer Supports
system shall track the volume and nature of beneficiary contacts and
the resolution of such contacts on a schedule and manner determined
by the State, but no less frequently than quarterly. This iraftbom
will inform the State of any provider or contractor issues and support
the reporting requirements to CMS.

vii. Consumer Supports Assessméltie State shall report to CMS on the
assessment of the Cal MediConnect Independent Consumer Supports
program andncorporate efficient processes and lessons learned into
the CCIl Consumer Supports program.

viii. Independent Consumer Supports Pldime State shall submit a plan
to CMS describing the structure and operation of the Independent
Consumer Supports system thaga$ with the core elements provided
in STC59(g)(i) within 90 daysof approval otthe CCl managed long
term services and supports program.

f. The State shall conduct trainings with plans as well as providers on convhasdgt
resources and supports tlean be linked with covered plan benefits.

61. Quality Oversight and Monitoring. In addition to all quality requirements set forth in 42
CFR 438, the state will ensure the following:

a. Encounter Datarhe State shall require each plan to submit comprehensive
encounter data at least monthly, on all service utilization by impacted beneficiaries
in the CCI Eligible Beneficiary counties, in a manner that enables the State to
assess performance by Demonsgtraplan, by county, and Demonstration wide,
and in a manner that permits aggregation of data to assess trends and to facilitate
targeted and broad based quality improvement activities.

ii.  The State shall share these trends and quality improvement agtiviitiie
CMS quarterly within 60 days of analysis.

iii.  The State shall ensure sufficient mechanisms and infrastructure in place
for the collection, reporting, and analysis of encounter data provided by
the plans.

iv.  The State shall have a process in placedaitar that encounter data from
each plan in the authorized CCI Eligible Beneficiary counties is timely,
complete, and accurate, and take appropriate action to identify and correct
deficiencies identified in the collection of encounter data.

v. The State Wi develop specific data requirements and require contractual
provisions to impose financial penalties if accurate data are not submitted
in a timely fashion.

vi.  The State will provide summaries of this data in its regular meetings with
CMS regarding the imMpmentation of the CCI Cal MediConnect and CCI
Eligible Beneficiary program. Such data will be submitted as required in
Section 1903 of the Social Security Act as amended by the Affordable
Care Act.
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b. Stratification and Analysis by County and Pldfor alldata collected from the
plans and COHS the State will be able to stratify information by Demonstration
population, plan, and county. The State must also ensure that the data is collected
in a manner that enables aggregation and reporting to ensure bemgve plan
oversight by the State of tipdans by county.

62. Monitoring and Reporting. The state will collect data and information on the Coordinated
Care Initiative as described in Attachment V in order to monitor, measure and report on this
initiative.

63. Notice of Change in Implementation TimelineThe state must notify CMS of any
potential changes in the implementation and deliverables timelines as specified above.

64. Withholding Approval. At any time, CMS reserves the right to withhold approval of
contra¢s/contract amendment and/or Federal financial participation (FFP) if CMS
determined that implementation timelifes MLTSS authorized in this demonstratiare
not being met. Any available statutaryregulatory appeal procedures will apply.

IX. ADDITIONA L MEDI -CAL 2020 DEMONSTRATION PROGRAMS

65. Access Assessment DocumeniVithin 90 days of legislation in 2016 being passed
providing the state with authority, the Department of Health Care Services (DHCS) will
amend its contract with its External Quality Revi®rganization (EQRO), Health Services
Advisory Group, an independent contractor currently under contract with the state and
approved by CMS, to complete an Access assessment. If legislative authority is not
available the state will need to develop anothethod for completing this required
assessment. This otiee assessment will evaluate primary, core specialty, and facility
access to care for managed care beneficiaries based on the current health plan network
adequacy requirements set forth in thé stad s -K&eneoHealth Care Service Plan Act of
1975 (KKA) and Medicaid managed care contracts, as applicable. It will consider State Fair
Hearing and Independent Medical Review (IMR) decisions, and grievances and
appeals/complaints data. It will report e number of providers accepting new
beneficiaries. The state will also establish an Advisory Committee that will provide input
into the structure of the Access assessment.
a. Design Approval. CMS will approve the Access assessment design, which the state
will submit to CMS no later than 180 days after approval by CMS of the EQRO
contract amendment.

b. Advisory Committee. The EQRO will work with the State to establish the Advisory
Committee, which will provide input into the assessment structure including network
adequacy requirements and metrics that should be considered.

c. Advisory Committee Members. The Advisory Commite must include one or
more representative(s) of each of the following stakeholders to ensure diverse and
robust input into the assessment structure and feedback on the initial draft Access
assessment report: consumer advocacy organizations, providaopassociations,
health plans/health plan associations, and legislative staff.
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d. Advisory Committee Responsibility. The Advisory Committee will:

I.  Begin to convene within 60 days of approval by CMS of the EQRO contract
amendment;

ii.  Participate in a minimumfawo meetings including an entrance and exit
event, with all events and meetings open to the public; and,

iii. Provide feedback on the Access assessment structure, an initial draft Access
assessment report and recommendations that will be published ong¢hé stat
Medicaid website.

66. Access Report. The EQRO will produce and publish an initial draft and a final Access
assessment report that includes a comparison of health plan network adequacy compliance
across different lines of business; and recommendatioesromse to any systemic
network adequacy issues, if identified. The initial draft and final report will describe the
statebds current compliance with the access
Medicaid Managed Care proposed rul8@ER 31097 or the finalized 42 CFR 438 if
published prior to submission of the Assessment design to TMSassessment will:

a. Measure health plan compliance with network adequacy requirements as set forth
in KKA and Medicaid managed care contracts, as applicibid! consider State
Fair Hearing and IMR decisions, grievances and appeals/complaints data; and
other factors as selected with input from the Advisory Committee.

b. Review encounter data including a review of data fromcaitated plans.

c. Measure heditplan compliance with timely access requirements as set forth in
KKA requirements and MedCal managed care contracts using a sample of
providerlevel data on the soonest appointment availability.

d. Review compliance with network adequacy requirementMfoPs, and other
lines of business for primary and core specialty care areas and facility access, as
set forth in KKA requirements or Meal managed care contracts, as applicable,
across the entire health plan network.

e. Applicable network adequacy regaiinents of the proposed or final NPRM, as
determined under the approved Access assessment design, that are not already
required under KKA will be reviewed and reported on against a metric range as
identified by the state and approved by CMS in the Accessament design.

f. Determine health plan compliance with network adequacy through reviewing
information/data from a orgear period using validated network data and utilize it
for the time period following conclusion of the passessment stakeholder process
but no sooner than the second half of Calendar Year (CY) 2016 in order to ensure
use of the highest quality data source available.

California Med+Cd 2020 Demonstration Page45 of 307
ApprovedDecember 30, 201through December 31, 2020



67.

68.

69.

70.

g. Measure MCP compliance with network adequacy requirements within
DHCS/MCP contract service areas using the KKA and netadekuacy
standards within Medicaid managed care contracts.

h. Accounting for:

i. Geographic differences including provider shortages at the local, state,
and national levels, as applicable;

ii. Previously approved alternate network access standards as provided
for under KKA and DHCS/MCP contracts;

iii. Access to innetwork providers and owtf-network providers
separately (presented and evaluated separately) when determining
overall access to care;

iv. The entire network of providers available to beneficiaries at the State
contractor plan level; and

v. Other modalities used for accessing care such as telemedicine.

Initial Draft Report . The State must post the initial draft report for a 30 day public
comment period after it has incorporated the feedback from the Advisory Committee. The
initial draft report must be posted for public comment no later than 10 months after CMS
approves agessment design.

Publication of Advisory Committee Feedback.The state must also make publicly
available the feedback from the Advisory Committee at the same time it posts the initial
draft of the report.

Final Report. The State will submit the final Access assessment report to CMS no later
than 90 days after the initial draft report is posted for public comment.

Public Hospital Redesign and Incentives in MedCal (PRIME) Program Description.

The Public Hospital Rexsign and Incentives in Medial (PRIME) Pool will build upon the
foundational delivery system transformation work, expansion of coverage, and increased
access to coordinated primary care achieved through the prior California Section 1115
Bridge to Reformdemonstration. The activities supported by the PRIME Pool are designed
to accelerate efforts by participating PRIME entities (as defined in Attaclideéntchange
care delivery to maximize health care value and strengthen their ability to successfully
perform under riskbased alternative payment models (APMs) in the long term, consistent
with CMS and MediCal 2020 goals. The PRIME program is intentionally designed to be
ambitious in scope and timlienited. Using evidencéased, quality improvement metsy

the initial work will require the establishment of performance baselines followed by target
setting and the implementation and ongoing evaluation of quality improvement
interventions. Participating PRIME entities will consist of two types of entllesignated
Public Hospital (DPH) systems and the District/Municipal Public Hospitals (DMPHS).
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PRIME Background The pur pose of PRI ME program is t
adopt alternative payment methodologies (APMs) for managed care systems to use to

shift risk for costs and/or outcomes to participating PRIME entitiesPRIBE program

will also provide diect incentives to partipating PRIME entities tsupport better

integration of physical and behavioral health serves in inpatient and outpatient settings,
improved health outcomes and increased access to health care services, particularly for
those withcomplex health care needs.

Funding for the PRIME program will not exceed $7.464 billion in combined federal and
state shares of expenditures over a-fiear period for DPHystens and DMPHSs to

support reforms for care delivery, provider organizationtarcadoption of APMs. The
demonstration will provide up to $1.4 billion annually for the Dé3idtens and up to

$200 million annually for the DMPHs for the first three years of the demonstration. The
pool will then phase down by 10 percent in the fougaryof the demonstration and by

an additional 15 percent in the fifth year of the demonstration.

Under the PRIME program, DPHs and DMPHSs will receive payments for achieving

certain outcomes that will build on the successes of the Delivery System Reform
IncentivePayment§DSRIP)Programunder the Bridge to Reform demonstration. DPHs

and DMPHs (that are listed in Attachmé@jtare eligible to receive incentive payments

from the PRIME funding Pool, subject to each DPH system and DMPH submitting a

completel 5-year PRIME Project Plapursuant toAttachment QFive-Year PRIME

Project Plan Process). DPHs and DPMHSs qualified for PRIME funding pool payments

are referred to as fipart i ciopesatingunder PRI ME en
common government owrghip may be considered a single participating PRIME entity;

the same is true for DMPHs. DMPHs may also submit a joint plan for consideration.

PRIME incentive payments will support participating PRIME entities in their efforts to
change care deliveryarsdt r engt hen t hose systemsd abil it
these delivery system changes occur, the state has committed to facilitate movement of
participating PRIME entities from payment based on d&deservice model to APMs

t hat al i g detiverwdydtem refbithQydals where the provider is accountable for
quality and cost of care. CMS and the state will measure the success of the PRIME pool
in part by assessing the progress in shifting particip&iPlg PRIME entitiesto APMs

through managed care plans (MCPs). The APMs will shift risk to particip@g)

PRIME entitiesthrough capitation and other risk sharing arrangements. Contracts
between MCPs and patrticipatibd®’H PRIME providers will be required by the state to
include language requiring the DPH to report on a broad range of metrics to meet quality
benchmark goals to ensure improved patient outcomes. PRIME innovations and state
payment strategies will allow DPHs and DMPHSs to becomessisifaining entities that

are not reliant on pool funds beyond 2020.

To move participatin@PH PRIME providers more toward vakiblmsed payments, 50
percent of all MediCal managed care beneficiaries assigned to DPHs by their MCP, in
the aggregate, will receive all of or a portiof their care under a contracted APM by
January 2018 (DY 13); 55 percent by January 2019 (DY 14); and 60 percent by the end
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71.

of the waiver renewal period in 2020 (DY 15). Under PRIME, capitated payments, and
other acceptable APMs, would be included tptaee all models of APM utilized in
calcdations that determine over@PH systemadvancement toward the established
thresholds. Four tiers of capitated or alternative payment would exist: 1) partial (primary
care only); 2) partiaplus (primary care ansbme specialty care (varies)); 3) global
(primary, specialty, ancillary and/or hospital care); and 4) additional payment
methodologies approved by the state and CMS as set forth in AttacRment

The PRIME program is focused on the following goals: (1peasing the capabilities of
participating PRIMEentitiesto furnish patiententered, datdriven, tearrbased care to
Medi-Cal beneficiaries, especially those who are high utilizers or at risk of becoming
high utilizers (2) improving the capacity of paipiating PRIME entities to provide point
of-care services, complex care management, and population health management by
strengthening their data analytic capacity to drive sydés improvement and
culturally competent care; (3) Improve population heaittd health outcomes for Medi
Cal beneficiaries served by participating PRIEIities as evidenced by the
achievement of performance goals related to clinical improvements, effective preventive
interventions, and improved patient experience metricsi@loving the ability of
participating PRIMEentitiesto furnish, in the most appropriate setting, hoglality,

care that integrates physical and behavioral health services and coordinates care in
different settings for targeted vulnerable M€l benetiaries, ; and (5) moving
participating PRIMEentitiestowards valueébased payments through the adoption of
alternative payment models.

Domains. The PRIME funds provide incentive payments to participating PRIME entities
that undertake4year projectsvithin Domains 1, 2, and 3 as described below and consistent
with the PRIMEProgram Funding and Mechanics ProtocdDPHs will be required to
implement projects under all three domains. DMPHSs, given their different demographics,
including their size andtation, are only required to include a project from a single
domain, although they may include additional projects from other domains in their
application for consideration. DMPHs may also submit a joint application across DMPHs
reflecting a coordinateeffort to implement a domain.

There will be a core required set of metrics for each project that will be outlined in
AttachmentQ: PRIME Projects and Metric®rotocol byMarch 1, 2016. The specific
elements will be particular to the project and to the needs of the beneficladestive
payments will be phased down consistent with the overall PRIME phase down in DY 14
and DY 15.The applications for these projects will needattline how they will be

building infrastructure and alignment designed to support sustainability over the course
of the 5 years including how they will sustain project innovations in years DY 14 and DY
15 as PRIME funding is phased down.

a. Domain 1: Outpatient Delivery System Transformation and Prevention. The
PRIME funds provide incentive payments to participating PRIME entities that
undertake projects that will ensure that patients experience timely access to high
quality, efficient, and patiertertered care. Through these efforts patients will
receive appropriate preventive services, early diagnosis and treatment, and will be
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supported in improving their ability to care for themselves through access to other
needed services including those thatmupsocial and welbeing needs. In addition,
these projects will identify and increase rates of-effgictive standard approaches to
prevention services for a select group of high impact clinical conditions and
populations (cardiovascular disease, bteeervical and colorectal cancer, and
obesity). They will also aim to reduce disparities and variation in performance of
targeted prevention services within their systems. Under this domain, DPHs will be
required to participate in Integration of Physiaad Behavioral Health; Ambulatory
Care Redesign: Primary Care; Ambulatory Care Redesign: Specialty Care; and must
choose one additional project. The menu ofgqutg under this domain include:
I.  Integration of Physical and Behavioral Health (requirediBHS)

ii.  Ambulatory Care Redesign: Primary Care (required for DPHS)

iii.  Ambulatory Care Redesign: Specialty Care (required for DPHS)

iv.  Patient Safetyn the Ambulatory Settin

v. Million Hearts Initiative

vi.  Cancer Screening and Follewp
vii.  Obesity Prevention and Healthieéoods Initiative

b. Domain 2: Targeted HighRisk or High-Cost Populations. The PRIME funds
provide incentive payments to participating PRIME entities that undertake projects
focused on specific populations that would benefit most significantly from care
integration and alignment. Particular attention will be focused on managing and
coordinating care during transitions from inpatient to outpatient aneapags
settings, to optimize the care experience and outcomes. Under this domain, DPHs
would be requied to participate in Improved Perinatal Care, Care Transitions:
Integration of PosAcute Care and Complex Care Management for High Risk
Medical Populations and must choose one additional project. The menu of projects
under this domain include:
i.  ImprovedPerinatal Care (required for DPHS)
ii.  Care Transitions: Integration of Pgstute Care (required for DPHS)
iii.  Complex Care Management for High Risk Medical Populations (Required for
DPHs)

iv.  Integrated Health Home for Foster Children

v. Transition to Integrated CarBost Incarceration.

vi.  Chronic NoaMalignant Pain Management
vii.  Comprehensive Advanced lliness Planning and Care

c. Domain 3: Resource Utilization Efficiency. The PRIME funds provide incentive
payments to participating PRIME entities that undertake projects that will reduce
unwarranted variation in the use of evidebesed, diagnostics and treatments
(antibiotics, blood or blood products, and high cost imagtodies and
pharmaceutical therapies) targeting overuse, misuse, as well as inappropriate
underuse of effective interventions. Projects will also eliminate the use of ineffective
or harmful targeted clinical services. DPHs must select at least onepobjbets
below. The menu of projects under this domain include:
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I.  Antibiotic Stewardship

ii.  Resource Stewardship: High Cost Imaging
iii.  Resource Stewardship: Therapies Involving High Cost Pharmaceuticals
iv.  Resource Stewardship: Blood Products.

Project selectiondr each participating PRIME entity must include an assessment of the
number of patients benefiting from, and magnitude of health improvement achievable by,

the project selected, pursuant to the PRIME Funding and Mechanics Protocol.

Participating PRIME entiies shall not select projects for which the target population is
insufficient to accurately measure success and shall not select optional projects to which
they are considered Atop performerso based
to the progct benchmarks identified in the PRIME Funding and Mechanics Protocol. If a
participating PRIME entity is ineligible to select a project on the basis of the above

criteria, the participating PRIME entity will be required to choose another project from
thesame domain as necessary to fulfill program minimum project requirements.

72. Statewide APM Targets for DPHs.To ensure support for sustainability beyond the
demonstration DPHs must demonstrate, in the aggregate, a shift from a fee for service to
valuebasednanaged care payments by 2020. Generally this will be in the form of
capitation, though other APMs may be acceptable. APMs must provide payment at the
provider level that is, tied to value and quality and provide incentives to clinicians to
provide the mht care, at the right time, at the right place.

a. Methodology: PRIME is structured to chart a path towards integrating continuous

quality improvement in the underlying structure of the M@dl program. This
will be evidenced by an increasing shift of raged care payments for DPHs
towards APMs, which include full or partial capitation of services;pisél
payments or other riskharing arrangements at the provider level for assigned
Medi-Cal managed care enrollees.

i.In determining whether DPBlystens areprogressing towards the APM

targets stipulated above, the following methodology will be used:

A. Determine the total number of unique MCP beneficiaries who
either choose or are assigned to all of the participating DPH
systens in aggregate for the applicaldlemonstration year.

B. Determine the total number ohiqueMCP beneficiaries who
either choose or are assigned to all participating DPHSs in the
aggregate for which the contract between the MCP and DPH
prescribes that a portion of the payment from the MGRedPH
systemis in the form of capitation or some other APM, as
described in AttachmemR. Both partial and global capitation
payments, as well as other accepted forms of risk sharing will be
included in calculations to determine aggregate DPH progress
toward the established thresholds to capture all models of APM
utilized. Accepted forms of APM would be classified into four
tiers of payment: 1) partial (primary care only); 2) paipials
(primary care and some specialty care (varies)); 3) global (primar
specialty, ancillary and/or hospital care); and 4) any additional
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payment methodologies approved by the state and by CMS as set
forth in AttachmenR.
C. Divide the result of B by Ao determine the percentage met.
b. Definition of inadettder nfant i ARM psahyomuelnd i nc |
features:

I. A defined patient population the DPH is accountable for, defined through
assignment either by DHCS or by a managed care plan.

ii. A set of quality accountability metrics that are aligned withcthr@racted
MCPs quality accountability and clinical outcome metrics, but with
adjustments to reflect the socioeconomic and demographic characteristics
of the populations served by PRIME entities where possible.

ili.  Some contractual level of risk for cost of€a This accountability does
not need to be full risk capitation, but must include a form of risk sharing,
incentives oshared savings for reduced cost

iv.  Models that lack one or more of these three features will not qualify as an
APM.

v. The above APM targe are intended to inform CMS and DHCS in their
oversight function as to the level of success the DPHs have had in
facilitating the adoption of robust APMs for Me@al. DPHs will be
required to commit to contracting with at least one Medi MCP in the
MCP service area that they operate using APM methodologies as part of
their PRIME Project Plan by January 1, 2018. If a DPH is unable to meet
this requirement and can demonstrate that it has made a good faith effort
to contract with an MCP in the serviceearthat it operates in and a gap in
contract period occurs, DHCS has discretion to waive this requirement.

73. Eligible Participating PRIME Entities. DPH systems (which include their affiliated
governmental providersnd contracted governmental and {gmvenmental entities where
applicablg¢ and DMPHSs, that are identified in Appendbare eligible to receive PRIME
incentive payments, subject to each DPH system or DMPH submitting a compietad 5
PRIME Project Plan. Multiple DPHs operating under commoregowent ownership may
be considered a single participating PRIBAtIty, or may submit separate applications and
be treated as separate participating PRIMEieatMultiple DMPHs operating under
common government ownership may submit separate applisatiowever, a lead DMPH
must be identified Incentive funds shall be disbursed solely to eligible DPH systems or
DMPHSs. A specified amount of incentive funding will be available annuakiyati
participating PRIME entity based on the metrics appd fa thatentity or, to the extent
that the entity is participating as a DMPH, the metrics approved for the associated DMPHs
under common government ownershipe actual receipt of funds will be conditioned on
reporting by the entity of progress towards antievement of the specified metrics
approved for the defined population of beneficiaries. Aside from early stage process
metrics, awards in later years will be based on per beneficiary measures of improvement.
Additional criteria for participation shabe outlined in Attachmerit.

a. Designated Public Hospitals (DPHsT.wenty-one DPHs operate 17 health and
hospital systems, with one system comprised of four hospitals in Los Angeles
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County. DPHs are located in mostly urban areas in Northern, Centr8loariaern

California. These hospitals range in size from approximately 160 to 600 beds.

DPHs are similar in that they are academic teaching centers providing a broad

range of inpatient and outpatient services including specialty care. More than 50

percent 6 patients served across these health and hospital systems ar€dlledi
beneficiaries or uninsured. DPHs provide 30 percent of all hodyaitad care to

the MediC a | popul ation in the state and oper
trauma centers and mattean twathirds of its burn centers.

b. District/Municipal Hospitals (DMPHs)There are 39 DMPHs spanning 19
counties across California. DMPHSs are heterogeneous, varying significantly in size
(from approximately 3 to 500 beds) and in the range of servioceglpd. Many of
these hospitals serve rural and seanal populations. Approximately 21 percent
of patients served at DMPHs are Mé&thl or uninsured and more than a third of
the DMPHs provide over 30 percent of their care tolmeome Californians, with
some facilities treating as many as 50 percentitmeme Californians. DMPHs
provide 4 percent of the hospHiadsed care to the Me@al and uninsured
populations in California and 20 percent of the care provided to these populations
in rural California

74. State and Participating PRIME Entity Accountability. Overall PRIME project funding

is available up to the amounts specified in the PRIME Funding and Mechanics Protocol.

PRIME funding is available to participating PRIME entities whose project plans are

approved and funded through the process described in these STCs and who meet particular
metricso targets described in their approve:
to the participating PRI ME entihedpusuamnteet i ng
the PRIME projects and Metrics Protocol, metrics as described in the STCs and PRIME
Program Funding andlechanics Protocol (Attachmen).llIn addition, individual

participating PRIME entity achievement of metrics as set forth in the aggphRPRIME

Project Plan must be achieved and maintained for full access to the funding level as

specified in the STCs.

a. The state must achieve APM targets to avoid reductions to PRIME funding. If the
state fails to meet the specified APM targets in amgrgiyear, the amount of the
potential reduction is set as follows:

1) Based on the methodology measuring aggregate adoption of APM
described in STC 3, the DPH portion of the PRIME pool will have
5 percent of the yearly allocated pool amount at risk in DYdd, a
5 percent at risk in DY15.

2) Each yearod6s potential reduction w
2.5 percent of the pool amount will be contingent on aggregate
adoption of the DY14 and DY 15 goals of 55 percent and 60
percent APM adoption, respectiveljhe other 2.5 percent of the
penalty would occur if providers fail to meet the aggregate 55
percent or 60 percent thresholds, and fail to meet a lesser aggregate
APM adoption rate of 45 percent and 50 percent for DY14 and
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DY15.

The state may choose howatbocate reductions in the PRIME pool to providers, whether
uniformly, with more of the reduction targeted to providers that substantially fail to meet
targets, or another methodology if desired.

b. Individual projects are awarded based on the merit gbiityeosal itself, its
support of the overall PRIME goals, and the projected breadth and depth of the
impact on Medicaid beneficiaries. Public transparency, a process that allows for
community input, including two public meetings, will be part of the state
application and review process.

75. Application Process. Fiveyear PRIME Project Plan. DPHs must include projects from
all three domains and contain the specific elements as required under PRIME Projects and
Metrics Protocol. DMPHSs, given their different degnaphics, including their size and
location, are only required to include a project from a single domain; DMPHs may include
additional projects in their application. DMPHs may also submit a joint application across
DMPHs reflecting a coordinated effortitnplement a domain.

a. DHCS will review all 5yearPRIME project plans for final approval according to
the following timeline:

I. By February 1, 2016, or 30 days after approval of PRIME protocols
(whichever is later) each applicant will submit-gear PRIME Project
plan to DHCS for review. DPHs will be required to address Domains 1, 2,
and 3, and DMPHs will be required to address domain at a minimum.

ii. By March 15, 2016, or 45 days, whichever is later, after the submission of
the 5year PRIME project plans, DHCS will complete its review of the 5
year PRIME Project Plan, and will respond to the applicant in writing with
any quesbns, concerns or problems identified.

iiji. The participating PRIME entity wil
and concerns in writing within 3 business days of notification by DHCS.

iv. By April 1, 2016, or 60 days, whichever is later, following the submission
of the 5year PRIME project plans, DHCS will take action on the PRIME
Project Plarand will approve or disapprove each plan.

76. PRIME Protocols. Specific standards, measures and evaluation juggeare described in
protocols.Specifically, the protods are described in Attachmentsaihd Q (PRIME
Funding and Mechanics Protocol and PRIME Projects and Metrics Protocol), which
accomplish the following:
a. Detail requirements regarding project metrics (PRIME Projects and Metrics
Protocol);
b. ldentify metrics, neasurement of the metrics, and a target setting methodology
(PRIME Projects and Metrics Protocol);
c. Provide parameters for establishing the allocation of incentive funding among
participating PRIME entities, which may consider size of the facilities, swope
the public hospital system, geography, number of people served, and complexity of
services provided, among other factors (PRIME Funding and Mechanics Protocol);
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d. Finalize payment mechanisms and disbursement of pool funds (PRIME Funding
and Mechanics Protol);

e. Finalize a State review process that will assure action on theygare®RIME
Project Plan within 60 days of submission from the participating PRIME entity;

f. Detail a Fiveyear PRIME Project Plan modification process (PRIME Projects and
Metrics Potocol);

g. Finalize requirements for reporting (PRIME Funding and Mechanics Protocol);

h. Describe evaluation requirements for the program (PRIME Funding and
Mechanics Protocol)

77. PRIME Program Objectives and Metrics. Progress towards achieving the goals spatifi
above will be assessed by specific metrics for each project, which are further defined in the
PRIME Projects and Metrics Protocol. Metric achievement will be based on documenting
achievement on a set of padefined metrics through a method that cambéited. These
metrics are organized into the following categories:

a. PRIME Program Objective§ he PRIME projects will be designed in ways that
promote health systems participating PRIME entities assuming responsibility for
the overall health needs opapulation of the MedCal beneficiaries and the low
income individuals that they serve, and not simply responding to the patients that
arrive at the doors of a hospital. DHCS will approve a defined population for each
PRIME project, as described in PRIMEogram Funding and Mechanics Protocol.

b. Integration Across Settingsfhe PRIME will further the transformation of patient
care systems to create strong links between different settings in which care is
provided, including inpatient and outpatient sefinnstitutional and community
based settings, and importantly behavioral and physical health providers. The
PRIME will support coordination and the provision of care for patients across the
spectrum of settings in order to promote health and bettevroes; particularly
for populations at risk. The PRIME projects Pool will fund projects that include
new and expanded care coordination programs, other evidence based, data driven
interventions and programs focused on key health and cost drivers.

PRIME program metrics will reflect this ongoingahsformation, creating better
alignmentbetween providers and rewarding providers for improved outcomes.

c. Transition to APM:The transition to APM models in which both partial and global
capitation payments andher approved APMS would be included in calculations
to determine overall DPH achievement of the established thresholds to capture all
models of APM utilized.

d. PRIME Project MetricsAll participating PRIME entities will produce an interim
mid-year and fal year report on metric progress specific to the participating
PRI ME entitybés project and its PRI ME
performance on all PRIME metrics will be based on an objective demonstration of
improvement over a baseline, using adaitandardized method. PRIME
participating entities that already demonstrate high performance on project metrics
at baseline, must select alternative projects (as defined in PRIME Program
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Funding and Mechanics Protocol but within the same domain sditb ful
minimum project requirements, if all projects from the domain are not already
included under the PRIME Project Pléamprovement targets will be based on
state or national performance benchmarks, whenever available, but with
adjustments to reflect ttewcioeconomic and demographic characteristics of the
populations served by PRIME entities where possible

e. Standard MetricsThese metrics include both System Transformation and Health
and Health Care Improvement metrics, and are national and statemettezs.
The majority of metrics in this category are National Quality Forum (NQF)
endorsed. The remaining have an established measure steward, such as National
Committee for Quality Assurance (NCQA) or CMS, who have used rigorous
metric vetting processés establish use of the metrics for performance
measurement and financial accountability of performance.

f. System Transformation Metricds detailed in the PRIME Projects and Metrics
Protocol, these metrics reflect the processes and infrastructure netessaly
and strengthen high quality, integrated, patient centered delivery systems,
including outcomes that reflect overall improvement in systems of care, care
coordination, care integration and patient experience.

g. Health and Health Care OQutcome Metriéss described further in PRIME Projects
and Metrics Protocol, these are metrics that reflect improved quality of care, as

well as the resulting i mproved clinical
PRIME defined population. These metrics will alscasw@e each participating
PRI ME entityds success in reducing avoi

use by its defined population.

h. Innovative MetricsAs with the Standard Metrics referenced above, this category
includes System Transformation Metrics, and Health and Health Care Outcome
Metrics. While representing a much smaller proportion of the total PRIME metrics
than the Standard Metrics, this catggenables participating PRIME entities to
demonstrate the transformation of health care towards coordinated, team based,
patient centered care, in a manner not afforded by many of the Standard Metrics.
As with the Standard Metrics, each PRIME Innovatiwetmo will have only one
definition and measure specification across the entire PRIME program. Beginning
as reporting only, these metrics will be guided by its PRIME patrticipating entity
measure steward and a PRIME Metric Technical Advisory Committeeigim
rigorous evaluation and testing process to be developed by DHCS as described in
the PRIME Funding and Mechanics Protocol. Once through that process,
participating PRIME entities will be responsible for improving performance on
these metrics. Final apoval of all innovative metrics is determined by DHCS, but
the final metrics must be provided to CMS for comment before approval.

78.  State Supporting Infrastructure. DHCS will provide a statéevel infrastructure to support
the PRIME. The statkevel infragructure will be implemented incrementally over the five
years of the Demonstration. The stbeel infrastructure will include:

a.Information and Data Sharing Achieving care integration across Medal delivery
systems is a priority for the state.particular, since managed care has become the
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predominant delivery mode serving 90 percent of alisaipe MediCal members, data
linkages and care coordination among MCPs and other partners such as participating
PRIME entities is critical. As such, [ will be required to strengthen data and

information sharing with MCPs under the PRIME. To support this requirement, DHCS

will establish data and information sharing guidelines and/or mechanisms, consistent with
applicable state and federal data privany security law, to provide for timely sharing of
beneficiary data, assessment, and treatment information, for purposes of identifying and
treating the beneficiary for PRIME and WPC.

b. MediCal Managed Care Health Plans (MCPd)he state must also emstthat its
managed care delivery system recognizes and encourages positive system transformation.

The state will develop a draft MCP and DPH APM Activities Plan, consistent with APMs
as defined under these STCs and in AttachiRehy January 1, 201 The document

will outline activities that the state will engage in to support MCPs and DPHs in the
adoption of APMs, establishing methods for the state to achieve the APM targets as set
forth under these STCs. DHCS will share the draft MCP and DPH APMithes Plan

with MCPs, DPHSs, and other stakeholders for public comment and feedback In addition,
the state will convene a minimum of one meeting with MCPs and DPHs annually to
discuss movement toward use of APMs, share best practices, and discusssuccesse
challenges and barriers.

DHCS will include in its fulscope managed care contracts language that allows for the
implementation of APMs. This language will be required to be included in any
participating network provider contract where qualityrovement work has been
delegated. The language will clarify that APM payments to DPHs are funded through the
capitation payments made to MCPs (without separate PRIME funding). MCPs will be
required to require DPHSs, as a component of an agreemenpftatican or other risk

sharing payments, to utilize PRIME projects, goals, and objectives, to assist the MCP in
meeting its DHCS required quality metric thresholds; reporting on metrics and
performance to the MCP will also be required. DHCS will issudiaypletter that

encourages MCPs to adopt APM payment structures for DPHs and other participating
network providers, and which provides guidance on the various APM structures that may
be implemented including the four tiers as set forth in the PRIME S3GS will

convene meetings with its MCPs to discuss information relating to APMs and promote
the sharing of best practices amongst MCPs.

79. PRIME Transparency. During the 60 day application/state review process for the PRIME
applications, DHCS must have canted at least two public meetings regarding the state's
PRIME Project Plan application approval. The state must utilize teleconferencing or web
capabilities to ensure statewide accessibility. The two public meetings must be held on
separate dates and nha$ford the public an opportunity to provide comments.

80. Administrative Record. CMS will maintain, and publish on its public Web site, an
administrative record that may include, but is not limited to the following:
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a. The PRIME application from the partating PRIME entities.
b. Written public comments sent to the CMS and any CMS responses.
c. If an application is approved, the final special terms and conditions, waivers,
expenditure authorities, and award letter sent to the state.
d. If an application is deniedhe disapproval letter sent to the state.
The state acceptance letter, as applicable.
Specific requirements related to the approved and agreed upon terms and
conditions, such as implementation reviews, evaluation design, quarterly progress
reports, annuakeports, and interim and/or final evaluation reports.
g. Notice of the demonstrationds suspensi or

0]

CMS will provide sufficient documentation to address substantive issues relating to the
approvaldocumentatiothat should comghensively set forth the basis, purpose, and
conditions for the approved demonstration.

81. Submission of Draft Evaluation Design.The state shall submit a draft PRIME evaluation
design to CMS no later than 180 days after the PRIME protocols are approved, including,
but not limited to data that the state proposes to be used to evaluate PRIME. The state must
employ meaningful statkevel standards that align with its managed care approach.

82. Submission of Final Evaluation Design.The state shall provide the Final Evaluation
Design within 60 days of receipt of CMS comments of the Draft Evaluation Design. If
CMS finds that the Final\E&luation Design adequately accommodates its comments, then
CMS will approve the Final Evaluation Design and the final evaluation plan will be
included asAttachmentS.

83. Evaluation Requirements. The state shall engage the public in the development of its
evaluation design. The evaluation design shall incorporate an interim and summative
evaluation and will discuss the following requirements as they pertain to each:

a. The scientific rigor of the analysis;

b. A discussion of the goals, objectives and specifjmotheses that are to be
evaluated,;

c. Specific performance and outcomes measur

d. How the analysis will support a determination of improved health outcomes and
system transformation including better care, better quality, ainaneed value;

e. An initial assessment of the collection of REAL (Racial, Ethnicity and Preferred
Language) data, and documented efforts to provide culturally competent care and
address social determinants of health;

f. Data analytic strategy including souragsiata, sampling methodology, and how
data will be obtained,;

g. The unique contributions and interactions of other initiatives; and

h. How the evaluation and reporting will develop and be maintained

i. The demonstration evaluation will meet the prevailing steshglof scientific and
academic rigor, as appropriate and feasible for each aspect of the evaluation,
including standards for the evaluation design, conduct, and interpnedaid
reporting of findings.

J.  The demonstration evaluation will use the best abéel data; use controls (when
available and appropriate for the evaluation design) and adjustments for and
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reporting of the limitations of data and their effects on results; and discuss the
generalizability of results.

k. The state shall contract with an ipé&dent entity to conduct the evaluation. The
evaluation design shall discuss the stat
entity to conduct the evaluation, including a description of the qualifications the
entity must possess, how the state will as$o conflict of interest, and a budget
for evaluation activities.

84. Evaluation Design.The Evaluation Design shall include the following core components to
be approved by CMS:

a. Specific aimsand hypotheses: This includes a statement of the specific research
guestions and testable hypotheses that address the goals of the demonstration,
including:

b. Safety net system transformation at the system and state level;

c. Accountability for andmprovements in health outcomes and other health
measures at the system and state level; and

d. Efforts to ensure sustainability of transformation of/in the managed care
environment.

The research evaluation questions will be examined using appropriate somgar

The state and CMS agree that a robust evaluation of PRIME is desired in order to, to the
greatest extent possible, detemmthe causal impacts of PRIMEhe state and CMS

will work to identify available data sources in order to allow for thig tgpevaluation,
including data sources that would provide the ability to use control and comparison
groups, where available, as Wa$ beforeandafter studiesThe design will include a
description of the quantitative and qualitative study design imgjual rationale for the

design selected. The discussion will include a proposed baseline and approach to
comparison. The discussion will include approach to benchmarking, and should consider
applicability of national and state standards. The applicatiseritivity analyses as
appropriate shall be considered.

e. Performance Measuredhis includes identification, for each hypothesis, of
guantitative and/or qualitative process and/or outcome measures that adequately
assess the effectiveness of the Demonstration in terms of cost or cost avoidance
impact, change in delivery of care fronpatient to outpatient, quality
improvement, and transformation of incentive arrangements. Nationally
recognized measures should be used where appropriate. Measures will be clearly
stated and described, with the numerator and dominator clearly defingtie
extent possible, the state will incorporate comparisons to national data and/or
measure sets. A broad set of metrics will be selected. To the extent possible,
metrics will be pulled from nationally recognized metrics such as from the NQF,
Centerfor Medicare and Medicaid Innovation (CMMI), meaningful use under
Health Information Technology (HIT), and the Medicaid Core Adult sets, for
which there is sufficient experience and baseline population data to make the
metrics a meaningful evaluatiah the California Medicaid system.

f. Data Collection:This discussion shall include: A description of the data sources;
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the frequency and timing of data collection; and the method of data collection. The
following shall be considered and included as apprtgria

i.  Medicaid encounter and claims data in TMSIS,
ii.  Enrollment data,
iii. EHR data, where available
iv.  Semiannual financial and other reporting data
v. Managed care contracting data
vi.  Consumer and provider surveys, and
vii.  Other data needed to support performance measaoteme

g. Assurancedleededto ObtainDat&f he desi gn report will di
arrangements to assure needed data to support the evaluation design are available

h. DataAnalysis This includes a detailed discussion of the method of data
evaluationincluding appropriate statistical methods that will allow for the effects
of the PRIME to be isolated, to the extent possible, from other initiatives occurring
in the state. The level of analysis may be at the beneficiary, provider, health plan
and prograntevel, as appropriate, and shall include population and intervention
specific stratifications, for further depth and to glean potentialagurivalent
effects on different sulgroups. Sensitivity analyses shall be used when
appropriate. Qualitative arysis methods shall also be described, if applicable.

i. Timeline:This includes a timeline for evaluatiwalated metrics, including those
related to procurement of an outside contractor, if applicable, and deliverables.

j.  Evaluator:This includes a discussiasnf t he st ateds process f.
independent entity to conduct the evaluation, including a description of the
qualificationsthat the selected entity must possess; how the state will assure no
conflict of interest, and a budget for evaluation atiési

85. Interim Evaluation Report. The state is required to submit a draft Interim Evaluation
Report 90 days following completion of DY 14 of the demonstration. The Interim
Evaluation Report shall include the same core components listed above and should be in
accordance with the CMS ajgwed evaluation design. CMS will provide comments within
60 days of receipt of the draft Interim Evaluation Report. The state shall submit the final
Il nterim Evaluation Report within 60 days af:

86. Summative Evaluation Report.The Summative Evaluation Report will include analysis of
data from DY 15. The state is required to submit a preliminary summative report in 180
days of the expiration of the demonstration including documentation of outstanding
assessments due to data lagsaimplete the summative evaluation. Within 360 days of the
end for DY 15, the state shall submit a draft of the final summative evaluation report to
CMS. CMS will provide comments on the draft within 60 days of draft receipt. The state
should respond to caments and submit the Final Summative Evaluation Report within 60
days.

The Final Summative Evaluation Report shall include the following core components:

a. Executive Summaryhis includes a concise summary of the goals of the Demonstration,
the evaluatia questions and hypotheses tested, and key findings, including whether, and
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to what extent, the evaluators find that PRIME has facilitated sustainable improvements
to care outcomes and population health outcomes for-Maldbeneficiaries in their
systems.

b. Demonstration DescriptiorThis includes a description of the Demonstration
programmatic goals and strategies, particularly how they relate to CMS andCisledi
2020 goals.

c. Study DesignThis includes a discussion of the evaluation design employed inglud
specific aims and hypotheses; type of study design; impacted populations; data sources;
and data collection; analysis techniques, including methods to determine the causality and
attribution of results to PRIME. In addition, limitations of the study e reported.

d. Discussion of Findings and Conclusioi$is includes a summary of the key findings
and outcomes, particularly a discussion of cost or cost avoidance impact, as well as
implementation successes, challenges, and lessons learned.

e. Policy Implications.This includes an interpretation of the conclusions; the impact of the
demonstration within the public health care system; the state obligations for beneficiaries
served by participating PRIME entities; the implications for state and fedsaithh
policy; and the potential for successful demonstration strategies to be replicated in other
state Medicaid programs.

f. Interactions with Other State InitiativeBhis includes a discussion of this demonstration
within an overall Medicaid context andng range planning, and includes interrelations
of the demonstration with other aspects of
with other waivers and other federal awards affecting service delivery, health outcomes
and the cost of care under Meaid.

87. State Presentations for CMS.The state will present to and participate in a discussion with
CMS on the final design plan at post approval. The state will present on its interim
evaluation reprt that is described to in STC &4his section. Thetate will present on its
summative evaktion in conjunction with STC &B this section.

88. Public AccessThe state shall post the final approved Evaluation Design, Interim
Evaluation Report, and Summative Evaluation Report on the State@aédiebsite wiin
30 days of approval by CMS.

89. CMS Notification. For a period of 24 months following CMS approval of the Summative
Evaluation Report, CMS will be notified prior to the public release or presentation of these
reports and related journal articles, by tteges contractor or any other third party entity
contracted for the evaluation. Prior to release of these reports, articles and other documents,
CMS will be provided a copy including press materials. CMS will be given 14 days to
review and comment on joun a | articles related to the sta
for peer review. CMS may choose to decline some or all of these notifications and reviews.

90. Electronic Submission of ReportsThe state shall submit all required plans and reports
usingthe process stipulated by CMS, if applicable.

91. Cooperation with Federal Evaluators.Should CMS undertake an evaluation of the
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demonstration or any component of the demonstration, or an evaluation that is isolating the
effects of PRIME, the state and its kaaion contractor shall cooperate fully with CMS and
its contractors. This includes, but is not limited to, submitting any required data to CMS or
the contractor in a timely manner and at no cost to CMS or the contractor.

92. Cooperation with Federal Learning Collaboration Efforts. The state will cooperate with
improvement and learning collaboration efforts by CMS.

93. Evaluation Budget. A budget for the evaluation shall be provided with the evaluation
design. It will include the total estimated cost, as aglh breakdown of estimated staff,
administrative and other costs for all aspects of the evaluation such as any survey and
measurement development, quantitative and qualitative data collection and cleaning,
analyses, and reports generation. A justiftcadf the costs may be required by CMS if the
estimates provided do not appear to sufficiently cover the costs of the design or if CMS
finds that the design is not sufficiently developed.

a. Deferral for Failure to Provide Summative Evaluation Reports iomeT If the state
does not timely submit a final report, including all requested analyses and
recommendations, the stateb6s expenditure
reduced by $500,000. The state may seek, and CMS may grant, relief from this
redwction, if needed.

94. PRIME Implementation Monitoring. The state must ensure thiais operating its PRIME
program according to the requirements of the governing STCs. In order to demonstrate
adequate implementation monitoring towards the completion of these requirements, the state
will submit the following:

a. A description oPRIME monitoring activities indicating how the state will monitor
compliance with demonstration requirements in the implementation of this
demonstration, including monitoring and performance reporting templates. The
standard reporting mechanism is subjeateview and approval by CMS.

95. PRIME Monitoring Activities. As part of theAttachmentS, the state will submit its plan
for how it will meet the PRIME internal monitoring requirements. The monitoring protocol
should provide, at a minimum, the followjinformation:

a. The monitoring activities aligned with the PRIME deliverables as well as the CMS
evaluationdesign to ensure that entities participating in the PRIME process are
accountable for the necessary product and metrics and other deliverables for th
PRIME.

b. The state shall make the necessary arrangements to assure that the data needed
from the participating PRIME entities including deliverables, measurement and
reporting are available as required by the CMS approved monitoring protocol.

c. Thestatelsa |l | identify areas within the stat
corrective action, or assessment of fiscal or-fiscal penalties may be imposed
for the participating PRIMEnNtites s houl d the stateds inte

any CMS monitoring praess not be administered in accordance with state or
federal guidelines.

d. Themonitoringprotocol and reports shall be posted on the state-Rabwebsite
within 30 days of submission to CMS.
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96. PRIME Quarterly Progress Reports. The state must submit prags reports in the format
specified by CMS, no later than-8@ys following the end of each quarter. The first
PRIME quarterly reports will be due by June 1, 2016, or 60 days, whichever is later, after
the end of the quarter first ending after approvahefSTCs. The intent of these reports is
to present the stateb6s analysis and the st at
quarterly reports must include, but are not limited to the following reporting elements:
a. Summary of all PRIME public engagenettivities, including, but not limited to
the activities required by CMS;
b. Summary of updates on state activities, such as changes to state policy and
procedures; and
c. Evaluation activitiegnd interim findings.

97. Annual Onsite with CMS. In addition toregular monitoring calls, the state shall on an
annual basis present to and participate in a discussion with CMS on implementation
progress of the demonstration including progress toward the goals, and key challenges,
achievements and lessons learned.

98. Rapid Cycle Assessment®HCS shall submit to CMS guidelines for use of rapid cycle
quality improvement in PRIME projects, as appropriate

99. Demonstration Years.For purposes of PRIME, demonstration years shall be as follows:

DY 11 July 1, 2015 June 30, 2016
DY 12 July 1, 2016 June 30, 2017
DY 13 July 1, 2017 June 30, 2018
DY 14 July 1, 2018 June 30, 2019
DY 15 July 1, 2019 June 30, 2020

PRIME Pool payments shall be based on a PRIME demonstration year that extends from July
1 through JuYeo)3.0 (FaPyRieMiE s can be earned an
year and yeaend achievements.

100. Monitoring. The state will be actively involved in ongoing monitoring of PRIME projects,
including but not limited to the following activities.

a. Review of metric tayet achievementwo times per year, participating PRIME
entities seeking payment under the PRIME program shall submit reports to the
state demonstrating progress on each of their projects as measured by project
specific metrics and targets achieved dutheyreporting period. The reports
shall be submitted using the standardized reporting mechanism approved by the
state and CMS. Based on the reports, the state will calculate the incentive
payments for the progress achieved according to the approvedaRect
Plan, in accordance with the established criteria as set foffi@chmentll. The
participating PRIME entities shall have available for review by the state or CMS,
all supporting data and bacip documentation. These reports will serve as the
basis for authorizing incentive payments to participating providers for
achievement of PRIME metrics. The reports will be due in accordance with the
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following:

I. Interim Mid-Year Report: Reporting on metrics through December 31.
The report and requestrfpayment is due March 31, with payment
occurring no later than April 30. For PRIME DY 11 only, the
submission of the Fivgear PRIME Project Plan will constitute the
submission of the Interim Mitfear Report.

ii. Final Year End Report: Reporting on metritwough June 30. The
report and request for payment is due September 30, with payment
occurring no later than October 31.

iii. Notwithstanding the deadlines in i and ii, in the event of misreported or
insufficient data, DHCS reporting and payment deadlinds regpect to
a participating PRIME entity may be extended by up to 60 days until its
reports are adequately corrected for approval for payment. If the data is
not fixed and payment is not made within that extended time frame, the
participating provider Wi not receive any PRIME payment for the
period in question.

Except with respect to the PRIME DY 11 Mytkar Report, the reports must be
submitted using the standardized reporting mechanism approved by CMS. DHCS
must use this documentation in supporP&IME Pool payments made on the
MBES/CBES 64.9 Waiver form. For PRIME DY11, approval of the fyear

PRIME project plans will be considered an appropriate metric and seliee iof

the midyear report and will equal up to 25 percent of the PRIME D Yoil

annual amount for which a participating PRIME entity is eligible.

b. Intergovernmental Transfer®Vithin 30 days of submission of the myéar and
final yearend report by participating PRIME entities, DHCS will issue requests to
the entities for integovernmental transfer amounts necessary for the nonfederal
share of applicable incentive payments. DPH systems or DMPHSs, or their
affiliated public agencies, will make intergovernmental transfer of funds to DHCS
in the amount specified within 7 days ote&ving the DHCS request. Upon
receipt of the intergovernmental transfers, DHCS will draw the federal funding
and pay both the neiederal and federal shares of the payment to lead DPH
systems or DMPHSs as applicable. If the intergovernmental transéensaate
within therequestedimeframe, the incentive payment will be paid within 14 days
afterthe transfes are made, but in no event shall payment be made later than the
dates specified in a. above. In the event of misreported or insufficient data,
DHCSwill not be bound to the 30 day payment timeline with respect to a
participating PRIME entity until its reports are adequately corrected for approval
for payment consistent with (a)(iii) aboveln the event federal approval is not
obtained, DHCS mustt@n the IGT funds to the transferring entities within 14
days.

c. Learning collaborativesAs part of this demonstration, the state will work in
collaboration with participating PRIME entities to support regular learning
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collaboratives, which will be sequired activity for all participating PRIME

entities, and may be organized by the goals of PRIME or by the specific PRIME
projects as described in the PRINMEDgram Funding and Mechanics Protocol
Learning collaboratives are forums for participating PEI&htities to share best
practices and get assistance with implementing their PRIME projects. Learning
collaboratives should primarily be focused on learning (through exchange of ideas
at the front lines) rather than teaching (i.e. large conferenceshebsttate should
coordinate with participating PRIME entities to organize at least ondddeee
statewide collaborative meeting a year. Learning collaboratives should be
supported by a web site to help participating PRIME entities share ideas and
simple data over time (which should not need to be developed from scratch). In
addition, the collaboratives should be supported by individuals with training in
guality improvement who can answer practical questions about implementation
and harvest good ideasd practices that they systematically spread to others.

d. Application, review, oversight, and monitoring databa$ke state will ensure
that there is a well maintained and structured database, containing all required
elements of the PRIME project plamscluding metrics, targets, valuation, and
achievement; public comment on project plans; generations of reports, containing
the required elements of PRIME reporting and payments and summaries of
PRIME project plans submissions, scoring, approval/demiéstone
achievement, and payments that can be accessed by the public.

101. Financial Requirements applying to PRIME payments generally.
a. Funding for DPH systems (total computable) shall not exceed $6.531 billion over
five years with the following annuéimits:

DY 11- $1.4 billion
DY 12- $1.4 billion
DY 13- $1.4 billion
DY 14 - $1.26 billion
DY 15-$1.071 billion

b. Funding for DMPHSs (total computable) shall not exceed $933 million over five
years with the following annual limits:

DY 11 - $200 million
DY 12 - $200 million
DY 13- $200 million
DY 14 - $180 million
DY 15- $153 million

c. A specified amount of incentive funding will be available sanmually to each
participating PRIME entity for each approved project based on its pragress
achievement of the metric targets approved for the project. The actual receipt of
funds will be conditioned on reporting by the entity of progress towards and
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achievement of the specified targets to DHCS. Each participating PRIME entity

will be individually responsible for progress towards and achievement of the

targets for its projects within applicable domains in order to receive its potential
incentive funding from the PRIME Stfool, pursuant to the procedures specified

in Attachmentl (PRIME Fundng and Mechanics Protocol). The inability of one
participating PRIME entity to meet a specified target will not preclude another
participating PRI ME entityds receipt of
separate target.

d. PRIME shall also include mbeanisms that recognize the ability of a participating
PRIME entity to earn a reduced incentive payment based on proportionate
achievement that is at least 50 percent of a designated target as set forth in
Attachmentl (PRIME Funding and Mechanics Protagcol

e. Notwithstanding the annual limits set forth in a. above, participating PRIME
entities will have the opportunity to recapture unused or unclaimed PRIME pool
payments as detailed in Attachmé@n{PRIME Program Funding and Mechanics
Protocol).

f. Incentivepayments will be based on the incentive payment amounts that are
specified in each parti ci-yeaPRIMEGFrodR|I ME er
Plan, and not to the specific costs or resources involved in implementing the
specific projects.

g. Incentive myment amounts will be phased down as necessary consistent with the
overall PRIME phase down in DY 14 and DY 15.

h. PRIME Payments Are Not Direct Reimbursement for Expenditures or Payments
for Services Payments from the PRIME Pool are intended to support and reward
participating entities for improvements in the delivery system that support the
simultaneous pursuit of improving the experience of care, improving the health of
populations, and reducing ipeapita costs of health care, and are unrestricted
revenue once disbursed. The payments are not direct reimbursement for
expenditures incurred by participating entities in implementing reforms. The
payments are not reimbursement for health care sethiatare recognized under
these Special Terms and Conditions or under the State plan. PRIME incentive
payments should not be considered patient care revenue and should not be offset
against the certified public expenditures incurred by governomeratel health
care systems and their affiliated government entity providers for health care
servicesdispropotionateshare hospital payments administrative activities as
defined under these Special Terms and Conditions and/or under the State plan.
Thepayments do not offset payment amounts otherwise payable to and by MCPs
for Medi-Cal beneficiaries, or supplant provider payments from MCPs.

The nonfederal share of payments under PRIME shall be funded by voluntary
intergovernmental transfers made bg participating PRIME entities and/or
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applicable governmental agenciéhe funding entity shall certify that the funds
transferred qualify for federal financial participation pursuant to 42 C.F.R. part 433
subpart B, and are not derived from impermigsgources such as recycled

Medicaid payments, federal money excluded from use as State match,
impermissible taxes, and ndmona fide providerelated donationsThe State must
have permissible sources for the ffiederal share dPRIME expenditures, whit

may include permissible Intergovernmental Transfers (IGTs) from government
operated entities and state fun@ources of noifiederal funding shall not include
provider taxes or donations impermissible under section 1903(w), impermissible
intergovernmeral transfers from providers, or federal funds received from federal
programs other than Medicaid (unless expressly authorized by federal statute to be
used for claiming purposes, and the federal Medicaid funding is credited to the
other federal funding soce). For this purpose, federal funds do not include

PRIME paymentspatient care revenue received as payment for services rendered
under programs such as the Designated State Health Programs, Medicare, or
Medicaid.

i. The state must inform CMS of the fundiof all PRIME payments to providers
through a quarterly payment report to be submitted to CMS within 60 days after
the end of eachjuarter, as required under STG®%his section. This report must
identify the applicable transferring entities and $fanamounts associated with
the quarterly payments made.

j.  The state will ensure that any lack of adequate funds from local sources will not
result in lowering the amount, duration, scope or quality of Medicaid services
available under the state plan oistdbemonstration. The preceding sentence is not
intended to preclude the state from modifying the Medicaid benefit through the
state plan amendment process.

k. The state may not claim FFP for PRIME Payments to a participating PRIME entity
until the statdave concluded that the participating PRIME entity has met the
relevant performance indicated for the payment. Participating PRIME entity
reports must contain sufficient data and documentation to allow the state and CMS
to determine if the specified metriargets have been fully met, and participating
PRIME entities must have available for review by the state or CMS, upon request,
all supporting data and backp documentation. FFP will be available only for
payments pursuant to an approved PRIME Praéjésm.

|.  Semtannually, when the State makes PRIME Payments and claims FFP,
appropriate supporting documentation will be made available for CMS to
determine the appropriate amount of the payments. This documentation should be
used to support claims mafte FFP for PRIME Payments that are made on the
CMS-64.9 Waiver forms.

It should be noted that federal funding for PRIME payments is limited in any
phase of the demonstration period to the amounts set forth in this demonstration
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102.

103.

authority, subject to abdf the reductions that may be applied based on incomplete
achievement of PRIME Plan metrics, even if the state expenditures for PRIME
payments exceed the amount for which federal funding is available

Finalize PRIME Protocols. Within the60 days followingthe acceptance of the terms and
conditions, CMS and the State will, through a collaborative process, develop and finalize the
PRIME Projets and Metrics ProtocoR{tachmentQ) and PRIME Program Funding and
Mechanics Protocol (future Attachmdht Thestate may not accept a PRIME application

until after CMS formally approval of these protocols.

Deliverables Schedule.

Due Date/Submission Date

Activity/Deliverable

December 31, 2015

CMS approves STCs

60 days posDemonstration approval

CMS and CAapprove PRIME attachments

February 1, 2016 6r 30 days post approval
of PRIME attachments, whichever is late)

State accepts PRIME project plan applicatio
from eligible PRIME entities

45 days post submission of PRIME Project
Plans

State will conpleteits review of the
applicdions and issue questions, concerns g
problems to the PRIME entity applicant

60 days post submission of PRIME Project
Plans

State will take action of the PRIME Project
applications to approve or disapprove

During the 60 day period between PRIME
Project Plan Submission and State
Approval/Disapproval

During the 60 day application/state review
process for the PRIME applications, DHCS
must have conducted at least two public
meetings regarding the state's PRIME Proje
Plan applicatia approval

June 1, 2016

State submits its first quarterly report

April and October (Twice a year)

State Distributes PRIME Project Plan incent
paymentso PRIME participating entities

90 days following completion of
demonstration Year 14

State submit®raft Interim Evaluation report

180 days after the expiration of the

State submits preliminary Summative

demonstration Evaluation report
360 days after the expiration of the State submits Draft Final Summative
demonstration Evaluation report

Quarterly Deliverablesi Quarterly Report
(60 days after end of the quarter)

1°' Quarter- June T

2" Quarter- September f'

3% Quarter- December '

4™ Quarter i March 3rd

104.

Special Terms and Conditiondor Dental Transformation Initiative Under the Med(Cal

program, dental services are provided to approximately 5.5 million child-®Gdi
beneficiaries ages twenty (20) and under. Services are provided via two (2) delivery
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systemd Feefor-Service (FFS) and Dental Managed Care (DMC). Tapddtment of
Health Care Services (DHCS, Department) conducts oversight of the FFS contractor(s) and
six (6) dental managed care contracts in the DMC system.

DHCS facilitates access to oral health services for the FFS and DMC delivery systems in
multiple ways, including through telephone service centers and correspondence controls for
beneficiaries and providers; conducting beneficiary and provider outreach and education;
implementing strategies for monitoring and augmenting provider network adequacy and
beneficiary utilization; and providing regular reports to the Legislature, stakeholders, and
federal and State government entities. All data and measurement reporting associated with
the Dental Transformation Initiative (DTI) will be based on an annypairtiag period by
ProgramYear @Y).

The MediCal Dental program aims to improve the beneficiary's experience so individuals
can consistently and easily access high quality dental services supportive of achieving and
maintaining good oral health; to imphent effective, efficient, and sustainable health care
delivery systems; to maintain effective, open communication, and engagement with our
stakeholders; and to hold DHCS and our providers, plans, and partners accountable for
performance and health outcosnelhe Department employs performance measures in both
delivery systems to gauge the effectiveness of contractor and State efforts. To aid in this
performance monitoring, the Department utilizes a public NGadidental dashboard
populated with performane measur es posted on the Departm
reports, and ad hoc queries to the various databases. Benchmarks and quality and access
criteria for the DMC and FFS delivery systems are designed to provide programmatic goals
and expectatiotevels for contractors. Additionally, there are contractual checks targeted at
ensuring access to care for the beneficiaries, encouraging provider participation, and holding
the contractor(s) responsible for being active and proactive participantsinmgribe

delivery of medically necessary dental services to the {@atlbeneficiary population.

105. DTI PROGRAM and FUNDING OVERVIEW The DTI will be funded at a maximum of
$148 million annually, except as provided below, for five (5) years totaling a maxohu
$740 million (DTI Pool). To the extent any of the funds associated with the DTI are not
fully expended in a giveRY, those remaining prid?PY funds may be available for DTI
payments in subsequent years, notwithstanding the annual limits stated aheverogram
will include three (3) domains: preventive services, caries risk assessment and management,
and continuity of care, in addition to making funding available for local pilots that address
one (1) or more of these three (3) domains. Spedaiferitive payments within each domain
will be furnished to qualified providers, along with messaging and education to providers
and beneficiaries about programs and efforts in their local communiiesDepartment
intends to allow DTI participation fromroviders in both the FFS and DMC delivery
systems beginning iRY 1 and as outlined in these STCs. The Department will make DTI
incentive payments directly to contracted service office locations that participate in the FFS
and/or DMC delivery systems that qualify for DTI incentive payments. The service office
locationis the business or pag address where services are rendered by the provider
(which may be an individual, partnership, group, association, corporation, institution, or
entity that provides dental services). Incentive payments shall be issued to tbe ckice
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location based on the services rendered at the location and compliance with the criteria
enumerated in the STCs.

Incentive payments from the DTI Pool are intended to support and reward participating
service office locations for achievementshintone (1) or more of the project domains set
forth herein. The incentive payments are not considered direct reimbursement for dental
services under the State Plan. The-femteral share for DTI incentive payments shall be
derived from expenditures assated with those Designated State Health Programs set forth
in STC 31

106. Domain 1:Increase Preventive Services Utilization for Children
In alignment with the CMS Oral Health Initiative, this program aims to increase the
statewide proportion of children @gone (1) through twenty (20) enrolled in M&dl who
receive a preventive dental service in a gi
utilization amongst children enrolled in the FFS and DMC dental delivery systems by at
least ten (10) peentage points over a five (5) year period. The Department will commit to
re-assessing the goal annually throughout the Demonstration period and increase said
percentage, if appropriate, based on the success of the domain. For example, the 2014 rate
for the state using the Form CMB.6 methodology was 37.84 percent of children. Thus, if
this rate remained the same for the demonstration baseline year, the ten (10) percentage
point improvement goal for this five (5) year demonstration would be to indtgaseate to
47.84 percent of children statewide. DHCS will use the CMS 416 methodology for
reporting purposes, but will pay out incentives using unrestricted eligibility criteria.

DHCS will offer payments as financial incentives for dental serviceelfications to

increase delivery of preventive oral care to M€Edi children, and to maintain preventive

oral care for children who previously received that service. As of September 2015, there are
5,370 service office locations across California thatigpate in the MediCal Dental

Program. DHCS will stage a messaging campaign to explain the new incentive program to
the provider community and to generate interest among beneficiaries. DHCS will leverage
existing contract provisions specific to prosicand beneficiary outreach to operationalize

the commitments of these STCs.

a. Program Criteria The incentive program will provide serannual incentive
payments to dental provider service office locations that provide preventive services
to an increased number of Me@al children, as determined by the Department.
Eligible providers will receive panents based on them achieving an increased
number of MediCal children who received eligible preventive dental services, as
compared to a baseline pidetermined by the Department. Providers who render
preventive services to a number of children thattsmeeexceeds a Departmentpre
determined number of beneficiaries, by county, would qualify for the incentive
payment. Further, the program will also disburse incentive payments to providers
who were not previously participating in Medal and renderingreventive
services, but who do so during the demonstration, on the condition that they meet or
exceed the provision of services based on the Departmedéefenined number of
beneficiaries, by county, needed to be served to achieve the goal. Satdityicset
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would also be eligible for these incentives and would be supplied with incentive
payments separate and apart from their Prospective Payment System (PPS) or
Memorandum of Agreement (MOA) rates for Federally Qualified Health
Centers/Rural Health Ctars and Tribal Health Centers, respectively. Each safety
net clinic office location would be considered a dental service office location for
purposes of this domain.

The Department will determine the number of additional beneficiaries to be served
in order to achieve the goal of ten (10) percentage point utilization increase
statewi de. That number will be distribu
proportional expected contribution to the statewide utilization increase. For
example, if the numberf @hild MediCal beneficiaries in County A account for

thirty (30) percent of the statewide Me&dal children population, and 100 users are
necessary to increase the statewide utilization by ten (10) percentage points, then
County A service office locatiawill need to serve an additional thirty (30)
beneficiaries. If County A needs to serve thirty (30) additional beneficiaries and
there are ten (10) service office locations enrolled in the program, that goal of thirty
(30) additional users would then bguitably distributed across the number of

service office locations in the county; therefore, each service office location in
County A would need to see three (3) additional users to qualify for the incentive
payment. The same Departmerdatablished peservice office location goal, by
county, would apply to both current and newly enrolled providers.

Each service office location will receive credit towards meeting or exceeding the
Department preletermined goal for every child to which they provide a preventive
service within frequency limitations regardless of whether that child is a previously
estabished patient of that service office location. However, service office locations
will only be paid incentive payments on preventive services provided to those
beneficiaries they provide services to once they have met the Department established
goal.

b. Responsibilities of ProviderService office locations are expected to continue to
follow claiming and billing guidelines of the Me@ial Dental Program and to
adhere to requirements of this incentive program

c. Performance Metric¥he Department will calculate a baseline measure of the rate of
chil drendés wutilization of preventive ser:
Medi-Cal FFS and DMC dental delivery systems, with a goal of increasing the
statewide utilization of preentive services for children by at least ten (10)
percentage points over five (5) years. The Department will also calculate the
number of service locations that are providing preventive services to an increased
number of children.The baseline year wittlonsist of data from the most recent
complete year preceding implementation of the waiver. Beneficiary utilization and
service office location participation will be reassessed on an annual basis thereafter.
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The first metric that will be used for monileg domain success is the percentage of
beneficiaries who received any preventive dental service during the measurement
period, which is calculated as follows:

I.  Numerator: Number of unduplicated children ages one (1) through twenty
(20) enrolled in MediCd for at least ninety (90) continuous days who
received any MedCal covered preventive dental service (D1IID99) in
the measurement period.

ii.  Denominator: Number of unduplicated children ages one (1) through twenty
(20) enrolled in MediCal for at leashinety (90) continuous days during the
measurement period.

iii.  The second metric that will be used is claims data to determine the number of
service office locations in each county that are providing preventive dental
services to children, compared to the nemdf these locations in the baseline
year.

iv. A third metric will track statewide the number and percentage change of
Medicaid participating dentists providing preventive dental services to at least
ten (10) Medicaieenrolled children in the baseline yeandan each
subsequent measurement year.

d. State Oversight, Monitoring, and Reporting

i.  Program Integrity: To ensure program integrity, the Department will perform
annual assessments of service utilization, billing patterns and shifts in
enrollment for anomadis that may be indicators of fraud, waste or abuse. The
Department is required to ensure that all claims submitted for adjudication are
handled in a timely manner. Any suspicious claim activity is tracked through
the programbs Sur wee Bystena(BURS) tdptevehti z at i on
fraud and abuse.

ii.  Monitoring Plan/Provisions: To measure the impact on the utilization of
preventive services, there will be monitoring of actively participating service
office locations and monitoring of preventive servicekzation statewide and
by county via claims utilization.

iii.  Reporting of Activity: The Department will be responsible for reporting on
data and quality measures to CMS on an annual basis in the demonstration
annual reportA preliminary report will be dérered only to CMS for internal
review six (6) months following the end of the applica®fe An updated
report will be delivered to CMS and published publicly twelve (12) months
following the end of the applicabRy. Content will include, but not be
limited to:

I. A detailed description of how DHCS has operationalized this domain,
including information about which entities (DHCS, MCOs, dental vendor,
others) have responsibility for the components of this domain;

ii. The number of individual incentives paahd the total amount expended,
under this domain in the currelfY;

iii. A plan (awareness plan) that describes (a) how the Department has
generated awareness of the availability of incentives for providing
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preventive dental services to children, includsteps taken to increase

awareness of the DTI among dental as well as primary care providers, and

(b) how the Department has generated awareness among enrollees of the
availability of, the importance of, and how to access preventive dental

services for chdren. Specific approaches will break out for example, age
groupings, rural and urban residents, or primary language and should be
devel oped in conjunction with interes
stakeholders.

iv. An annual analysis of whether the awarssnplan has succeeded in
generating the necessary utilization, by subgrouping, to meet the goals of
this domain, and a description of changes to the awareness plan to address
any identified deficiencies;

v. Data describing the use of preventive dental ses\acel, separately, other
dental services, and expenditures on preventive dental services and,
separately, other dental services;

vi. A discussion of the extent to which the metrics described for this domain
are proving to be useful in understanding the effeaiess of the activities
undertaken in the domain;

vii. An analysis of changes in cost per capita;

viii. A descriptive analysis ofny program integrity challengegnerated by
this domain and how thoseallenges have been, or will kejdressed; and

ix. A descriptiveanalysis of the overall effectiveness of the activities in this
domain in meeting the intended goals, any lessons learned, and any
adjustments recommended.

e. IncentivesDHCS may earn additional demonstration authority, up to a maximum of
$10 million, to beadded to the DTI Pool for use in paying incentives to qualifying
providers under DTI, by achieving higher performance improvement, as indicated in
the below table:

$1 million in $2 million in
additional additional
PY Target demonstration demonstration
authority for authority for
achieving: achieving:
+et\rlt\§2rstza)l o + three (3) or more
1 | Pe 9 Not Applicable percentage points ove
points over :
i baseline year
baseline year
+ four (4) +5_or more percentage + six (6) or more
percentage points overthe .
2 : : percentage points ove
points over baseline .
i baseline year
baseline year
+ six (6) +7.5 or more + nine (9) or more
3 | percentage percentage points ove| percentage points ove
points over the baseline baseline year
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baseline year

+ eight (8)
percentage
points over
baseline year

+10 or more
percentage points ove
the baseline

+ twelve (12) or more
percentage points ove
baseline year

+ ten (10)
percentage
points over
baseline year

+12.5 or more
percentage points ove
the baseline

+ fifteen (15) or more
percentage points ove
baseline year

f. FinancingThe incentive payment for preventive services will equate to a payment of
approximately seventfive (75) percent above the Schedule of Maximum
Allowances (SMA) for all preventive services provided to thidcen above the
Department pre&letermined threshold for the number of beneficiaries served, subject
to the annual funding limits contained herein and any annual limit applicable to this
specific domain. The incentive funding available for payments miths domain

will not exceed the amount apportioned from the DTI pool to this domain for the

applicablePY, except as provided for BTC 105

g. EvaluationThe results of this project will be used to determine if provider incentive
payments are an effecéymethod by which to encourage service office locations to

provide preventive dental services to more Meédl children and to what extent an

incentive payment is an effective method for increasing Nizdiprovider
participation which could then impactttex access to care for children.

107.

Domain 2: Caries Risk Assessment and Disease Management Pilot

This four (4) year domain will only be available initially to dentists in pilot counties that

elect and are approved by the Department to participate in the program. The Department
will begin this effort as a pilot in select counties and will then seekptement on a
statewide basis if the pilot is determined to be successful and subject to the availability of
funding under the DTI Pool. If successful, DHCS will consider expansion no sooner than
nine (9) months following the end BY 2. Through thieffort, MediCal dentists
voluntarily participating in the domain will be eligible to receive incentive payments for

performingprei dent i fi ed

treat ment

pl ans for

level as determined by the dentist via a car@sassessment (CRAhich will include
motivational interviewing and use ahtimicrobials, as indicatedl'he preidentified

treatment plans will be generated by the Department, and will correspond to the varying
degrees of caries rigk low, moderate, ahhigh. Pilot counties will be identified and
selected by the Department through an analysis of counties with a high percentage of
restorative services, a low percentage of preventive seraicésndication of likely
participation by enrolled servicefafe locations.

Dentists must first complete a CRA to determine the appropriate treatment plan for a

c hi

child, and report the results of the CRA to DHCS on a claim. Once the risk level and the
treatment plan have been determined, the beneficiary may b#esfay increased
frequency limitations on prophylaxis, topical fluoride varnish, and exams.

California MediCd 2020 Demonstration
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The key elements of this model are to formally assess and manage caries risk, and to
emphasize the provision of preventive services in lieu of more invasd/eostly
procedures.

a. Program Criterid he incentive program will only be available for services performed
on child benefi ci ar y 0 sideatified treatment plaryill and un
be composed of the following procedures: CRA (which wilbgldy include support
for behavior change through motivational interviewing and nutritional counseling,
and for disease management through use of antimicrobials,), application of topical
fluoride varnish, toothbrush prophylaxis, and exams will be pernfitechildren
evaluated and determined to be a particular caries risk level with frequency
limitations in a twelve (12) month period, as folloishi gh r i sko chil dr e
aut horized to visit their provider four (
authorized to visit three (3) DOemtstes; and
will receive payment for completion of a CRA and the corresponding treatment plan
within the designated time frame.

b. Responsibilities of ProvideBentists participang in the domain must o by
completing a nacost Department recognized training program (which could be
developed in partnership with California Dental Association, as an example) and
submitting verification documentation. Authorized training programd acceptable
documentation will be posted on the M&thl Dental website. The Department will
have an annual Aopen enroll mento for the
counties when and if this domain is expanded beyond the pilot counties.

c. Performance Metric¥he following procedures will be incorporated in the
Departmendetermined treatment plans for child beneficiaries: CRA (which will
globally include behavior modification through motivational interviewing and
nutritional counseling, asell as antimicrobials), application of topical fluoride
varnish, toothbrush prophylaxis, and exams. Increased frequencies for toothbrush
prophylaxis, fluoride varnish, and exams will be permitted for children evaluated and
determined to be at a partiauicaries risk level with frequency limitations in a twelve
(12) month period, as follows: #Ahigh risk
four (4) times; fAmoderate risko children
Al ow r i stwo(2)dies.] dr en

The baseline year will consist of collecting data statewide for the most recent state
fiscal year preceding implementation of the domain. The Department will collect
data and report on the following performance measures, broken down tangge

under one (1), one (1) through two (2), three (3) through four (4), and five (5) through
Six (6).

i. Number of, and percentage changea@storative services;
ii. Number of, and percentage change in, preventive dental services;
ii. Utilization of CRA CDT codes and reduction of caries risk levels (not

California Med+Cd 2020 Demonstration Pager4 of 307
ApprovedDecember 30, 201through December 31, 2020



available in the baseline year prior to the Waiver implementation);

iv. Change in use of emergency rooms for dental related reasons among the
targeted children for this domain (use of tie fér dental trauma will be
excluded from this analysis if a claifoased methodology for doing so is
identified); and

v. Change in number and proportion of children receiving dental surgery under
general anesthesia.

The Department will also track and report, for children in age ranges unaere

(1), one (1) through two (2), three (3) through four (4), and five (5) through six

(6), the utilization rates for restorative procedures against preventive services to
determine if the domain has been effectivesducing the number of restorations
being performed. Because preventive services do not yield immediate effects, the
Department will be required to collect data on these performance measures at
annual intervals for a number of years to determine cowalatd statistical
significance. The Department will inform CMS of the number of additional years
this data will be collected and reported no later than the eRd @f

The Department will also track and report on the utilization of CRA and treatment
plan service to monitor utilization and domain participation.

d. State Oversight, Monitoring, and Reporting
I.  Program Integrity: To ensure program integrity, the Departmehpenform

annual assessments of service utilization, billing patterns and shifts in
enrollment for anomalies that may be indicators of fraud, waste or abuse. The
Department is required to ensure all claims submitted for adjudication are
handled in a timgl manner. Any suspicious claim activity is tracked through
the programbébs SURS to prevent fraud

ii.  Monitoring Plan/Provisions: To measure the impact on the utilization of CRA
and management of childhood caries, there will be quarterly monitofring
actively participating service office locations and monitoring of CRA and
treatment plans in each participating county.

iii.  Reporting of Activity: The Department will be responsible for reporting on
data and quality measures to CMS on an annual basis dethenstration
annual reportA preliminary report will be delivered only to CMS for internal
review six (6) months following the end of the applica®Ye An updated
report will be delivered to CMS and published publicly twelve (12) months
following theend of the applicableY. Content will include, but not be
limited to:

A. A detailed description of how DHCS has operationalized this domain,
including information about which entities (DHCS, MCOs, dental
vendor, others) have responsibility for the compasef this domain;

B. The number of individual incentives paid and the total amount
expended under this domain, by county, in the current DY;

C. A descriptive assessment of the impact of this domain on the targeted
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children (broken out by age ranges unoiee(1), one (1) through two
(2), three (3) through four (4), and five (5) through siy {ér the
following:

1) Provision of CRAS;

2) Provision of dental exams;

3) Use of preventive dental services;

4) Expenditures on preventive dental services;

5) Use of dental treatent services;

6) Expenditures on dental treatment services;

7) Use of dentalelated general anesthesia; and

8) Expenditures on dentatlated general anesthesia and facility

costs.

D. A discussion of the extent to which the metrics described for this
domain are prowig to be useful in understanding the effectiveness of
the activities undertaken in the domain;

E. An analysis of changes in cost per capita;

F. A descriptive analysis of any program integrity challenges generated
by this domain and how those challenges Hsaen, or will be,
addressed; and

G. A descriptive analysis of the overall effectiveness of the activities in
this domain in meeting the intended goals, any lessons learned, and
any adjustments recommended.

e. FinancingDentists participating in the domain whle authorized to perform an
increased number of services per year in accordance with tdeptdied treatment
plan options based upon caries risk level, and are eligible to receive an incentive
payment under this program for each additional serviceuroéntly covered under
the California State Plan and frequency limitations listed in the Manual of Criteria.
Subject to the annual funding limits contained herein and any annual limit applicable
to this specific domain, qualifying service office locasowill receive an incentive
payment for providing each of these additional services. The incentive funding
available for payments within this domain will not exceed the amount apportioned
from the DTI pool to this domain for the applicabé, except aprovided for in
STC 105.

f. EvaluationThe results of this project will be used to determine if this provider
incentive program is effective in encouraging providers to perform a CRA for the
targeted population and to ensure completion of the appropriatméet plan for the
management of childhood caries, if the utilization of emergency room visits for dental
issues among the targeted children declines, if expenditures of emergency room visits
norttraumatic dental issues among targeted children declingsf the utilization of
and expenditures (including anesthesia and facility fees) for the targeted children
receiving dental related general anesthesia declines.

108. Domain 3:Increase Continuity of Care
To encourage the continuity of care within the beneficiary population, an incentive payment
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would be paid to service office locations who have maintained continuity of care through
providing examinations for their enrolled child beneficiaries, age tw@0yand under

over the course of this WaiveThe Department will begin this effort as a pilot in select
counties and will then seek to implement on a statewide basis if the pilot is determined to be
successful and subject to the availability of fundinder the DTI Pool. If successful,

DHCS will consider expansion no sooner than nine (9) months following the &vd2of

a. Program CriteriaThis incentive program will be available to service office locations that
provide examinations (D0120, D0150,@0145) to an enrolled Medtal child for two
(2), three (3), four (4), five (5), and six (6) year continuous periods. The incentive will be
a flat payment for providing continuity of care to the beneficiary. Incentive payments
will be made annually.

b. Regonsibilities of ProvideyService office locations are expected to continue to follow
claim and billing guidelines of the Med@lal Dental Program and to adhere to
requirements of this incentive program.

c. Performance Metric¥he baseline year will be based data from the most recent
complete state fiscal year. Using claims data, DHCS will determine the number of
beneficiaries who have remained with their same service office location foRwbree
(3), four (4), five (5), and six (6) year continuquesiodsfollowing the establishment of
the baseline year throughout the demonstration pefiibé. metric described above is
calculated as follows:

i.  Numerator: Number of children age twenty (20) and under who received an

examination from the same servicéiad location with no gap in service for two
(2), three (3), four (4), five (5), and six (6) year continuous periods from the
baseline

i.  Denominator: Number of children age twenty (20) and under enrolled in the
delivery system during the measuremgertiods.

iii.  This measure is similar to the Dental Quality Alliance measure Usual Source of
Services, with the exception that the Department would incent over a longer
continuous period.

d. State Oversight, Monitoring, and Reporting

i.  Program Integrity: To ensemprogram integrity, the Department will perform
annual assessments of service utilization, billing patterns, and shifts in enrollment
for anomalies that may be indicators of fraud, waste or abuse. The Department is
required to ensure all claims submitfed adjudication are handled in a timely
manner . Any suspicious claim activity
prevent fraud and abuse.

ii.  Monitoring Plan/Provisions: To measure the impact on the continuity of care,
there will be annual monitoring of the performance measure, usual source of care
by service office location.

ili.  Reporting of Activity: The Department will be responsible for repgron data
and quality measures to CMS on an annual basis in the demonstration annual
report. A preliminary report will be delivered only to CMS for internal review six
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(6) months following the end of the applicabé. An updated report will be
deliveral to CMS and published publicly twelve (12) months following the end of
the applicable DY. Content will include, but not be limited to:

A. A detailed description of how DHCS has operationalized this domain,
including information about which entities (DHCSQ®s, dental vendor,
others) have responsibility for the components of this domain;

B. The number of individual incentives paid and the total amount expended
under this domain, by county, in the current DY;

C. A descriptive assessment of the impact of this domaiprovision of the
following to targeted children

1. Dental exams;
2. Use of and expenditures on preventive dental services; and
3. Use of and expenditures on other dental services.

D. A discussion of the extent to which the metrics described for this domain
are poving to be useful in understanding the effectiveness of the activities
undertaken in the domain;

E. An analysis of change in cost per capita;

F. A descriptive analysis of any program integrity challenges generated by
this domain and how those challenges haenbor will be, addressed;
and

G. A descriptive analysis of the overall effectiveness of the activities in this
domain in meeting the intended goals, any lessons learned, and any
adjustments recommended.

e. FinancingSubject to the annual funding limits coimiad herein and any annual limit
applicable to this specific domain, incentive payment amounts will be made available in
tiers based on the length of time a beneficiary maintains continuity of care with the same
service office location. Tier one (1) payme will be provided on a peahild basis for
beneficiaries who receive at least two (2) examinations from the same service office
location for two (2) consecutive years. In each subsequent year, the dollar amount of the
incentive payment for an exam dktsame child within that period would be increased.

The incentive funding available for payments within this domain will not exceed the
amount apportioned from the DTI pool to this domain for the appliddblexcept as
provided for inSTC 105.

f. EvaluationThe results of this project will be used to determine if incentive payments are
effective in promoting continuity of care for the targeted children under this domain.

109. Local Dental Pilot Program
Local dental pilot projects (LDPPs) will address one (1) or more of the three (3) domains
through alternative programs, potentially using strategies focused on rural areas including
local case management initiatives and education partnerships. DHC&quwitkerlocal
pilots to have broatiased provider and community support and collaboration including
Tribes and Indian health programs, with incentives related to goals and metrics that
contribute to the overall goals of the Department in any of the dorspétsfied above.
DHCSwill solicit proposals once at the beginning of the demonstratiorslaaltireview,
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approve, and make payments for LDPPs in accordance with thesraguis outlined in
Attachment JJa maximunof fifteen (15) LDPPs shall be approvedHCS will work in
collaboration with the CMS in the development of evaluation criteria for the LDPPs.

The Department will begin this effort as pilots in select counties and will then, subject to the
availability of funding under the DTI Pool, seekingplement on a statewide basis any pilot
that is determined to be successful. DHCS will evaluate the pilots and consider expansion
no sooner than nine (9) months following the enBoR.

a. Program Criteria DHCS intends to review, approve, and make incentive payments
available to pilots that target an identified population of Medl eligible child
beneficiaries in accordance with the requirements established jointly by the Department
and CMS and deemed appriate to fulfill specific strategies linked to one (1) or more of
the domains delineated above. The specific strategies, target populations, payment
methodologies, and participating entities shall be proposed by the entity submitting the
application forparticipation and included in the submission to the Department. DHCS
shall approve only those applications that meet the requirements to further the goals of
one (1) or more of the three (3) dental domains. Each pilot application shall designate a
respasible county, Tribe, Indian Health Program, UC or CSU campus as the entity that
will coordinate the pilot. DHCS reserves the right to suspend or terminate a pilot at any
time if the enumerated goals are not niee application process is outlined
Attachmentld

b. Responsibility of ProvidersThe responsibility of the providers would be contingent
upon the design of the pilot program being proposed as outlirkthichmentld

c. Performance MetricsPerformance metrics for each pilot shall mirror tiegtrics
delineated in this STC document.

d. State Oversight, Monitoring, and Reporting
I.  The Department shall designate someone within the Department as the person
with primary responsibilit for oversight of the pilots.
ii.  The Department shall routinetgonitor the progress made by the responsible
county of the ecepted dental pilot proposal.
iii.  Reporting requirements shall be delineated in the submitted proposals.
iv.  The Department will ensure that the terms of the proposal are abided by. The
Department wilbe responsible for reporting on the pilots to CMS on an
annual basis in the demonstration annual report.
v. A preliminary report will be delivered only to CMS for internal review six (6)
months following the end of the applicable DY.
vi.  An updated repomill be delivered to CMS and published publicly twelve
(12) months following the end of the applicable DY. Content will include, but
not be limited to:
A. A detailed description of how DHCS has operationalized this aspect of
the demonstration, including tiselicitation and selection process;
B. The number of pilot projects funded and the total amount expended
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110.

under this domain in the current DY

C. A description of the pilot projects selected for award; including but not
limited to their specific strategies, tatgoopulations, payment
methodologies, annual budget, and expected duration, the performance
metrics with which they will be measured; as well as the goals they
intend to achieve;

D. An assessment of the pilot projects selected for award, including their
performance and outcomes, replicability, any challenges encountered,
actions undertaken to address those challenges, as well as information
on payments made to each pilot project by the Department;

E. A descriptive assessment of the impact of this aspect of the
demonstration on achieving the goals in domains one (1) through three
(3); and

F. A descriptive analysis of any program integrity challenges generated
by this aspect of the demonstration, and how those challenges have
been, or will be, addressed.

e. Financing DHCS will issue payments to pilot providers only on the basis of an approved
application pursuant t@) above. Na&inglepilot mayreceivemore thartwenty-five
(25) percent of thannual funding amoustisted inSTC 105 The incentive funding
available for payments will not exceed the amount apportioned from the DTI pool to this
domain for the applicableY, except as provided fan STC 105

f. EvaluationLocal dental pilot projects will be evaluated consistent with the performance
metrics of the aforementioned dental domains and the goals outlined in the individual
proposals. DHCS reserves the right to suspend or terminate a pilot at any time if the
enumerged goals are not met.

Whole Person Care PilotsThe overarching goal of th&hole Person Care (WP@)lots is

the coordination of health, behavioral health, and social services, as applicable, in a patient
centered manner with the goals of improved beneficiary health and wellbeing through more
efficient and effective use of resources. WPC Pilots wiljol® an option to a county, a

city and countya health or hospital authority, arconsortium oény of the above entities
serving acounty orregion consisting of more than one county, or a health authority, to
receive suppoto integrate care for a ganularly vulnerable group of Medtal beneficiaries

who have been identified &ggh users of multiple systems and continue to have poor health
outcomesThrough collaborative leadership and systematic coordination among public and
private entities, WPCiPt entitieswill identify target populations, share data between
systems, coordinate care real time, and evaluate individual and population piagtess

with the goal of providing comprehensive coordinated care for the beneficiary resulting in
better kealth outcomes.

The investment in this localized effort will build and strengthen relationships, and
improve collaboration among participating WPC Pilot entities. The results of these WPC
Pilots will also provide learnings for potential future locabetf beyond the term of this
waiver. The specific strategies, target populations, payment methodologies, and
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111.

112.

participating entities shall be established by the entity submitting the application in
consultation with participating entities. Each WPC R#ahtended to be in operation
from the date of approval through the end of the demonstration. Additional funds for
existing WPC Pilots or new WPC Pilots may be approved by the state after the initial
application period if additional funds are availabl&l@5 will issue guidance to WPC
Pilot Lead Entities in the form of guidance and policy letters to implement the Pilot
program and structure, as needed.

Whole Person Care Pilot Programs Target Population(s)WPC Pilots shall identify

high-risk, highutilizing MediCal beneficiaries in the geographic area that they serve and
assess their unmet need. WPC Pilots must define their target populations and interventions
to provide integrated services to high users of multiple systems. The target population shall
be identified through a collaborative data approach to identify common patients who
frequently access urgent and emergent services often times across multiple systems. Target
populations may include but are not limited to individuals:

a. with repeatedncidents of avoidable emergency use, hospital admissions, or
nursing facility placement;

with two or more chronic conditions;

with mental health and/or substance use disorders;

who are currently experiencing homelessness; and/or

individuals who aretaisk of homelessness, including individuals who will
experience homelessness upon release from institutions (hospitatgelrare
facility, skilled nursing facility, rehabilitation facility, IMD, county jail, state
prisons, or other)

®ooo

Individuals who are not MedCal beneficiaries may participate in approved WPC Pilots,
but funding in support of services provided to such individuals is not eligible for Federal
financial participation. These individuals shall only be included in the &ilide

discretion of the WPC Pilot and as approved during the application process. The non
Federal funds expended providing services to individuals who are not@aédi
beneficiaries may exceed the funding limits describegili@s 132 and. 33.

WPC StrategiesWPC Pilots shall include specific strategies to:

a. Increase integration among county agencies, health plans, and providers, and other
entities within the participating county or counties that serve-hgih highutilizing
beneficiaries and develom énfrastructure that will ensure local collaboration among
the entities participating in the WH&lotsover the long term;

b. Increase coordination and appropriate access to care for the most vulnerabaMedi
beneficiaries;

c. Reduce inappropriate emerggrand inpatient utilization;

d. Improve data collection and sharing amongst local entities to support ongoing case
management, monitoring, and strategic program improvenreatsustainable
fashion;

e. Achieve targeted quality and administrative improvementhmarks;

f. Increase access to housing and supportive services (optional); and

g. Improve health outcomes for the WPC population.
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113. Whole Person Care Pilot Payments Subject to the funding limits iBTCs 12 and 13,

DHCS shall review, approve, and make payments for WPC Pilots in accordance with the
requirements in this STCWPC Pilot payments shall be paid in accordance &itcs 12

and 13. WPC Pilot payments shall suppd@jtinfrastructure to integrate servicesang

local entities that serve the target population; 2) services not otherwise covered or directly
reimbursed by MedCal to improve care for the target population such as housing
components; and 3her strategies to improve integration, reduce unnacessilization of
health care services, and improve health outcomes.

114. Housing and Supportive ServicesWPC Pilots may target the focus of their Pilot on
individuals at risk of or are experiencing homelessness who have a demonstrated medical
need forhousing or supportive services. In these instances, WPC Pilots would include local
housing authoritiedpcal Continuum of Care (CoCs) programs, community based
organizations, and others serving the homeless population as entities collaborating and
participating in the WPC Pilot. Housing interventions may include:

a. Tenancybased care management servid@nancybased care management supports
to assist the target population in locating and maintaining medically necessary
housing. These services may include individual housing transition services, such as
individual outreach and assessments; individuasimguand tenancy sustaining
services, such as tenant and landlord education and tenant coaching; and housing
related collaborative activities, such as services that support collaborative efforts
across public agencies and the private sector that assiseWRi€s in identifying
and securing housing for the target population.

b. County Housing PoolsNVPC Pilot entities may include contributions to a county
wide housing pool (Housing Pool) that will directly provide needed support for
medically necessary hsimg services, with the goal of improving access to housing
and reducing churn in the Medicaid population. The Housing Pool may be funded
through WPC Pilot funds or direct contributions from community entities. These
services may includinose identifiedn the June 26, 2015 CMCS Informational
Bull enti n, A CoRelatedagtigtiesnahd Sdreiaesfor mdjvuduals with
Di s a b iState or lo@lsggvernment and community entity contributions to the
Housing Poohre separate from Federal financiattcipation funds, anthay be
allocated to fund support for lostigrm housing, including rental housing subsidies.
The Housing Pool may leverage local resources to increase access to subsidized
housing units. The Housing Pool may also incorporate a fingrmomponent to
reallocate or reinvest a portion of the savings from the reduced utilization of health
care services into the Housing Pool. As applicable to an approved WPC Pilot, WPC
investments in housing units or housing subsithelsiding any paymerfor room
and boardare not eligible for Federal financial participatiGtoom and board would
not include those housinigelated activities or services recognized as reimbursable
under CMS policy.
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115. Lead and Participating Entities. DHCS will accept apptiations for WPC Pilots from a
county, a city and county, a health or hospital authority, or a consortium of any of the above
entities serving a county or region consisting of more than one county. Each WPC Pilot
application shal | thhtendl begeitharta eourdy agehce dedign&edt i t y O
public hospitaas identified in Attachmerid or district municipal public hospat as
identified in Attachmenb that will coordinate the WPC Pilot and be the single point of
contact for DHCS.

The WPC Rot application shall identify other entities that shall participate in the WPC
Pilot. Participating entities must include a minimum of one Maalimanaged care

health plan (MCP) operating in the geographic area of the WPC Pilot to work in
partnership wth the Lead Entity when implementing the Pilot specific to Medi

managed care beneficiaries. Participating entities shall also include both the health
services and specialty mental health agencies or department, and at least one other public
agency odepartmerg, which may include county alcohahdsubstance use disorder
programs, human services agencies, public health departments, criminal justice/probation
entities, and housing authorities (regardless of how many of these fall under the same
agencyhead within a county.) WPC Pilots must also include at least two other key
community partners that have significant experience serving the target population within
the participating county or counties geographic area such as physician groups, clinics,
hospitals, and communitpased organizationt.a Lead Entity cannot reach agreement

with a required participant, it may request an exception to the requirement.

116. Whole Person Care Pilot Beneficiary ParticipationReceipt ofWPC Pilot services is
voluntary and eligible beneficiaries must-apto the Pilot; they may also opt out at any
time. Lead Entities may identify an enrollment cap for the Pilot during the application
approval process. A Lead Entity must notify the State within 90 daystprimposing an
enrollment cap and obtain approval to do so. Lead Entities must develop wait lists when a
cap is imposed.

117. WPC Pilot Application Process

a. Timing. Lead Entities shall submit WPC Pilot applications to DHCS by May 15, 2016,
or 45 days after DBS issues the WPC Pilot Request for Application (RFA), whichever
is later. Additional funds for existing WPC Pilots or applications for new WPC Pilots
may be accepted by the state after the initial application period if additional funds are
available. Thestate shall establish a process to consider additional funding and
applications in consultation with CMS. All initial applicant requirements separate from
timelines would remain applicable.

b. Application ContentsWPC Pilot applications must include
i.  ldentification of the WPC Pilot Lead Entity;
ii. Identification of participating entities including a description of each and the role
in the WPC Pilot;
iii. A background description of the geographic area in which the WPC Pilot will
operate and the need for the WPIt;
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Vi.

Vii.

viii.

Xi.

Xii.

Xiii.

Xiv.

XV.

XVi.
XVil.

XViii.

XiX.

California MediCd 2020 Demonstration

A general description of the WPC Pilot, its structure, and how it will address the
needs of the target population;

A collaboration plan that describes how communication amongst participating
entities and the Lead Entity will occur, how integratiat be promoted and silos
minimized, details about how decisions will be made in consultation with the
WPC Pilot participating entities, and a schedule of regular meetings that will be
convened,;

A description of the methodology used to identify the target population(s),
including data analyses and a needs assessment of the target population;

A description of services that will be available to beneficiaries under the WPC
Pilot including medical, betvioral, social and nemedical services;

A description of how care coordination will be implemented administratively
including what each participating entity will be responsible for and how they will
link to other participating entities, as appropriabeprovide wrap around care
coordination to the beneficiary;

Detail of the specific interventions, including how RRo-StudyAct will be
incorporated to modify and learn from the interventions during the WPC Pilot;

A description of how data sharimgll occur between the entities including what
data will be shared with which entity and how infrastructure and sharing will
evolve over the life of the demonstration;

A description of other strategies that will be implemented to achieve the goals of
the WPC Pilot;

Performance measures for each type of participating entity and the WPC Pilot
itself, including shorterm process measures and ongoing outcome measures;
these measures should be grouped by Demonstration Year and include an annual
target benchmér

Transferring entity(ies) of the ndederal share for payments under the WPC
Pilot;

A plan for the Lead Entity to conduct ongoing monitoring of the WPC Pilot
participating entities and make subsequent adjustments should any issues be
identified. Thisshould include a process to provide technical assistance, impose
corrective action, and termination from the Pilot, if poor performance is identified
and continues;

Apl an for data collection, reporting,
interventionsstrategies, and participant health outcomes letters of support from
participating providers and other relevant stakeholders in the geographic area
where the WPC Pilot will operate;

Letters of participation agreement from WPC participating entities

A finandng structure including a description of WPC Pilot payments, how they
will be distributed, and any financing or savings arrangements;

A funding diagram illustrating the flow of requested funds from DHCS to the
Lead Entity and participating entities;

A total requested annual dollar amount, which shall specify budgetexpre
payment amounts for each element for which funding is proposed including:
infrastructure, baseline data collection, interventions, and outcomes, such that a
specific dollar amount igriked in each year to specific deliverables, e.g, the
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performance of specific activities, interventions, supports and services, and/or
outcomes. Budgets should not include costs for services reimbursable with Medi
Cal or other federal funding resourcesafable funding inrPYs1 and 2 may be
weighted more heavily towards infrastructure design, and baseline data
collection, assessment and development activities;
xX. A description of any requirement exceptions requested;
xxi.  An estimated number of beneficiariesoe served annually; and
xxii. A proposed enrollment cap, if applicable.

c. DHCS & CMS Review ProcesPHCS will review all WPC Pilot applications according
to the following guidelines and timeline:

i.  The selection criteria for WPC Pilot applications must be subdior CMS
approval before the state approves any applications. CMS shall approve or
provide clarifying questions to DHCS in response to the submitted criteria within
fifteen (15) business days of receipt.

i.  DHCS shall approve applications that meet tlygiirements of this [WPC
Section paragraph 1 _paragraph-] and that further the goals of the WPC Pilot.

iii. By April 1, 2016, or within 90 days following CMS approval of WPC Pilot
Requirementsrad MetricsAttachment MM WPC Pilot Requiremés and
ApplicationProcess , Attachment Hidnd WPC Reporting arieivaluation,
Attachment GGwhichever is later, DHCS will publish via an RFA the
application process, detailed timelines, and selection criteria. The criteria shall
include sufficient detail to allow applicEnto understand what makes a strong
application.

Iv.  DHCS shall review each application to verify that it conforms to the relevant
requiremerg as described in AttachmdidH (WPC Pilot Requirements and
Application Process) and meet the selection criteria in the RFA. Within 60 days
after submission of the application, DHCS will complete its review of the
application, and will respond to the WPC Pilot Lead Entity in writindn\aity
guestions, concerns or problems identified. The Lead Entity will respond to
DHCS®6 questions and concerns in writing

v.  Within 30 days after submission of final responses to questions about the
application, DHCS will take actioon the application and promptly notify the
applicant and CMS of that decision. No WPC Pilot shall be awarded more than
30 percent of the total funding available in a given year unless additional funds
are available after all initial awards are made amoroval is provided by DHCS
through an application process.

vi Within 10 days of DHCS® notification to

applications, CMS shall notify DHCS of any concerns or questions regarding
final approval.

118. Lead Entity Agreement. The WPC Pilot Lead Entity shall enter into an agreement with
DHCS which specifies general requirements of the WPC Pilot including a data sharing
agreement.
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119.

120.

121.

122.

123.

124.

Learning Collaboratives. The WPC Pilot Lead Entity shall agree to help develop and
participate in reg@r learning collaboratives to share best practices among Pilot entities. The
state will provide CMS its plan for holding learning collaboratives, and give CMS the
opportunity to comment.

Termination. DHCS may suspend or terminate a WPC Pilot if correatistion has been
imposed and persistent poor performance continues.
a. The state must develop a termination procedure protocol for CMS comment.
b. The state must also include in its protocol the requirements and process by which
the WPC Pilot Lead Entity wihotify affected beneficiaries in the event a WPC
Pilot is suspended or terminated, including the content of said notices.

Progress Reports The WPC Pilot shall submit migear and annual reports in a manner
specified by DHCS. The WPC Pilot paymesitall be contingent on timely submission of
the midyear and annual reports.

Universal and Variant Metrics. DHCS will categorize Pilots, as appropriate, and will
create a list of categoigpecific performance metrics that the WPC Pilot entities in each
category must report migear and annually, with reporting to start no later than one year
following Pilot implementation after completion of any staptperiod. Metrics may be
reported partially during the initial implementation period due to dataTégse metrics

will allow DHCS to measure progress consistently across Pilots, and allow flexibility for
reflecting the variety of strategies. These will be sent to CMS for approval before Pilot
applications are accepted. WPC Pilots will report on additimedrics which may vary
between Pilots. These metrics will be approved through the application process and will be
specific to the structure of the Pilot and target population. Metritb&described in
Attachment GG

Mid -Point and Final Evaluations.Comprehensive migoint and final evaluations will be
conducted for WPC Pilottgisas described in Attachment GBhe midpoint evaluation
will be due to DHCS one year prior to the expiration of the Demonstration, afidahe
evaluation will be due to BCS no later than six months following the expiration of the
DemonstrationThe purpose of the evaluations will be to understaneéxtentto which the
WPC Pilot interventions:
a. Improve coordination across participating entities including data and informat
sharing;
b. Improve beneficiary health outcomes;
c. Reduce avoidable utilization of emergency and inpatient services (ED, hospital
and psychiatric inpatient);
d. Increase access to social services;
e. Improve care coordination across participating entities;
f. Improve housing stability, if applicable;

WPC Pilot Protocols.
a. Within 60 days of CMS approval of the terms and conditions for Madli2020, CMS
and the State will, through a collaborative process, develop and finalize WPC Pilot
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Requirements and Metrics, WHlot Requirements and Application Process, and WPC
Reporting and Evaluation. These documents will be incorporated into @& &T
Attachments MM, HKH and GG respectively).
b. After the state has received aovd@ofbngt appl i
proposal, the state will submit to CMS its proposed list of Variant Metrics. CMS
reserves the right to propose additional metrics. The Universal and Variant Metrics
approved by CMS (including measure specifications) will be incorporated netaised
WPC Reportig and Evaluation (Attachment G.GThe state may not approve any
application prior to CMS appval of the revised Attachment GG

125. WPC Pilot Payment Structure For purposes of the WPC Pilots, the WPC Pilot year shall
begin on January 1 and end on December 31. Beginniayiruntil the end of the
Demonstration, up to $300 million in Federal financial participation shall be made available
to fund the WPC Pilots agescribed in th®/PC Pilot Special Tersand Conditions and
Attachment HH

126. WPC Pilot PaymentsPayments from the WPC Pool are available to approved Lead
Entities. Funding from the WPC Pool (total computable) shall not exceed $3 billion in the
aggregate over five years.

a. Each WPC Lead Entity or other entities as specified in the approved WPC Pilot
application will provide the nofederal share of payment through an
intergovernmental transfer (IGT). The funding entity shall certify that the funds
transferred qualify for federal financial participation pursuant to 42 C.F.R. part 433
subpart B, and aneot derived from impermissible sources such as recycled Medicaid
payments, fedal money excluded from use aate match, impermissible taxes, and
nonbona fide providerelated donationsThe gate must have permissible sources
for the nonfederal shag of WPC expenditures, which may include permissil@d's
from governmenbperated entities and state fun@ources of nofiederal funding
shall not include provider taxes or donations impermissible under section 1903(w),
impermissible intergovernmental transfers from providers, or federal funds received
from federal programs other than Medicaid (unless exyrasshorized by federal
statute to be used for claiming purposes, and the federal Medicaid funding is credited
to the other federal funding source). For this purpose, federal funds do not include
PRIME pyments, patient care revenue received as paymeserfaces rendered
under programs such as the Desigddbtate Health Progranidedicare, or
Medicaid.

b. Funding forPY1 shall be made available to approved applications. Funding will
support the initial identification of the target population, and otherdiation and
planning activities necessary to submit a successful application. FundigXor
shall be distributed and shall not exceed 300 million dollars in Federal funds.

c. Funding forPY2 throughPY5 shall be made available based on the activities a
interventions described in the approved WPC Pilot application. This amount may not
exceed the total budget for each year as it appears in the approved application.
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d. Notwithstanding the annual limits set forthgn(General Overview of Payments)
theevent that the number of approved WPC Pilots results in unallocated funding for a
given Demonstration year, participating Lead Entities may submit applications to the
state in a manner and timeline specified by DHCS proposing that the remaining funds
be caried forward into the followindY, or to expand Pilot services or enrollment
for which such unallocated funding will be made available. Additional applicants not
approved during the initial application process may also submit an application for
consider#on.

e. If a selected applicant fails to substantially comply with any of the terms of the
approved application, DHCS may terminate the contract and redirect remaining funds
to other selected applicants or to other applicants whose programs were not
previosly selected for funding.

f. Payments for WPC Pilots are based on the approved WPC amounts and will be
contingent upon specific deliverables, e.g., encounters or persons served, the
performance of specific activities, interventions, supports and services, or
achievement of Pilot outcomes, as described in the approved WPC application. WPC
Pilot Lead Entities will be accountable to DHCS and CMS to demonstrate that WPC
Pilot funds were received for the interventions and in the manner agreed upon. The
annual progess reports must document how the Lead Entity satisfied the
requirements for receiving funding for each component as described in the
application. If the Lead Entity cannot demonstrate completion of a deliverable or
outcome as described in the applicafidCS shall withhold or recoup the WPC
funds linked to that deliverable.

g. WPC Pilot Payments Are Not Direct Reimbursement for Expenditures or Payments
for Services.Payments from the WPC Pool are intended to support WPC Pilots for
infrastructure and neMedicaid covered interventions that supgadreased
integration among county agencies, health plans, and providers, and other entities
within the participating county or counties, increased coordination and appropriate
access to care for the most vulneeglsind improved data collection and sharing
among local entities to support ongoing case management, monitoring, and strategic
program improvementsThe payments are not direct reimbursement for expenditures
incurred by participating entities in implemigt reforms. WPC Pilot payments are
not for services otherwise reimbursable under the Miadliprogram, and therefore
providers may continue to bill Medial and/or the MedCal managed care plan for
all State Plan covered services. The WPC Pilot paynaeatsot reimbursement for
health care services that are recognized under these Special Terms and Conditions or
under the State plan. WPC Pilot payments should not be considered patient care
revenue and should not be offset against the certified publendkpres incurred by
governmenbperated health care systems and their affiliated government entity
providers for health care services, disproportionate share hospital payments or
administrative activities as defined under these Special Terms and Casditid/or
under the State plan. The payments do not offset payment amounts otherwise payable
to and by MCPs for MedCal beneficiaries, or supmit provider payments from
MCPs

California Med+Cd 2020 Demonstration PageB8 of 307
ApprovedDecember 30, 201through December 31, 2020



X. DRUG MEDI-CAL ORGANIZED DELIVERY SYSTEM

127. Drug Medi-Cal Eligibility and Delivery System.T h e fi Dr -CalOrddmzed Delivery

System (DMGODS) 06 i s a Pil ot pr ogr aonganized delivery t
of health care services for Medicaid eligible individuals with substancdissele

(SUD). The DMGODS will demonstrate how organized substance use discader
increases the success of DMC beneficiaries while decreasing other system health care
costs. Critical elements of the DMGDS Pilot include providing a continuum of care
modeledafter the American Society of Addiction Medicine (ASAM) Criteria for
substancese disorder treatment services, increased local control and accountability,
greateladministrative oversight, creates utilization controls to improve care and efficient
use ofresourcesgvidence based practices in substance abuse treatment, and increased
coordination with othesystems of care. This approach is expected to provide the
beneficiary with access to the cared system interaction needed in order to achieve
sustainableecovery.

128. Drug Medi-Cal Definitions

a. Delivery SystenThe DMGOrganized Delivery System is a Me@al benefit in

counties that choose to opt into and implement the Pilot program. Any county that

elects to opt into DME@DS services shall submit an implementation plan to the
State for approval by DHCS and CNp8rsuant to Attachment Z. Upon approval
of the implementation plan, the State shall enter into an intergovernmental
agreement with the County to provide or arrange for the provision of-OIS
services through a Prepaid Inpatient Hospital Plan (PIHPgfased in 42 CFR
438.2DMGCODS shall be available as a M&dial benefit for individuals who meet
the medical necessity criteria and reside in a county that opts into the Pilot
program. Upon approval of an implementation plan, the State will enter into an
intergovernmental agreement with the county to provide BMIS services. The
county will, in turn, contract with DMC certified providers or offer county
operated services to provide all services outlined in the INIS. Counties may
also contract with a maiged care plan to provide services. Participating counties

with the approval from the State may develop regional delivery systems for one or

more of the required modalities or request flexibility in delivery system design.
Counties may act jointly in ordéo deliver these services.

b. ShortTerm ResidenfAny beneficiary receiving residential services pursuant to

DMC-OD S, regardl ess of ttheer memagdihd eorft &t afy

residential facility in which they are receiving the services.

c. Tribaland Indian Health Providess description of how the Tribal operated and
urban Indian health providers, as wasl American Indians and Alaska Natives
Medi-Cal beneficiaries, will participate the program through a Tribal Delivery
System will be outlineth AttachmenBB following approval of this amendment.
The provisions in Attachment BB witle consistent with the authorities in the
Indian Health Care Improvement Aatcluding the statutory exemption from state
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or local licensure or recognition regamentsat Section 1621(t) of the Indian
Health Care Improvement Act) and will be developedonsultation with the
California tribes, and Tribal and Urban Indian hepltbhgrams located in the state,
consistent with the Tribal Consultation SPA and the AwviBal Consultation
Policy.

d. DMC-ODS Program MedicdCriterialn order to receive services through the
DMC-0ODS, the beneficiary must be enrolled in Mé&dil, reside in a participating
county and meet the following medical necessity criteria:

I.  Must haveone diagnosis from the Diagnostic and Statistical Maotal
Mental Disorders (DSM) for SubstanBelated and AddictivBisorders
with the exception of TobaceRelated Disorders ardon-Substance
Related Disorders; or be assessed to be at risk for devglspibstance
use disorder (for youth undef).

ii.  Must meet the ASAM Ciriteria definition of medical necessity for
services based on the ASAGtiteria.

iii.  If applicable, must meet the ASAM adolescent treatment criteria. As a
point of clarification, beneficiariesnder age 21 are eligible to receive
Medicaid services pursuant to the Early Periodic Screening, Diagnostic
andTreatment (EPSDT) mandate. Under the EPSDT mandate,
beneficiaries under agd are eligible to receive all appropriate and
medically necessasgervices needed to correct and ameliorate health
conditions that are coverahlader section 1905(a) Medicaid authority.
Nothing in the DMCGODSPIlot overrides any EPSDEquirements.

e. DMC-ODS Determination of Medicaid Eligibilitipetermination of who may
receive the DM@ODS benefit will be performeals follows:

i.  Medicaid eligibility must be verified by the county or county
contractegrovider. When the county contracted provider conducts the
initial eligibility verification, it will be reviewed and approvdy the
county prior to payment for servicesyless the individual is eligible to
receive services from tribal health prograspsrating under the Indian
Self Determination and Education Assistance Act (ISDEA2ub.L.
93-638, as amended) and urban Indiaganizations operating under
title V of the IHCIA. If so eligible, the determination will be
conducted as set forth in theibal Delivery System Attachment BB
to these STCs.

ii.  The initial medical necessity determination for the DI@DS benefit
mustbe performed through a fae®-face review or telehealth by a
MedicalDirector, licensed physician, or Licensed Practitioner of the
Healing Arts (LPHA)as defined in Section 3(a). After establishing a
diagnosis, the ASAM Criteria wibe applied to determindgzement
into the level of assesssdrvices.

iii.  Medical necessity qualification for ongoing receipt of DMDS is
determinedat least every six months through the reauthorization
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process for individualdetermined by the Medical Director, licensed
physicianor LPHA to be clinicallyappropriate; except for NTP
services which will require reauthorizatiannually.

f. Grievances anflppealsEach County shall have an internal grievance process
that allows a beneficiargr provider on behalf of the beneficiary,dioallenge
a denial of coverage services or denial of payment for services by a
participatingCounty.The Department of Health Care Services will provide
beneficiaries access tstate fair hearingrocess.
i.  The grievance and appeals process for theall Bielivery System will
beoutlined in AttachmenBB.

129. DMC-ODS Benefit and Individual Treatment Plan(ITP) Standard DMC services
approved through the State Plan Benefit will be availabédl beneficiaries in all
counties.

a. Beneficiaries that reside mPilot Countywill receive DMGODS benefits in
addition to other state plan services. Cowtityibility will be based on the
MED:s file.

b. In counties that do not opt into tfelot, beneficiaries receive only those drug
and substance use disorder treatrsentices outlined in the approved state
plan (including EPSDT).

c. Beneficiariegeceiving services in counties which do not opt into the Pilot will
not have access to thervices outlined in the DMODS.

d. The benefits and ITP for the Tribal Delivery Systeill be discussed in
AttachmentBB.

Table ONE: State Plan and DMODS Services Available to DMODS
Participantdwith Expenditure Authority and Units of

Service)

DMC-ODS Service | Current State Allowable Costs Not Units Of Service

Plan 1905(a)services Otherwise

i not coveredin Matchable
StatePlan* (CNOM)
Early Intervention X (preventive Annualscreenup
(Note: SBIRT service; to 4 brief
services are paifbr physician interventions
and provided byhe services)
managed carplans
or byfeefor-service
primarycare
providers.)
Outpatient Drug X (rehab Counseling15
Free services) min
increments
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Intensive X (rehab perday
Outpatient services)
Partial X Diagnosisrelated
Hospitalization Group
(DRG)/Certified
Public
Expenditures
(CPE)
Withdrawal X DRG/CPE
management inpatient
General Acut&are services
Hospital
(VID, INVID)
(nonIMD)
CDRH/Free X DRG/CPE
StandingPsych
(IMD)
Residential X (rehab Per day/bedate
(perinatalnoniMD) services)
(all pop.,nonIMD) X Per day/bedate
(IMD) X Per day/bedate
NTP X (rehab Per daydosing;
services) 10 minute
increments

DMC-ODS Service | Current State Allowable Costs Not Units Of Service

Plan 1905(a)services Otherwise
i not coveredin Matchable
StatePlan* (CNOM)

Additional MAT X (pharmacy) Drugcost

(drugproducts)

(physicianservices) | x (physician Pervisit

servicesyrehab)

RecoveryServices X Counselingl5
min
increments

Case Management X (TCM) X** 15 min
increments

Physician 15 min

Consultation increments

*Allowable 1905(a) services are all Medicaid services that can be covered upon CMS
approval ina StatePlan.

*TCM is not available statevide as per 1915(g) and is not currently covered in all
counties.
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The following services (Tables TWO and THREE) musiprovided, as outlinad Table
FOUR, to all eligible DMGODS beneficiaries for the identified level of casfollows.
DMC-ODS benefits include a continuum of care that ensures that dementer SUD

treatment at a level appropriate to their nesa$ step up or down todifferent intensity of
treatment based on thegsponses.

Table TWO: ASAM Criteria Continuum of Care Services and the BMOS

System
ASAM Title Description Provider
Level of
Care
0.5 EarlyIntervention | Screening, Briefnterventionand Managed care dee
Referral to TreatmerfSBIRT) for-serviceprovider
1 OutpatientServices | Less than 9 hours skrvice/week DHCS Certified
(adults); less than lBours/week OutpatientFacilities
(adolescents) for recoveoy
motivationalenhancement
therapies/strategies
2.1 IntensiveOutpatient| 9 or more hours of service/we@dults); | DHCS Certified
Services 6 or more hours/week (adolescerits) | IntensiveOutpatient
treat multidimensionahstability Facilities
2.5 Partial 20 or more hours of service/wefek DHCS Certified
Hospitalization | multidimensional instability natequiring | IntensiveOutpatient
Services 24-hourcare Facilities
3.1 Clinically Managed | 24-hour structure with availabteained | DHCS License@nd
Low-Intensity personnel; at least 5 hoursatihical DHCS/ASAM
ResidentiaBervices| service/week and prepare fautpatient | DesignatedResidential
treatment. Providers
3.3 Clinically Managed | 24-hour carewith trained counselon® DHCS Licenseaand
PopulationSpecific | stabilize multidimensionamminent DHCS/ASAM
High-Intensity danger. Less intense milieu agiup DesignatedResidential
ResidentiaBervices| treatment for those with cognitivae Providers
ASAM Title Description Provider
Level of
Care
otherimpairments unable to usall
active milieu or therapeutmmmunity
and prepare for outpatietneatment.
3.5 Clinically Managed | 24-hour care with trained counseldos | DHCS Licensednd
High-Intensity stabilize multidimensionamminent DHCS/ASAM
ResidentiaBervices| danger angrepare fooutpatient DesignatedResidential
treatment. Able to tolerate and us# Providers
milieu or therapeuticommunity
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3.7 Medically 24-hour nursing care withhysician ChemicalDependency
MonitoredIntensive | availability for significant problemi RecoveryHospitals;
InpatientServices | Dimensions 1, 2, or 3. 16 hour/day Hospital, FreeStanding
counselomavailability Psychiatrichospitals
4 MedicallyManaged | 24-hour nursing carand dailyphysician | ChemicalDependency
Intensivelnpatient | care for severe, unstable probleims RecoveryHospitals,
Services Dimensions 1, 2, or ounseling Hospital; FreeStanding
available to engage patienttneatment | Psychiatrichospitals
OTP Opioid Treatment | Daily or several times weekbypioid DHCS LicensedTP
Program agonist medication arcbunseling Maintenancéroviders,
available to maintaimultidimensional | licensedorescriber
stability for those with severe opioite
disorder

Table THREE: ASAM Criteria Withdraw&ervices

(Detoxification/WithdrawaManagement) and the

DMC-ODS System

Level of Withdrawal | Level Description Provider
Management
Ambulatory 1-WM | Mild withdrawal with dailyor DHCS CertifiedOutpatient
withdrawal less than dailputpatient Facility with Detox
managemenwithout supervision. Certification;Physician,
extendednsite licensed prescriber; or OTBr
monitoring opioids.
Ambulatory 2-WM | Moderate withdrawal with alay | DHCS CertifiedOutpatient
withdrawal withdrawalmanagement and Facility with Detox
managemenwith support and supervision; @ight | Certification;licensed
extendednsite has supportive family diving prescriber; oOTP.
monitoring situation.
Clinically managed 3.2 | Moderatewithdrawal, butneeds | DHCS LicensedResidential
residential WM | 24-hour support teomplete Facility with Detox
withdrawal withdrawal management and Certification;Physician,
management increase likelihood afontinuing | licensed prescriber; abilitp
treatment orecovery. promptly receivestep-downs
Level of Withdrawal | Level Description Provider
Management
from acute leved.
Medicallymonitored | 3.7- | Severe withdrawal, nee@g-hour | Hospital, ChemicaDependency
inpatientwithdrawal | WM | nursing care & physiciawisits; Recovery Hospital$ree
management unlikely to completavithdrawal | Standing Psychiatricospitals;
management withoumedical ability to promptly receivstep
monitoring. downs from acute levdl
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Medicallymanaged | 4-WM | Severe, unstable withdraweahd | Hospital, sometimekCU,

intensiveinpatient needs 24hour nursing carand ChemicalDependency
withdrawal daily physician visits tanodify Recovery Hospital$ree
management withdrawal managemenégimen | Standing Psychiatricospitals

and manage medicastability.

Counties are required to provide the following services outlined in the chart below.
UponState approval, counties may implement a regional model with other counties
or contractvith providers in other counties in order to provide the requesdces.

TABLE FOUR: Required and Optional DMODSServices

Service Required Optional
Early Intervention(SBIRT) | 1 (Provided and fundetthrough
FFS/managedare)
OutpatientServices {1 Outpatient (includesral 1. Partial
naltrexone) Hospitalization
1 IntensiveOutpatient
Residential 1 Atleast one ASAM levebdf 1 Additionallevels

serviceinitially

1 Al ASAM levels (3.1,3.3,
3.5) within three years

1 Coordination withASAM
Levels 3.7 and 4.(provided

and fundedhrough
FFS/managedare)
NTP 1 Required(includes
buprenorphinenaloxone,
disulfiram)
WithdrawalManagement | § At least one level ofervice 1 Additionallevels
Additional Medication 1 Optional
AssistedTreatment
RecoveryServices 1 Required
CaseManagement 1 Required
PhysicianConsultation 1 Required

Thecontinuum of care for SUD services outlined in Tables TWO and THREE are modeled
after the levels identified in the ASAM Ciriteria. While counties will be responsible for the
oversight and implementation of most of the levels in the continuum, a fewlef/éig(Early
Intervention Services, Partial Hospitalization and Levels 3.7 and 4.0 for Residential
Withdrawal Management) are overseen and funded by other sources not uiMCHE@DS.
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These services are contained in the DMDS Pilot in order to shvo the entire continuurof
care of SUD services awapuldtienbl e t o Cal i fc

130. Early Intervention Services(ASAM Level 0.5) Screening, brief intervention and
referral to treatment (SBIRT) servicae provided by neMC providers to
benefigaries at risk of developingsaubstancese disorder.

a. SBIRT services are not paid for under the DI@DS system.

b. SBIRT services are paid for and provided by the managed care plans or by
fee- for-service primary care providers.

c. SBIRT attempts to interverearly withnon addicted people, and to identify
those who do have a substance use disartttneed linking to formal
treatment.

Referrals by managed care providers or plans to treatment in the@D&Will be

governed by the Memorandum of UnderstandM@U) held betweethe

participating counties and managed care plans. The componentsviid the

governing the interaction between the counties and managed care plangoelated
substance use disorder wi limplerbeatationrpplad uded as
and waivercontracts.

d. The components of Early Interventiare:

a. Screening: Primary Care physicians screen adults ages 18 yekltsror
for alcoholmisuse.

b. Counseling: Persons engaged in risky or hazardous drinking réceie
behaviaal counseling interventions to reduce alcohol misustor
referral to mental health and/or alcohol use disorder servicemdisally
necessary.

c. Referral: Managed Care Plans andfi@eservice primary cangroviders
will make referrals from SBIRT tde county for treatment througjine
DMC-ODS.

131. Outpatient Services(ASAM Level 1) Gunseling services are providedbeneficiaries
(up to 9 hours a week for adults, and less than 6 hours aferesdolescents) when
determined by a Medical Director bicensed Practitionesf the Healing Arts to be
medically necessary and in accordance waithindividualized client plan. Services can be
provided by a licensed professiooala certified counselor in any appropriate setting in
the community. Servicesn be provided irperson, by telephone or bglehealth.

a. The Components of Outpatient Serviees:

i. Intake: The process of determining that a beneficiary meetsdteal
necessity criteria and a beneficiary is admitted into a substance use
disorder treatmnt program. Intake includes the evaluation or analysis of
substance use disorders; the diagnosis of substance use disorders; and the
assessment of treatment needs to provide medically necessary services.
Intakemay include a physical examination and laory testing
necessarfor substance use disordezatment.

ii. Individual Counseling: Contacts between a beneficiary and a thevapist
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counselor. Services providedperson, by telephone or bglehealth
qualify as MediCal reimbursable units of servi@nd aregeimbursed
without distinction.

iii. Group Counseling: Faee-face contacts in which one or more
therapist®r counselors treat two or more clients at the same time with a
maximum of12in the group, focusing on the needs of the individuals
served.

d. Family Therapy: The effects of addiction are-faachingangg at i ent 6 s
family members and loved ones also are affected by the disddgler.
including family members in the treatment process, education about
factors that are i mpaaswelhastheirovan t he pat
recoverycan be conveyed. Family members can provide social support to
thepatient, help motivate their loved one to remain in treatment, and
receive hel@nd support for their own family recoveryvasl|.

e. Patient Education: Providesearch based education on addiction,
treatment, recovery and associated ha#its.

f. Medication Services: The prescription or administratiomedication
related to substance use treatment services, or the assessmenidaf the
effects or results ohat medication conducted by staff lawfully
authorized to provide such services and/or order laboratory testing within
their scopef practice oflicensure.

g. Collateral Services: Sessions with therapists or counselosgmficant
persons in the life ohe beneficiary, focused on the treatment needs of
the beneficiary in terms of supporting the achievement of the

beneficiarybds treatment goals. Signif
have a personabot official or professional, relationship with the
beneficiary.

h. Crisis Intervention Services: Contact between a therapist or counselor
anda beneficiary in crisis. Services shall focus on alleviating crisis
problems. ACrisisO means an actual r e
circumstance which presentsttee beneficiary an imminent threat of
relapse.Crisis intervention services shall be limited to the stabilization
ofthebenef i ci ar gitdadione mer gency

i. Treatment Planning: The provider shall prepare an individuahzitgn
treatment plan, based upwmiormation obtained in the intakend
assessment process. The treatment plan will be completed upon intake
and then updated every subsequent 90 days unless there is a change in
treatment modality or significant event that would then require a new
treatmemplan. The treatment plan shall include:

A. A statement of problems to bddressed,

. Goals to be redwd which address each problem

. Action steps which wilbe taken by the provider and/or

beneficiary to accomplish identifiepbals,

. Target dates foaccomplishment of action steps and

goals, and description of services including the type of
counseling to be provided atite frequency thereof.

B
C
D
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E. Treatment plans have specifjoantifiable goal/treatment
objectives related tdismrddoenefi ci
diagnosis and multidimensional assessment.

F. The treatment plawill identify the proposed type(s) of
interventions/modality that includesproposed frequency
and duration.

G. The treatment plan will beonsistent with the qualifying
diagnosis anavill be signed by the beneficiary atite
Medical Director olLPHA.

j. Discharge Services: The process to prepare the beneficiary for referral
into another level of care, post treatment return or reentry into the
community, and/or the linkage of tidividual to essential community
treatment, housing and humservices.

132. Intensive Outpatient Treatment (ASAM Level 2.1) structuregrogramming services are
provided to beneficiaries (a minimum of nine hours withaximum of 19 hours a week
for adults, ad a minimum of six hours with a maximuoh 19 hours a week for
adolescents) when determined by a Medical Diremtdicensed Practitioner of the
Healing Arts to be medically necessary andccordance with an individualized client
plan. Lengths ofreatment cabe extended when determined to be medically necessary.
Services consigirimarily of counseling and education about addictielated problems.
Services cabe provided by a licensed professional or a certified counselor in any
appropriate géng inthe community. Services can be providegh@rson, by telephone or
by telehealth.

a. The Components of Intensive Outpatient are (see Outpatient Sdorices
definitions):
i. Intake
ii.  Individual and/or Group Counseling
iii.  PatientEducation
iv.  Family Therapy
v. MedicationServices
vi.  CollateralServices
vii.  Crisis InterventiorService
viii.  Treatment Planning
ix. DischargeServices

133. Partial Hospitalization_ (ASAM Level 2.5) services feature 20 or more hafrslinically
intensive programming per week, as specified imptleet | teeatrhedt plan. Level 2.5
partial hospitalization programs typically have direct actepsychiatric, medical, and
laboratory services, and are to meet the identifesgtls which warrant daily monitoring or
management but which can &epropridely addressed in a structured outpatient setting.
Providing this level of servide optional for participatingounties.

134. Residential Treatment(ASAM Level 3) is a noanstitutional, 24hournon medical,
shortterm residential program that providehabilitation service® beneficiaries with a
substance use disorder diagnosis when determinadvidical Director or Licensed
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Practitioner of the Healing Arts asedically necessary and in accordance with an
individualized treatment plarResidentiakervices are provided to ngerinatal and
perinatal beneficiaries. Theservices are intended to be individualized to treat the
functional deficits identified ithe ASAM Ciriteria. In the residential treatment
environment,an ndi vi dual 0 stivefdefiats may @quigeltreatmery that is
primarily slower paced, more concrete and repetitive in nature. The daily regimen and
structured patterns of activities are intended to restore cognitive functionitgiéhd
behavioral patterns within@mmunity. Each beneficiary shall live tire premises and
shall be supported in their efforts to restore, maintainagpty interpersonal and
independent living skills and access commusitgport systems. Providers and residents
work collaboratively talefine barriersset priorities, establish goals, create treatment
plans, and solve problem&oals include sustaining abstinence, preparing for relapse
triggers, improvingersonal health and social functioning, and engaging in continuing
care.
a. Residentiaservices are provided in a DHCS, or for adolescents Department of
Social Services, licensed residential facilities #isb have DMC certification
and have been designated by DHCS as capélolelivering care consistentith
ASAM treatment criteria.
b. Residentialservices can be provided in facilities of any size.
c. The length ofesidential services range from 1 to 90 days with-d&0
maximum for adults an80-day maximum for adolescents; unless medical
necessity authorizesometime extension of up t80 days on an annual basis.
Only two noncontinuous90-day regimens will be authorized in a eyear
period. The average length of stayresidential services is 30 days. Peatal
clients may receive a longer lengthstay based on medical necesdigrinatal
clients may receive lengths of stay up to the length of the pregnancy and
postpartum period (60 days after the pregnancy ends.)
d. Residential Services for AdultResidential services for adults may be authorized
for up to 90 days in one contious period.Reimbursement will be limited to
two noncontinuouseegimens for adults in any otyear period (365 days). One
extension of up to 30 days beyond the maximum length of stay of 90 days may be
authorized for one continuous length of stay in ayesr period (365 days)
e. Residential Services for Adolesce®ssidential services for adolescents may be
authorized for up 30 days in one continuous period. Reimbursement will be
limited to two norcontinuous 3@lay regimens in any oneear period (365
days). One extension of up to 30 days beyond the maximum length of stay may
be authorized for one continuous length of stay in ayeae period (365 days).
f. One ASAM level of Residential Treatment Services is required for approgal of
county implementatioplan in the first year. The county implementatan
must demonstrate ASAM levels of Residential Treatment Services (L&tels
3.5) within three years of CMS approval of the county implementatiorapién
statecounty intergovernmental agreemémianaged care contract gederal
definition). The county implementation plan must describe coordingtion
ASAM Levels 3.7 and.0.
g. The components of Residential Treatment Services are (see Outfatnes
for definitions):
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I.  Intake
ii.  Individual and Grap Counseling
iii.  PatientEducation
iv.  Family Therapy
v. Safeguarding Medications: Facilities will store all resident
medicatormand facility staff members me
selfadministratiorof medication.
vi.  CollateralServices
vii.  Crisis InterventiorServices
viii. ~ Treatment Planning
iX.  Transportation Services: Provision of or arrangement for
transportatiorio and from medically necessdrgatment.
X. DischargeServices

135. Withdrawal Management (Levels 1, 2, 3.2, 3.7 and 4 in ASAM) serviege provided in
a continuum ofVM services as per the five levels of WMtire ASAM Criteria when
determined by a Medical Director or Liceng#&rdctitioner of the Healing Arts as
medically necessary and in accordance watithndividualized client plan. Each
beneficiary shall reside #te facilityif receiving a residential service and will be
monitored during theetoxification process. Medically necessary habilitative and
rehabilitative serviceare provided in accordance with an individualized treatment plan
prescribed by licenseghysician or licensed prescriber, and approved and authorized
according to the state of Califormeagquirements.

The components of withdrawal management sendaoes

a. Intake: The process of admitting a beneficiary into a substanchsaosder
treatmenprogram. Intake includes the evaluation or analyssib§tance use
disorders; the diagnosis of substance use disorders; aasstgsment of treatment
needs to provide medically necessary services. Imekeinclude a physical
examination and laboratptesting necessafgr substance use disordezatment.
b. Observation: The process obfwithdrawmaltTor i ng t h
be conducted as frequently as deemed appropriatieeftaeneficiary and the level
of care the beneficiary is recéig. Thismay include but is not limited to
observation of tseams.beneficiaryds health
c. Medication Services: The prescription or administration relatedlistance use
disorder treatment services, or the assessment of the side effextslts othat
medication, conducted by staff lawfully authorizegbtovide such services within
their scope of practice ticense.
d. Discharge Services: The process to prepare the beneficiary for referi@hother
level of care, post treatment return or reemity thecommunity, and/or the
linkage of the individual to essential commurirgatment, housing and human
services.

136. Opioid (Narcotic) Treatment Program (ASAM OTP Level 1) servicesare provided in
NTP licensed facilities. Medically necessary servareprovided in accordance with an
individualized treatment plan determined dicansed physician or licensed prescriber
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137.

and approved and authorized accordinth&oState of California requirements.
NTPs/OTPs are required to offer gmescribemedicatons to patients covered under the
DMC-ODS formularyincluding methadone, buprenorphine, naloxonedisalfiram.

a. A patient must receive at minimum fifty minutes of counseling sessionawith

b.

therapist or counselor for up to 200 minutes per calendar madtitbugh
additional services may be provided based on medezassity.
The components of Opioid (Narcotic) Treatment Programs ar®©(gpatient
Treatment Services falefinitions):
i. Intake
ii. Individual and Group Counseling
iii. PatientEducation
iv. MedicationServices
v. CollateralServices
vi. Crisis InterventiorServices
vii. Treatment Planning
viii. Medical Psychotherapy: Type of counseling services consistinfpoéa
to- face discussion conducted by the Medical Director of the NTP/OTP on a
one onone basis with thpatiert.
ix. DischargeServices

Additional Medication Assisted Treatment(ASAM OTP Level 1) includethe ordering,
prescribing, administering, and monitoring of all medicatfonsubstance use disorders.
Medically necessary services are provideddcordancevith an individualized treatment
plan determined by a licensed physiatadicensed prescriber.

a. Opioid and alcohol dependence, in particular, heek- established medication

b.

options.

The current reimbursement mechanigoranedication assisted treatmi¢MAT)
will remain the same except for the following changes fofimpbunties:
buprenorphine, naloxone and disulfiram v reimbursed for onsite
administration and dispensing at NTP prograaastitionally, physicians and
licensed prescribers in DMg@rograms will be reimbursed ftre ordering,
prescribing, administering, and monitoring of medicatiesisted treatment.
Thecomponent®f Additional MedicationAssistedTreatmentre ordering,
prescribing, administering, and monitoring of medicatssistedreatment.

The goal of the DME&JDS forMAT is to open up options for patientsrexeive
MAT by requiringMAT services in all opin counties, educate counties the
various options pertaining tdAT and provide counties with technical assistance
to implement any new services. These medications are available through the
DMC- ODS and outside of Drug Medlal programs. Further details explaining
the financing and availability of MAT services in the M&2hl system are
containedn AttachmentCC.

Counties may also choose to utilize leagfing injectable naltrexone in
allowable DMC facilities under this optional provision. Leacfing injectable
naltrexone will be reimbursed for onsite administration and physicians and
licensed prescribers in DMODS programs will be reimbursed for the ordering,
prescribing, administering and monitoring.
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f. Counties that choose to provide leacting injectable naltrexone through this
option must cover the nefiederal share cost. While a treatment authorization
request will not be required at the State level, under this option the county may
choose to impleent an approval process at the county level.

138. Recovery ServicesRecovery services are importanttothe nef i ci ar yés r ecovVc¢
wellness. As part of the assessment and treatment oeBdsension 6, Recovery
Environment of the ASAM Criteria and dugthe transfer/transition planning process,
beneficiaries will be linked tapplicable recovery services. The treatment community
becomes a therapeutigent through which patients are empowered and prepared to
manage their heal#nd health care. There®or, t r eat ment must emphasi
central rolen managing their health, use effective sainagement support strategies,
and organize internal and community resources to provide ongglinganagement
support to patients. Services are providednadically necessary.

a. Beneficiaries may access recovery services after completing their course of
treatmentvhether they are triggered, have relapsed or as a preventative measure
to preventelapse.

b. Recovery services may be provided fagdace, bytelephone, or bielehealth
with the beneficiary and may be provided anywhere ircdinemunity.

c. The components of Recovery Serviees:

i. Outpatient counseling services in the form of individual or group
counseling to stabilize the beneficiary and thensessif the
beneficiary neediirther care;

ii. Recovery Monitoring: Recovery coaching, monitoring via telephone
and internet;

iii. Substance Abuse Assistance: Peepeer services and relapse
prevention;

iv. Education and Job Skills: Linkages to life skills, emplogine
servicesjob training, and educatigervices;

v. Family Support: Linkages to childcare, parent education, child
development support services, family/marriage education;

vi. Support Groups: Linkages to sélklp and support, spiritual afath-
based support;

vii. Ancillary Services: Linkages to housing assistance, transportation,
case management, individual servicesrdination.

139. Case ManagementCounties will coordinate case management serviCese
management services can be provided at DMC provider sitagtydocations, regional
centers or as outlined by the county in the implementateom however, the county will
be responsible for determining which entitgnitors the case management activities.
Services may be provided by &ensed Practitioner of ghHealing Arts or certified
counselor.
a. Counties will be responsible for coordinating case management services for
the SUD client. Counties will also coordinate a system of case management
services with physical and/or mental health in order to ensure appropriate level
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of care.

b. Case management services are defined as a service that assist a betweficiary
access needed medical, educational, social, prevocatrogatjonal,
rehabilitative,or other community services. These services focus on
coordinationof SUD care, integration around primary care especially for
beneficiaries witla chronic substance use disorder, and interaction with the
criminal justice systenif needed.

c. Case managemeservices may be provided fatteface, bytelephone, or by
telehealth with the beneficiary and may be provided anywhehein
community.

d. Case management servicesiude:

i. Comprehensive assessment and periodic reassessment of individual
needdo determie the need for continuation of case management
services;

ii. Transition to a higher or lower level SUD @dre;

iii. Development and periodic revision of a client plan that includes
serviceactivities;

iv. Communication, coordination, referral and relaaetlvities;

v. Monitoring service delivery to ensure beneficiary access to service and
theservice delivergystem;

vi Moni toring tgrogress;enefi ci aryaos

vii. Patient advocacy, linkages to physical and mental health care,
transportatiorand retention in primary care servicasd,

Viii. Case management shall be consistent with and shall not violate
confidentialityof alcohol or drug patients as set forth in 42 CFR Part 2,
and Californidaw.

140. Physician Consultation Services nc |l ude DMC p hy withaddigtions 6 con s ul
medicinephysicians, addiction psychiatrists or clinipllarmacists. Physician
consultation services are not with DMODS beneficiariesiather, they are designed to
assist DMC physicians with seeking expert adwicalesigning treatment plans for
specific DMGODS beneficiaries.

a. Physician consultation services are to support DMC providers with complex
casesvhich may address medication selection, dosing, side effect management,
adherence, drudrug interactions, or level of care considerations.

b. Counties magontact with one or more physicians or pharmacists in order to
provideconsultation services. Physician consultation services can only be billed
by and reimbursetb DMC providers.

141. Intersection with the Criminal Justice System:Beneficiaries involved ithe agiminal
justice system often are harder to treat for SUD. While resbarchhown that the
criminal justice population can respond effectivelyréatment services, the beneficiary
may require more intensive servicésdditional services for thipopulation maynclude:

a. Eligibility: Counties recognize and educate staff and collaborptivimers that
Parole and Probation status is not a barrier to expadfidddCal substance use
disorder treatment services if the parolees and probatiaresgible.
Currently incarcerated inmates are not eligible to receivef(iHPMC-ODS
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services.

b. Lengths of Stay: Counties may provide extended lengths of stay for withdrawal
andresidential services for criminal justice offenders if assessed for need (e.g.
up to6 months residential; 3 months FFP with a-trmee 3Gday extension if
found to be medically necessary and if longer lengths are needed, other county
identified funds can be used).

c. Promising Practices: Counties utilize promising practices such ggdomurt
services.

142. DMC-ODS Provider SpecificationsThe following requirements
will apply to DMC-ODSstaff:

a. Professional staff must be licensed, registered, certified, or recogmded
California State scope of practice statutes. Professional stafpstwliieservices
within their individual scope of practice and receive supervision required under
their scope of practice laws. Licensed Practitioner of the Healing Arts includes:
Physician, Nurse Practitioners, Physician Assistants, Registered Nurgssefee
Pharmacists, Licensed Clinical Psychologist (LCP), Licensed Clinical Social
Worker(LCSW), Licensed Professional Clinical Counselor (LPCC), and Licensed
Marriage and~amily Therapist (LMFT) and licensesligible practitioners working
under thesupervision of licensedlinicians.

b. Non-professional staff shall receive appropriates@e orientation and training
prior to performing assigned duties. Nprofessional staff will be superviseg
professional and/or administratigeaff.

c. Professional andon-professional staff are required to have appropriate
experience and any necessary training at the tirheing.

d. Registered and certified alcohol and other drug counselors must adhere to
all requirements in the California Code of Regulations, TitlelapterB.

143. Responsibilities of Counties for DMGODS Benefits
The responsibilities of counties for the DMADS benefit shall be consistent with
each countyds intergovernmental agreement v
counties ddhe following.

a. SelectiveProvider Contracting Requirements foounties:Counties may
choose the DMC providers to participate in the DKAOS. DMC certified
providers that do not receive a county contract cannot receliveca contract
with the State in counties which opt into the Pilba county doegot
participate in the Pilot or is removed from participation in the Pilot by the
State, the county will continue to cover state [garvices.

b. Access: Each county mustsure that all required services covered utiuer
DMC-ODS Pilot are available and accessible to enrollees @he-ODS.
NTP services are an important modality within the continuuoaé. Counties
are required to provide this service. Access to mdglinakcessary NTP
services cannot be denied for DMIUDS eligible beneficiariesEligible
DMC-ODS beneficiaries will receive medically necessary serviceDat@
certified NTP provider. All DMGODS services, including MedialNTP
services, shall birnished with reasonable promptness in accordatitte
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federal Medicaid requirements and as specified in the cauptgmentation
plan and state/county intergovernmental agreement (managembn&cts
per federal definition). Medical attention for emgency and crisimedical
conditions must be provided immediately. If the DNDDS network isinable
to provide services, the county must adequately and timely ttee®s services
out-of-network for as long as the county is unable to prothden.

c. All counties must ensure that beneficiaries who live in arooptcounty put
receive NTP services in an eptcounty do not experience a disruptafn
services. The oput county will claim state plan expenditures tfoe
reimbursement made to the aftcounty NTP providers in accordanoath
the approved state plan methodology for services furnishaehtficiaries. No
persons eligible for DMEDS services, including Medial fundedNTP
treatment services, will be placed on waiting lists for such serdioet®
budgetaryconstraints.

d. The DMGODS Pilot program is administered locally by edemonstration
county and each county provides for, or arranges for, substandsoisker
treatment for MedCal beneficiaries. Access cannot be limited inaay
when counties select providers. Access to State Plan services must aémain
the current level or expand upon implementation of the Pilotc®btety shall
maintain and monitor a network of appropriate providersisraipported by
contracts with subcontramts and that is sufficient frovide adequate access
to all services covered under this Pilot. AccessH purpose is defined as
timeliness to care as specified belowestablishing and monitoring the
network, the county must consider tbowing:

i. Require its providers to meet Department standards for timely
access to care and services as specified in the county
implementatiorplan and stateounty intergovernmental
agreements (managedre contracts per federal definition).
Medical attention foemergency and crisis medical conditions
must be providednmediately.

ii. The anticipated number of Me@al eligibleclients.

iii. The expected utilization of services, taking into accthumt
characteristics and substance use disorder needs of
beneficiaries.

iv. Theexpected number and types of providers in terms of training
and experience needed to meet expeatdidation.

v. The number of network providers who are not accepting
new beneficiaries.

vi. The geographic location of providers and their accessibility
beneficiaries, considering distance, travel time, me&ns
transportation ordinarily used by Me@al beneficiaries, and
physical access for disalbeneficiaries.

144. Medication Assisted Treatment ServicesCounties must describetimeir
implementation plahow they will guarantee access to medicaéissisted treatment
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services.

a. Counties currently with inadequate accessiédlication assisted treatment
services must describe in their implementation plan they will provide the
servicemodality.

b. Countiesare encouraged to increase medication assisted treatment skeyvices
exploring the use of the followinigterventions:

i. Extend NTP/OTP programs to remote locations using mobile amoks
contracted pharmacies which may have onsite counsatithg
urinalysis.

ii. Implement medication management protocols for alcdbpéendence
including naltrexone, disulfiram, and acamproséateohol
maintenance medications may be dispensed onsite in NTPsDTPs
prescribed by providers in outpatigmbgrams.

iii. Provide ambulatorglcohol detoxification services in settings sash
outpatient programs, NTPs/OTPs, and contrapgtedmacies.

c. Selection Criteria and Provider Contracting Requirementeletting
providers to furnish services under this Pilot, countiest:

i. Must havewritten policies and procedures for selection and
retention of providers that are in compliance with the terms and
conditionsof this amendment and applicable federal laws and
regulations.

ii. Apply those policies and procedures equally to all providers
regardess of public, private, fegprofit or nonprofit status, and
without regardo whether a provider treats persons who require
high-risk orspecialized services.

iii. Must not discriminate against persons who require-higor
specializedservices.

iv. May contract with providers in another state whereaftgtate
careor treatment is rendered on an emergency basis or is
otherwise in thdest interests of the person under the
circumstances.

v. Select only providers that have a license and/or certification
issted bythe state that is in goafanding.

vi. Select only providers that, prior to the furnishing of services
underthis pilot, have enrolled with, or revalidated their current
enrollmentwith, DHCS as a DMC provider under applicable
federal andstate regulatins, have been screened in accordance
with42CFR 455. 450(c) as a fAhighod catego
furnishingservices under this pilot, have signed a Medicaid
provider agreementith DHCS as required by 42 CFR 431.107,
and have complied witthe ownershi@nd control disclosure
requirements of 42 CF&55.104. DHCS shall deny enrollment
and DMC certification to any provider (as defined in Welfare &
Institutions Code section 14043.1), or a person with ownership or
control interest in the provider (as definadi2 CFR 455.101),
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that, at the time of application, is under investigation for fraud or
abuse pursuant to Part 455 of Title 42 of the Code of Federal
Regulations, unless DHCS determines that there is good cause
not to deny enroliment upon the same ba&sesnerated in 42

CFR 455.23(e) If a provider is under investigation for fraud or
abuse, that provider shall be subject to temporary suspension
pursuant to Welfare & Institutions Code section 14043.36. Upon
receipt of a credible allegation of fraud, a pder shall be

subject to a payment suspension pursuant to Welfare &
Institutions Code section 14107.11 and DHCS may thereafter
collect any overpayment identified through an audit or
examination. During the time a provider is subject to a temporary
suspengin pursuant to Welfare & Institutions Code section
14043.36, the provider, or a person with ownership or control
interest in the provider (as defined in 42 CFR 455.101), may not
receive reimbursement for services provided to a BOIIS
beneficiary. A prouler, shall be subject to suspension pursuant
to Welfare and Institutions Code section 14043.61 if claims for
payment are submitted for services provided to a Nzl
beneficiary by an individual or entity that is ineligible to
participate in the MeeCal program. A provider will be subject

to termination of provisional provider status pursuant to Welfare
and Institutions Code section 14043.27 if the provider has a debt
due and owing to any government entity that relates to any
federal or state health cgpeogram, and has not been excused by
legal process from fulfilling the obligatio@nly providers newly
enrolling or revalidating their curreahrollment on or after

January 1, 2015 would be required to unddmggerprint based
background checks requireinder 42 CFR55.434.

vii. Select only providers that have a Medical Director who, prior to
the delivery of services under this pilot, has enrolled with DHCS
under applicable state regulations, has been screened in
accordance with2 CFR 455.450(a) asfal i mi t ed 0 categori ca
risk within a year prioto serving as a Medical Director under
this pilot, and has signedMedicaid provider agreement with
DHCS as required by 42FR 431.107.

viii. Counties may contract individually with licensed LPHAS to
provideservices in thaetwork.

iXx. Must not discriminate in the selection, reimbursement,
indemnification of any provider who is acting within the scope of
their certification.

X. Must enter into contracts with providers that they have selézted
furnish servicesnder this pilot program. All contracts with
providers must include the following providequirements:

A. Services furnished to beneficiaries by the provider utider
amendment are safe, effective, patiesmtered, timely,
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culturally competent, efficierdgnd equitable, as defined by the
Instituteof Medicine;
Possess the necessary license arfdification;

. Maintain a safe facility by adhering to the state licensing

and certificatiorregulations;

Maintain client records in a manner that meets state and
federal standards;

Shall meet the established ASAM criteria for each level
residential care they provide and receive an ASAM
Designation, for residential services only, prior to providing
Pilotservices;

Be trained in the ASAM Ciriteria prior to providjservices;

. Meet quality assurance standards and any additional

standards established by the county or other evaluation
processand

Provide for the appropriate supervisiorstsft.

Xi. If a county elects to contract with a managed care plannshservices
under this pilot, the contract must ensure thatmoyider furnishing
services under this pilot on behalf of the managedpmaremeets all of
the requirements that apply to a provider (andMaglical Director) that
is selected by a county uerdthis section téurnish services under this

Pilot.

145. Contract Denial: Counties shall serve providers that apply to lwerract provider
but are not selected a written decision including the basikdatenial.
a. County Protest: Any solicitatiomocument utilized by counties fdhe
selection of DMC providers must include a prog@sivision.
i.Counties shall have a protest procedure for providers thahatre
awarded &ontract.
ii. The protest procedure shall include requirements outlinethen

StatéCountycontract.
iii. Providers that submit a bid to be a contract provider, butatre
selected, must exhaust fprbvelercountyods

wishes to challenge the denial to the Department of HEalta
Services (DHCS). If the county does mender a decisiowithin 30
calendar days after the protest was filed with the cotimtyprotest
shall be deemed denied and the provider may apipe&iilure to

DHCS.

b. DHCS Appeal Process: A provider may appeal to DHCS as outiined

Attachmenty.

146. Authorization: _Counties must provide prior authorization for residesgaVvices within
24 hours of the prior authorization request being submitted kyrtveder. Counties will
review the DSM and ASAM Criteria to ensure thatlleaeficiary meets thequirements
for the service. Counties shall have written polieied procedures for processing requests
for initial and continuing authorizatiaf services. Counties are to have a mechanism in
place to ensure that thaseconsistent application of rew criteria for authorization
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decisions andhall consult with the requesting provider when appropriate. Counties are to
meetthe established timelines for decisions for service authorization. Coangies

required to track the number, percentage of dearel timeliness of requedts

authorization for all DMGODS services that are submitted, processgplioved and

denied. This prior authorization for residential services is compliantketMedicaid
applicable parity requirements established by tieatsll HealtHParity and Addiction

Equity Act. Nonresidential services shall n@quire prior authorization.

a. County Implementation Plan: Counties must submit to the State a ptagion
implementation of DM@ODS. The State will provide the template tioe
implementation plan, which is included here as Attachment Z. Cowatiet
commence services without an implementation plan approved by tharsia@MS.
Counties must also have an executed State/Cantetgovernmental agreement
(managed careontract per federal definition) with the county Boaf&upervisors
and approved by CMS. County implementation plans ensire that providers are
appropriately certified for the services contracteghlementing at least two
evidenced based practicémined in ASAM Criteriaand participating in efforts to
promote culturally competent servidelivery.

b. One ASAM level of Residential Treatment Services is required for approsal of
county implementation plan in the first year. The county implementatianmust
demonstrate ASAM levels of Residential Treatment Services (L8\kI3.5)
within three years of CMS approval of the county implementationgidrstate
county intergovernmental agreement (managed care contrdetipeal definition).
The county implementation plan must describe coordinatarASAM Levels 3.7
and4.0.

c. Upon CMS approval of the implementation plan and an execotgdact, counties
will be able to bill prospectively for services provided throtihgh Pilot.

d. Below is a summargf the requirements that must be submitted witrcthanty
implementatiorplan:

Care coordinatiostrategy
1 MOU with managed canglan
1 DMC transitions, especially aftercare aedovery
supports
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147.

Servicedescriptions
WithdrawalManagement
Outpatient
IntensiveOutpatient
NTP/OTP
Additional MAT
Residential
RecoveryServices
CaseManagement
PhysicianConsultation
Two evidencebasedpractices
Any optional services (including partiabspitalization)
Provider network developmeplan
1 Byservice
1 With timeline pegged to specified timelinegandard
1 Network adequacy requirements (will varydnpunty)
Phasen description for a ongear provisionaperiod*
1 Byservice
1 With timeline and deliverables peggeditoeliness
measure
*Only applies to countieanable to meet all mandatagquirements.

= =2 -0_-9_9_9_98_24_-29_-2_-2-°

Provisional Option: For counties that argnableto complyfully with themandatory
requirements upon implementation of this Pilot, at the tinappfoval by DHCS and
CMS, there exists the option for a eyearprovisional period.A one yeaiprovisional
option will provide counties the opportunity to participat¢ghe DMGODS Pilot while
taking the necessary steps to build systapacity, provide training, ensure appropriate
care coordination, and implemenfudl network of providers as described in #iéot.

a.

In order to apply for the orgear provisional option, a county must inclwdéh
their implementation plan a strategy for coming into full compliance tivéh
terms of this Pilot. Specifically, eaclounty must describe the steps it ake to
provide all required DMEDDS services that it cannot provide upaitial DMC-
ODS implementation. The county will assure that all DKADSservices will be
available to beneficiaries (whether the services ereigedin-network,

out-of-network, or using telehealth) while meeting the timeliness
requirement during the course of the gmar probatiomption.

At least sixty (60) days prior to the expiration of the-grar provisional
period, counties must resuldrttieir revised implementation plans for
renewal. Thelans will describe how the county has implemented the
requirements whicthey originally could not provide. DHCS and CMS will
review therevised implementation plans, in conjunction with the state and
county monitoringeports as described in Sections 5 and 6 of this
amendment, to assess if the coustyrogressing towards complying fully
with the terms of this Pilotf acounty originally awarded a ongar
provisional option is able to fully complyith the terms of this Pilot upon
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renewal, they will be eligible to receive approt@participate in the
remainder of the Pilot. If a county originally awardesha year

provisional option is not able to fully comply with the terms of Bilet,
DHCSand CMS may approve a renewal pursuant to a Corrective Action
Plan (CAP). The CAP will describe how the county will continue to
implementts phasan approach pursuant to its implementation plan, and
will assure thaall DMC-ODS services are availablelieneficiaries in the
interim (whethethe services are provided arenatwork, outof-network, or
using telehealthyithin the timelinessequirement.

148. State-County Intergovernmental Agreement (Managed Care Contract pefederal
definition): DHCS will require a Stat€ounty intergovernmental agreement (managed
care contract per federal definition) to be signed between the state and tharcophaty
in counties, subject to CMS approval. The intergovernmental agreement will provide
further detailed requements including but not limited to access, monitoring, appedls
other provisions. Access standards and timeliness requirements thecfied and
described in the county implementation plans will be referenc istate/county
intergovernmentahgreements (managed care contracfgoeral definition). CMS will
review and approve the Ste@®untyintergovernmental agreement (managed care
contract per federalefinition) to ensure that the DMODS program is operated in a
manner that reduces thisk of fraud and abuse to the maximum extent feasible.

149. Coordination with DMC -ODS Providers: Counties will includehe following provider
requirements within thegontracts with th@roviders.

a. Culturally Competent Services: Providers are responsilgeotade culturally
competent services. Providers must ensure thatgbkaies, procedures, and
practices are consistent with the principles outlinedaae&mbedded in the
organizational structure, as well as being uphelthiyato- day operations.
Translation services must be available for beneficiaagssieeded.

b. Medication Assisted Treatment: Providers will have procedores
linkage/integration for beneficiaries requiring medicatiseisted treatment.
Provider staff will regularly communicate Wiphysicians of clients who are
prescribed these medications unless the client refuses to consent to sign a 42
CFR part 2 compliant release of information for this purpose.

c. Evidenced Based Practices: Providers will implement at least tthe of
following evidenced based treatment practices (EBPs) bast#ttedimeline
established in the county implementation plan. The two EB&per provider
per service modality. Counties will ensure the provitierse implemented
EBPs. The State will monitor thmplementatonocEBP & s during revi ev
required EBRnclude:

i. Motivational Interviewing: A cliententered, empathibut directive
counseling strategy designed to explore and redyeson's
ambivalence toward treatment. This appro@euently indudes other
problem solving or soluticfocused strategiglat build on clients' past
successes.
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ii. CognitiveBehavioral Therapy: Based on the theory thast
emotional and behavioral reactions are learned and thawvagsvof
reacting and behaving can learned.

iii. Relapse Prevention: A behavioral setintrol program thataches
individuals with substance addiction how to anticipate@pe with the
potential for relapse. Relapse prevention can be usedtasdalone
substance use treatment prograra®araftercare program to sustain
gains achieved during initial substamse treatment.

iv. Traumalnformed Treatment: Services must take into accauont
understanding of trauma, and place priority on trasnuar vi vor s saf e
choice and control.

v. PsycheEduation: Psycheeducational groups are desigrieceducate
clients about substance abuse, and related behavidrsonsequences.
Psycheeducational groups provideformation designed to have a direct
application t o selawarenes siggésioptensfor t o i ns
growth and changédentify community resources that can assist clients in
recovery, developn understanding of the process of recovery, and prompt
peopleusing substances to take action on their beimalf.

150. Beneficiary AccesdNumber: All counties shall have a 24/7 toll free numfuar
prospective beneficiaries to call to access DMDBS servicesOral interpretation
services must be made available for beneficiarieseaded.

151. Beneficiary Informing: Upon first contact with a leficiary or referralcounties shall
inform beneficiaries about the amount, duration and scope of semidesthis waiver
in sufficient detail to ensure that the beneficiaries underskenbenefits to which they
areentitled.

152. Care Coordination: Court i es 6 i mpl ement at icomracggl ans and st
(managed care contracts per federal definition) will describedasgrcoordination plan
for achieving seamless transitions of care. Couatiesesponsible for developing a
structured approach tare coordination tensure that beneficiaries successfully
transition between levels of SUD cdre. withdrawal management, residential,
outpatient) without disruptions to services. In addition to specifying how beneficiaries
will transition across levs ofacute and shoterm SUD care without gaps in treatment,
the county will describén the implementation plan and state/county intergovernmental
agreementmanaged care contracts per federal definition) how beneficiaries will access
recovery supportand services immediately after discharge or upon completion of an
acute care stay, with the goal of sustained engagement antétamgetention irsUD
and behavioral health treatment.

a. The county implementation plan asidte/county intergovernmental
agreement (managed care contract per federal definitidnndicate whether
their care transitions approach will be achieggdusively through case
management services or through other methodscadinety implementation
plan and state/county intergoverental agreemer{tnanaged care contract
per federal definition) will indicate which beneficiariregeiving SUD
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services will receive camordination.

b. The participating county shall enter into a memorandum of understanding
(MOU) with any MediCal managedare plan that enrolls beneficiaries served
bythe DMG-ODS. This requirement can be met through an amendment to the
Specialty Mental Health Managed Care Plan MOU. The components of the
MOUSs governing the interaction between the counties and managedaase pl
related o substance use disorder wil/l be
implementation plan. If upon submission of an implementation plan, the
managed carplan(s) has not signed the MOU(s), the county may explain to
the State thefforts underta&n to have the MOU(s) signed and the expected
timeline for receipof the signed MOU(s). Any MOU shall be consistent with
theconfidentiality provisions of 42 CFR P&t

c. The following elements in the MOU should be implemented at the point of care
to ensue clinical integration between DMODS and managed cgpeoviders:

i. Comprehensive substance use, physical, and mental health
screening, including ASAM Level 0.5 SBIRSErvices;

ii. Beneficiary engagement and participation in an integrated care program
asneeded,;

iii. Shared development of care plans by the beneficiary, caregivers and
all providers;

iv. Collaborative treatment planning with managede;

v. Delineation of case managemeesponsibilities;

vi. A process for resolving disputes between the county andede
Cal managed care plan that includes a means for beneficiaries to
receive medically necessary services while the dispute is being
resolved;

vii. Availability of clinical consultation, including consultation
on medications;

viii. Care coordination and effective comnation among
providers including procedures for exchanges of medical
information;

ix. Navigation support for patients and caregivers;
and

X. Facilitation and tracking of referrals between systems
including bidirectional referrgbrotocols.

153. Integration with Primary Care: DHCS is committed to participate in tMedicaid
Innovation Accelerator Program initiative for substance use disapleeifically in the
Targeted Learning Opportunity topics on primary caredD integration.

DHCS is embarking on strategy to integrate physical and behavioral healta
services delivered to beneficiaries in order to improve health outdomesneficiaries
with SUD and reduce costs in the M&@kl program. DHCSill explore options for
identifying the best integtion strategy upon approvaltbis waiver amendment and
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154. ASAM Designation for Residential Providers In order to enroll in MediCal and bill for
services under the auspices of this waiver, all residential providerdbendssignated to
have met thASAM requirementslescribed irSTC 144 DHCS will develop a
designation prograry July 1, 2015 to certify thail providers of Adult and Adolescent
Level 3.23.5 Residential/InpatierServices are capable of delivering care consistent with
ASAM criteria. As part othis designation program, DHCS will use an existing tool or
develop a toathat includes the elements that define each sublevel of Level 3 services for
Levels3.1- 3.5, develop standard program audit materials and protocols, and implement
the ASAM designationnegram. The timeline for this designation prograwutlined in
an datachment and will be technically amended after the progiasrbeen developed.

155. Services for Adolescents and YouthAt a minimum, assessment and servioes
adolescents will follow thASAM adolescent treatment criteria. In addititre state will
identify recovery services geared towards adolescents, stiohsasdescribed in the
January 26, 2015 CMS | n ffooBemaaidral Health $erviBes | | e t i
for Youth with Substace UsdDi s or der 0.

156. DMC-ODS State Oversight, Monitoring, andReporting.

a. Monitoring Plan The State shall maintain a plan for oversight and monitoring of
DMC- ODS providers and counties to ensure compliance and corrective action with
standards, access, amtklivery of quality care and services. The state/county
intergovernmentahgreement (managed care contracts per federal definition) will
require countieso monitor providers at least once per year, and the state to monitor
the counties atleast once peryear through the External Quality Review
Organizations (EQRO).If significant deficiencies or significant evidence of
noncompliance with the terms tfis waiver, the county implementation plan or the
state/countyntergovernmental agreement are found icoanty, DHCS will engage
the county to determinetifiere challenges that can be addressed with facilitation and
technical assistance. thecounty remains noncompliant, the county must submit a
corrective action plan (CARp DHCS. The CAP must detdilow and when the
county will remedy the issue(HCS may remove the county from participating in
the Pilot if the CAP is ngiromptly implemented.

b. Timely AccessThe state must ensure that demonstration counties comply with
network adequacy and accesguirements, including that services are delivered in a
culturally competent manner that is sufficient to provide access to covered services to
Medi-Cal population. Providers must meet standards for timely access to care and
services, considering the urgyy of the service needed. Access standards and
timeliness requirements that are specified and described in the county
implementation planwill be referenced in the state/county intergovernmental
agreements (managed caomtract per federal definitionyedical attention for
emergency and crisis medicanditions must be provideshmediately.
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c. Program IntegrityThe State has taken action to ensure the integrayafight
processes and will continue to closely monitor for any wrongdoing that intpacts
DMC-ODS. The State will continue to direct investigative staff, incluthaigped
auditors, nurse evaluators and peace officers to continue to discowimaindte
complex scams aimed at profiting from Mecil. Efforts include extensiveining
andanalyzing of data to identify suspicious Drug M&dil providersdesignating
DMC providers as fAhigho risk which requir
and background checks (except for county providers); and regulations that strengthen
DMC progam integrity by clarifying the requirements and responsibilities of DMC
providers, DMC Medical Directors, and other provider personnebnducting site
visits of providers seeking to furnish services under this Pilot, the State shall conduct
a sitevisit monitoring review of every site through which the provider furnishes such
services.In addition, providers that have not billed DMC in the last 12 months have
been anaill continue to be decertified. Counties are required to select and contract
with providers according to the requirements specified in section 4(iv) of this
amendment

The State will ensure that the counties are providing the required services in the
DMC- ODS, including but not limited to the proper application of the ASAM
Criteria,through the initial approval in the county implementation plan and through
the ongoingounty monitoring. The State will conduct a state monitoring review for
residential facilitieso provide an ASAM designation prior to facilities providing
Pilot servica. Thisreview will ensure that the facility meets the requirements to
operate at the designata8AM level (as explained iA(k)).

d. Reporting of Activity: The State will report activity consistent with hearterly
and Annual Progress Reports as set fortiis Waiver, Section IV, General
Reporting Requirements. Such oversight, monitoring and reporting shall include all
of the following:

i.  Enrollment information to include the number of DMIDS
beneficiaries served in the DMGDS program.

ii.  Summary of operainal, policy development, issues, complaints, grievances
and appeals. The State will also include any trends discovered, the resolution
of complaints and any actions taken or to be taken to prevent such &sues,
appropriate.

iii.  Number of days to first DME@DS service at appropriate level of care
after referral

iv. Existence of a 24/7 telephone access line with prevatant
English language(s)

v. Access to DMGODS services with translation services in the prevalent
non Englishlanguage(s)

vi.  Number, percentage atiche period of authorization requests approved
or denied

e. Triennial ReviewsDuring the triennial reviews, the State will review the status of
the Quality Improvement Plan and the county monitoring activities. This revilew
include the counties servidelivery system, beneficiary protections, access to
services, authorization for services, compliance with regulatory and contractual
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requirementsf the waiver, and a beneficiary records review. This triennial review
will provide the State with informatioas to whether the counties are complying
with their responsibility to monitor their service delivery capacity. The counties will
receivea final report summarizing the findings of the triennial review and if out of
compliance, the county must submit amptd correction (POC) within 60 days of
receipt of thdinal report. The State will follovup with the POC to ensure
compliance.

157. DMC-ODS County Oversight, Monitoring and Reporting. The intergovernmental
agreement with the state and counties that optlir@evaiveimust require counties to
have a Quality | mprovement toRmoratorthd sereide 1 ncl ude
delivery, capacity as evidenced by a description of the curoenber, types and
geographic distribution of substance use disordesnces. For countigbat have an
integrated mental health and substance use disorders departmépuatftis
Improvement Plan may be combined with the Mental Health Plan (N)dBljty
Improvemen®lan.

a. The county shall have a Quality Improvement cattea to review the qualityf
substance use disorders services provided to the beneficiary. For counti@s with
integrated mental health and substance use disorders department, the county may
use the same committee with SUD participation as requirdetiMHPcontract.

b. The QI committee shall recommend policy decisions; review and evaluate the results
of QI activities; institute needed QI actions, ensure foligmof QI process and
documenQI committee minutes regarding decisions and actions taken. The
monitoringof accessibility of services outlined in the Quality Improvement Plan will
at aminimum include:

i.  Timeliness of first initial contact to fage-faceappointment
ii.  Timeliness of services of the first dose of NTP
services
iii.  Access to aftehourscare
Iv.  Responsiveness of the beneficiary actiess
v. Strategies to reduce avoidabiespitalizations
vi.  Coordination of physical and mental health services with waiver services
at the providetevel
vii Assessment of the beneficiariesd expe
viii.  Telephone access limad services in the prevalent REnglishlanguages.

ccEach countyds QI Committee shoul d review
quarterly basis since external quality review (EQR) site reviews will begin after
county implementation. These data elemeilisbe incorporated into the EQRO
protocol.
i.  Number of days to first DM@DS service at appropriate level of care
after referral
ii.  Existence of a 24/7 telephone access line with prevatent
English language(s)
ii.  Access to DMGODS services with translatioeryices in the prevalent
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non Englishlanguage(s)
iv.  Number, percentage of denied and time period of authorization
requests approved denied

d. Counties will have a Utilization Management (UM) Program assuring that
beneficiaries have appropriate access tatsuize use disorder services; medical
necessity halseen established and the beneficiary is at the appropriate ASAM level
of care and thahe interventions are appropriate for the diagnosis and level of care.
Counties shall have documented system forllgxting, maintaining and evaluating
accessibility to carand waiting list information, including tracking the number of
days to firsDMC-ODS service at an appropriate level of care following initial
request or referral for adMC- ODSservices.

e. Counties will provide the necessary data and information required in order to
comply with the evaluation required by th&1C-ODS.

158. DMC-ODS Financing For claiming federal financial participation (FFP),

Counties will certify the totallowable expendituraacurred in providing the DMEC

ODS waiver services provided eitlierough countyoperated providers (based on

actual costs, consistent with a caibcation methodology if warranted), contracted

fee-for-service providers or contractethnaged care planksgsed on actual

expenditures). For contracted FFS provideosintieswill propose countyspecific

rates except for the NTP/OTP modality and the Stateapdtove or disapprove those

rates. NTP/OTP reimbursement shall be set pursuant to the psetfesth in

Welfare and Institutions Code Section 14021.51. All NTP/@fdviders contracting

with counties shall provide their county with financial data on an afras#é. This

data is to be collected for the purpose of setting the rates after the expofatie

waiver. The DHCS Rates Setting Workgroup shall propose a recommended format

for this annual financial data and the State will approve a final format. Counties shall

providethis financial data to the DHCS Rates Setting Workgroup upon its request.

The provision irthe Welfare and Institutions Code, Section 14124.24(h)) remains in

effect and NTPs/OTRsill not be required to submit cost reports to the counties for

the purpose of cosettlement

a. If during the State review process, the State dehegitoposed rates, the
county willbe provided the opportunity to adjust the rates and resubmit to the
State. The State wiletain all approval of the rates in order to assess that the
rates are sufficient to ensure acdesavailable DMCODSwaiver serices.
Rates will be set in the State a@dunty intergovernmental agreement. For
contracted managed care plans, countiesrgiithburse the managed care
organizations the contracted capitation rate. A CiprovedCPE protocol,
based on actual allowablests, is required before FFP associated walver
services is made available to the state. This approved CPE protocol
(Attachment AA)must explain the process the State will use to determine
costs incurred by the counties unthes demonstration.
b. Only state plan DMC services will be provided prior to the DHCS and CMS

approvalbof the State/County intergovernmental agreement (managed care
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contract pefederal definition) and executed by the County Board of
Supervisors. State plan DMgervices will beeimbursed pursuant to the state
plan reimbursement methodologies untioainty is approved to begin DMC
ODSservices.

c. SB 1020 (Statutes of 2012) created the permanent structure for 2011
Realignment.lt codified the Behavioral Health Subaccount which &ind
programs including Drulyledi- Cal. Allocations of Realignment funds run
on a fiscal year of October3eptembeB0. The monthly allocations are
di spersed to counties f TheDepdrtmentoSt at e Cont
Finance develops schedules, imsoltation with appropriate stadgencies
and the California State Association of Counties (CSAC), for the allocation of
Behavioral Health Subaccount funds to the counties. The base has not yet
been set, as tiétate assesses the expenditures by counthdse programs.
The state will continue tmonitor the BH subaccount and counties to ensure
that SUD is not artificialljunderspent.

d. Subject to the participation standards and process to be established by the
Statecounties may also pilot an alternatie@mbursement structure,
including but not limited to, faa DMC-ODS modality if both the provider of
that modality and the county mutuadlgd contractually agree to participate.
This may include use of case rates. The StateCM@8 will have the final
approval of any alternative reimbursement structure pilot propogdue
county, and such pilot structure must continue to meet the terms and
conditions expressed herein, including but not limited to, the rate approval
process describeabove.

159. DMC-ODS Evaluation Through an existing contract with DHCS, University of
California, Los AngelegUCLA) Integrated Substance Abuse Programs will conduct an
evaluation to measure ambnitor the outcomes from the DMGDS Waiver.The
design of the DMEODS evaluatia will focus on the four key areas of access, quality,
cost, and integration and coordinatioicare. Specifically, the data collection, reporting
and analysis strategy for thigiver pragram will be designed to assess:

a. The impact of providing intensiveutpatientSUD services in the community;

b. The effectiveness of drug based SUD treatments;

c. The impact of providig residential SUD services;

d. Whether the length of stay msidential SUD services affects the impact of such
services; and

e. 5) Whether theesidentiatreatment methods affect the impact of such services.

These impacts will be assessed in teofiiseneficiary access, health care costs,
outcomes and service utilization, and will utiizeomparison between comparable
populations in opin counties and other countie$he measurement strategy will track
readmission rates to the same level of SUD cahggbier, emergency department
utilization and inpatient hospital utilization. Theeasurement strategy will also evaluate
successful care tngitions to outpatient care, includihgndoffs between levels of care
within the SUD continuum as well as linkages with primaage upon discharge.

California Med+Cd 2020 Demonstration Pagel18of 307
ApprovedDecember 30, 201through December 31, 2020



California will utilize the SUD data system currently in place kn@asrhe California
Outcomes Measureent System (CalOMS). CalOMS captures data fatirSUD
treatment providers which receive any form of government fundingCar@MsS data
set, along with additional waiver specific data, will enable the State to evilaate
effectiveness of the DMODS. Tte design of the evaluation is contained\ttachment
DD, UCLA Evaluation. The state will submit the complete design of the evaluation
within 60 days of the approval of taenendment.

One of the focuses of the first year of the evaluation will be that@atin county has

an adequate number of contracts with NTP providers, access to NTP services has
remained consistent or increased and that no disruption to NTP services has occurred as
a resulof theDMC-ODS.

160. Federal 42 CFR 438 and other Managed CarRequirements
a. Any entity that receives a prepayment from the state to provide setiwices
beneficiaries will be considered by federal definition, a managed care plaeldnd
all federal 42 CFR 438 requirements and requirements isebtgon. Accordinly,
counties participating in this DMODS Pilot program wilbe considered managed
care plans. CMS will waive the following 488quirement(s):

i. 438.310370 (External Quality Review Organizations, or EQROS)-i@pt
counties will include in their implemeritan plan a strategy and timeline for
meetingeQR requirements. EQR requirements must be phased in within 12
months of havingn approved implementation plan. EQRO monitoring visits
will begin in March 2016n Phase One counties and Phase Two counties will
begin in September 201®y January 2017, the EQRO will begin monitoring
all Pilot counties phased intbe DMGODS.

ii. Implementation cannot begin prior to CMS review and approval of the
State/County intergovernmental agreement (managed care plan cqueracts
federaldefinition).

iii. At least sixty (60) days prior to CMS contract approval the state shall submit
foreach opiin county the applicable network adequacy requirements as part
of thecounty implementation plan. CMS concurrence with standards is
required.

iv. At leastsixty (60) days prior to CMS contract approval the state shall provide
all deliverables necessary to indicate compliance with network adequacy
requirements.
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XIl. Negative Balance

161. Repayment of Payment Management System (PMS) Negative Account Balancés of
November 20, 2015, the total of all Medicaid and CHIP negative subaccount balances
through Federal Fiscal Year 2013 for the State of Califorr$a,®77,770,233 In order to
bring the accounts into balance, the State shall do the following:

a. Issue ResolutiorlCMS and State shall work collaboratively to resolve outstanding
issues, including action on deferred plan amendments, other open deferrals, delayed
CMS-64 certificationsdelayed certified public expenditure reconciliations, positive
PMS account balances through FY 2013, the False Claim Act reduction, and
overpayment of third party liability collections. By January 31, 2016, CMS and State
will:

i. Identify ard document outanding issues;
ii. Prioritize list; and
iii. Create timeline for resolution of each issue by January 31, 2017.

b. Repayment Process.

i. Negative Account Balanceg-or any negative account balances unresolved as of
January 31, 2017, CMS will issue a demand letter to the state identifying the final
negative account balance amount and the
state will devéop a repayment schedule in attachmf@Rthat ensures repayment
of any remaining amount of the negative account balances identified through
Federal Fiscal Year 2013 through even quarterly installments, plus interest, over
the life of the waiver. Additiosl repayment requirements are identified in section
C through H below.

ii. Deferred Claims For any deferred claims 1) not paid by CMS by January 31,
2017, 2) for which the state has drawn federal financial participation (FFP) from
its PMS account, and &r which the state has not returned all drawn FFP to its
PMS account by January 31, 2017, CMS shall proceed by disallowance in
accordance with 42 CFR 430 Subpart C. The state may request a repayment
schedule in accordance with 42 CFR 430 Subpart Cs répayment is not
subject to the provisions sfibsection C through H below.

c. Repayment Period Interednterest will accrue, at the Current Value of Funds Rate
(CVFR) published by the U.S. Department of Treasury, from February 1, 2017 until
the entie principle amount is repaid in full. Each payment will be applied first to
accrued interest and then to principal. After each payment, interest will continue to
accrue on the remaining principal balance until the debt is paid in full or otherwise
resolvedoy CMS. CMS will adjust the repayment schedule to reflect any changes to
the CVFR during the repayment schedule.

d. Source of Repayment Fund§he funding source of repayment cannot be derived
from federal funds, including any Medicaid or CHIP fundailable to the state in
FY 2014 or later PMS accounts.
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e. Mechanism of Repayment he quarter payment amount due or payment in full may
be sent via FedWire (preferred), Automated Clearing House (ACH), or theck
specific instructions for FedWireor ACHmhye obt ai ned from your
of Payment Management representative. The quarter payment amount due or in
payment full via check should be made pay
Human Serviceso and sent to the foll owing

HHS Pogram Support Center
P. O. Box 530231
Atlanta, GA 30353231

Please include your PMS account number and a brief description explaining the
nature of the return. Please include a copy of this STC along with your payment.

f. PMS Draws for Deferred FERVhen CMS issues a deferral of claims for FFP to the
state in accordance with the timelines set forth in 42 CFR 430.40, the state must
immediately return the deferred FFP to the applicable PMS subaccount while the
deferral is being resolved. After CMS rews the deferred claims, CMS will
determine the allowability of the claims. If CMS determines that a deferred claims
are allowable under federal requirements, CMS will release the deferred funds to the
appropriate PMS subaccount and will notify Califartiiat the funds are available for
draw.

g. Adjustments to Repayment Scheduléhe state may request a recalculation of the
repayment schedule from CMS if the state decides to make accelerated repayment
installments. CMS will also adjust and reissue thayegent schedule to reflect any
positive Medicaid grant awards issued that reduce the outstanding negative account
balance amounts in any of the following PMS subaccounts:

i. FY 2009 and Prior MT
il. XIX-MAP11
iii. XIX-ADM11
iv. HIT-ADM11
V. ARRA-EXT INC-FMAPEXTN

Vi. XIX-MAP12
Vii. XIX-ADM12

viii. HIT-IMP12
IX. HIT-IMP13

h. Cash Management Improvement Act (CMIA) Agreemértie Repayment of
Payment Management System (PMS) Negative Account Balances section of these
STCs does not preclude actiondiper federal agencies, includitige United States
Department of Treasury resulting from a violation of the CMIA agreement between
the State of California and the United States Department of Treasury.
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XII. Global Payment

162. Global Payment Program for Public HealthCare Systems

a. California will operatea global paymermprogram (GPP}o assispublic health care
systemgPHCS)that provide health care for the uninsuréde GPHs meant to
focus on value, rather than volume, of care providete purpose is to support
PHCS for theirkeyroleipr ovi di ng services to Californ
to promote the delivery of more cesffectiveand highetvaluecareto the uninsured
Promoting more cosgffectiveand higher valueare means that the payment
structure will reward therovision of caren more appropriate venues, rather than
through the emergency department or through inpatient hosgitialgs The State
will test a new approach to assist PHCS, and will evaluate the success of the GPP for
potentially broader applicain.

b. Under the GPP, participating PHCS will receive GPP payments that will be
calculated using a valdeased point methodolodlgat incorporatefactors that shift
the overall delivery of servicder the uninsuredo more appropriate settings and
reinforce structural changes to the care delivery system that will improve the options
for treating both Medicaid and uninsured patients. The method&oggtting
service valuewvill incorporate measures of value for the patiantonjunction with
the recognion of costs to the health care syst€are being receiveid appropriate
settings will be valued relatively higher theare given innappropriate care settings
for the type of illness

c. Payments will not exceed the limitsAttachment EBbut may be Iss if the
thresholds are not achieve®krvices will be grouped into categories that reflect
where care is being provided. Within each category services will be grouped into tiers
of similar service intensity. This will assist in modifying relative valokeservices,
so that their long term value is incorporated and no longer an exterBalityce tiers
across categories that aim to provide the same end result would have relative values
of generally equivalent care. The intent of this framework is teigediexibility in
provision of services while encouraging a broad shift to moreeftesttive care that
IS persorcentered.

d. The total amount available for ti&PPis acombimmt i on of portion t he
allotment that would otherwise lalocatedio the PHCS and the amount associated
with theSafety Net Care Uncompensated Care Rader the Bridge to Reform
demonstration.

163. Entities Eligible to Receive Global Payments
Payments under the GPP are availabld’tdCSthat are comprised of a designated
public hospitalDPH) identified inAttachment Ghat agrees to participate in the GPP
andt h e Daffilldtédsand contracted providefsollectively, for purposes of the
GPP only, Public Heal FohpuPasesefthB GRPt em or fAF
multiple DPHsand their affiliated and contracted provideray comprise a single
PHCSin accordance with criteria establishet set forth in Attachment HEPP
Funding and Mechanics PrototoDHCS shallidentify to CMS allPHCSthatwill
participate in the GPPA list of Public Health CareSystemss set forthin
Attachment C.
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164. General Overview of Global Payments

a. Global payments shall be available based on a GPP program year that aligns with
the state fiscal year from July 1 throuc
for the period July 1, 2015 through June 30, 2016.

b. An annualGPPbudget for each participatifgHCSshall be established in
accordance with the paratees set forth in Attachment HEPP Funding and
Mechanics Protocol). The aggreg&PPbudget among participatif@HCS shal
not exceed the total computable amount BP3unds available in a given GPP
PY, as established by the limits set fortlSiRC 180

c. PHCSshallbe required to provide a threshold amountare measured in points,
to earn their entire annu@&PPbudget amount. Points for services will be
assignedn a mannethat incorporatemeasures of value for the patiemd that
achieves other programmatic goals, as set for&ttachment FRValuationof
Services

d. EachPHCSannual threshold point amount is determined through a baseline
analysisaccounting for factors such as its historical and projected volume, cost
and mix of services to the uninsured and estimated need, determined in accordance
with Attachment FEThese thresholds will ensure that PH& 8y receive full GPP
payments if the PHCBrovides levels of services to the uninsured population
necessary to meet itisreshold that has been set based on the level of services that
would otherwise have been provided to the uninsuFeat purposes of the GPP,
care will be consideredninsuredor individualsfor whomthere isno source of
third party coverage for the specific service furnished bytHES Furthermore,
an individual will not be considered uninsured with regard to atraafitional
service (as identifdin AttachmenfF, GPP Vauation Methodology Protocol) he
or she receives from tHeHCSIf the individual has a source of third party
coverage for the category of service for which the-naditional service is being
used as a substitute.

e. Interim GPP payments shall be mad®t#CSon a quarterly basis, calculated as
25% of theP H C &aénual global budget. Within nine months following the end of
each GPP PY, the State shall reconcile interim payments to the amount earned for
services as established by the reports submitteccordance witH. below.

f. Attachment EEGPP Funding and Mechanics Protocol) sets forth a reporting
schedule by which eadPHCSwiill report its actual services provided under the
GPP, the corresponding points valuation, and the payments due. The ralbort sh
at least include the GPfelated services furnished by tRelCSduring the
applicable year, reported by category, tier, and type, and shall serve as the basis for
reconciling interim GPP payments with final amounts due. As payments for
services undethe GPP are based on point value, no cost reconciliation protocol
will apply. PHCSshall not be subject to the reporting requirements of 42 C.F.R.
Section 447.299.
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g. The full amount of #HCSglobal budget shall be payableth® PHCSf it meets
or exceedds designated threshold for a given GPP PY. In the eviehtGSdoes
not achieve or exceed its threshold for a given GPP P\, tHeC SGPP payment
shall equal its global budget as reduced by the proportion by which it fell short of
its threshold.

h. TheState, in accordance with proceds set forth in Attachment EEPP
Funding and Mechanics Protof,adhall redistribute unearned GPP funds that were
available in a given GPP PY amongst otReiCSthat have exceeded their
respective threshold for that yea

I. The nonfederal share of GPP payments will be provided by PHCS through
intergovernmental transfers (IGT), subject te tequirementsf STC 188
(Sources of No#rederal Shard)elow. Upon receipt of the IGTs, DHCS will
draw the federal funding andyhoth the nosfederal and federal shares of the
applicable GPP payments in accordance with the requirements and schedules
descrbed herein and in Attachment EEPP Funding and Mechanics Protocol). In
the event GPP payments are recouped upoonciliation DHCSwill repay the
corresponding federal share to CMS in accordance with federal regulations at 42
CFR 430.30, et seq

j. GPP payments determined annually for each eligibl€S after accounting for
finalization of the applicable DSH alloent and subparagrapgsandh as
applicable represent the final amounts available for that GPP PY.

165. Valuation of Services.

a. Services under the GPP shall be valued in accordance with the nmiethyosket
forth in Attachment FEGPP Valuation Methodology)The valuation
methodologyallows for the continuation of services providedRublic Health
Care Systemsthatweree i mbur sed under the previous
SNCP structure, while encouraging more afg¢ctive and innovative care where
appr@riate. Point values shall also be developed for those innovative or
alternative services where there is currently little to no reimbursement. The
valuation methodology reflectbe following programmatic goals:

i. Facilitate a shift away from the previous cbssed payment that was
restricted to mostly hospital settings and subject to prolonged periods of cost
reconciliation;

ii. Broaden the settings in whi¢tublic Health Car&ystems receive
payment for services faished to the uninsured, and encourdgaslic
Health CareSystems to provide greater primary and preventive services, as
well as to create access to alternative modalities such as telehealth, group
visits and health coaching;

iii. Emphasize coordinated camedaalternative modalities by recognizing the
higher value of access to primary care, ambulatory care, and other core
components of care management, as compared to the higher cost of
avoidable emergency room visits and acute care hospital stays;
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iv. Recognizehe value of services that typically are not directly or separately

rei mbursed by Medicarddoti ohhko pawyor
that substitute or complement services for which payment is typically

avail able upon provisiooal of seheisesyi

b. All services eligible for points under the GPP are grouped into the four categories
described below in AiCategorieso

Services within the categories are further stratified into tiers based on similar
service intensity, activity and/or efforRelative pint values are assigned to tiers
for purposes of repting and generating payments.

c. The valuation methodology incores a phased approach in which traditional
services, over the course of the Demonstration term, reflect reduced point values.
High intensity services will continue to be recognized for their value and
importance, including recognition in the point systiat emergency room visits
and inpatient stays may be necessary and appropriate.

d. Relative values will be initially set based on cost and then adjusted to a limited
degree based on other measures of value, in order to assist in maintaining
accountabiliy for the amount of services provided compared to the funding Public
Health Care Systems receive. Higher relative value points may be assigned to
services, including netraditional services that help promote one or more of the
objectives from the list bew; however, the relative point value of servicescept
for those services for which cost information is not readily availabieh as non
traditional servicesmay not vary from their initial cogiased amounts by more
than 40 percent at any time chgithe GPP.

i.  Timeliness and convenience of service to patient
ii. Increased access to care
iii.  Earlier intervention
iv.  Appropriate resource use for a given outcpme
v. Health and wellness services that result in improved patient
decisions and overall health stgtus
vi.  Potential tomitigatefuture costs

vii.  Preventive services;
viii.  Likelihood of bringing a patient into an organized system of
care;

ix.  Additional criteria, to be designed by the state

e. In GPP PYs in which point revaluation has occurreihtrevaluatiormustbe
calibrated so that the overall impact would not leaantpPHCS receiving
additional total points in any given GPP PYtsfutilization and the mix of
services provided remaindide same as in the baseline period used to determine
thedesignated thrémld.
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166.

167.

f.

The exact methodology for assigning points to the services will be provided for
CMS approval in Attachme FF. The methodology will require CMS approval
before it can be implemented. If the state proposes to change point valuations or
add new servies, it must obtain CMS approval before they may be implemented
in the program.

PHCS are not required to provide every sarvwdentified on Attachment HGPP
Valuation Methodology), but are allowed the flexibility to provide services,
through their globl payments budgets and servietated point thresholds, to
address local needs.

Global Payment ProtocolsWithin 60 days of CMS approval of the terms and conditions
for Medi-Cal 2020, CMS and the State will, through a collaborative process, develop and
finalize Global Payment Funding and Mechanic Protocols, and Global Payment Valuation
Protocol. These documents will be incorporated the STCs as Attachments EE and FF
respectively).

Funding and Annual Limits
a. Under this new approach, the stateds ex

(DSH) fundingfor participating PHC&nd funding from the UC Pool will be

combined to make payments to participatttgCS that incur costs for services to

the remaining uninsureduring eachGPP PY FFP will be available for such
GPPpaymere x pendi tures up to the amount equ:
allotment as set forth in section 1923(f) of the Act, adjuatedescribed in

subparagraphs tfisSTCband.c bel owed iB8Hast combined
additional DemonstratiobC funding amounts as set forthsabparagraptd

bel ow. I n order to align DSH amounts w
for the federal fiscal year that comences in the SFY will be used

. Apor ti on of Californiadbs DSH all ot ment s

DSH facilities that do not participate in the GPP. The amount set aside shall be
identified inAttachment EEGPP Funding and Mechanics Protocol).

In any year to which reductionso Cal i f orni ads DSH all ot m

section 1923(f)(7) of the Social Security Act, the amount of the DSH allotment

attributable to GPP in a given GPP PY shall be reduced consistent with CMS
guidelines.

. The total computable amount availafide the UC component shall equal $472

million in GPP PY1. For GPP PYs 2 through 5 the UC component will be
determined by CMS based upon the information contained in the Independent
Report on Uncompensated Caseich reductions shall be specified by CMS
within 60 days of receipt of such report.

Taken together, the total computable annual limits for GPP payments will not
exceed the limits set forth below:
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GPP PY 1 (SFY 186)i Adjusted DSH + $472 millior approximately $2.
billion

GPP PY 2 (SFY 147)1 Adjusted DSH +#UC component

GPP PY 3 (SFY 1-28)1 Adjusted DSH +UC component

GPP PY 4 (SFY 189)1 Adjusted DSH +UC component

GPP PY 5 (SFY19-20)1 Adjusted DSH + UC component

. The nonfederal share of payments under the GPP shall be fundealuntary

intergovernmental transfers made by PHCS, or governmental agencies affiliated
with PHCS. Thefunding entityshall certify that the funds transferred qualify for
federal financial participation pursuant to 42 C.F.R. part 433 subpart B, and are
nat derived from impermissible sources such as recycled Medicaid payments,
federal money excluded from use as State match, impermissible taxes, and non
bona fide providerelated donationsThe State must have permissible sources for
the nonfederal sharefdGPPexpenditures, which may include permissible
Intergovernmental Transfers (IGTs) from governrgperated entities and state
funds. Sources of neiederal funding shall not include provider taxes or

donations impermissible under section 1903(w), imp&siile intergovernmental
transfers from providers, or federal funds received from federal programs other
than Medicaid (unless expressly authorized by federal statute to be used for
claiming purposes, and the federal Medicaid funding is credited toliae ot

federal funding source). For this purpose, federal funds do not ineRHE
payments, patient care revenue received as payment for services rendered under
programs such as the Designated State Health Programs, Medicare, or Medicaid.

The state willensure that any lack of adequate funds from local sources will not
result in lowering the amount, duration, scope or quality of Medicaid services
available under the state plan or this demonstration. The preceding sentence is
not intended to preclude tistéate from modifying the Medicaid benefit through

the state plan amendment process

168. Categories Each service will be assigned into a category by the state that best reflects its
characteristics of intensity and area delivered. These categories williagketermining the
point values of individual services. The categories listed below are intended to provide a
broad overview of the categories and services. The full description of categories are
included in AttachmerfeF

a. Category 1 Traditional Oupatient- This category includes traditional outpatient
services provided by a public hospital system facility:
il. Non-physician practitioner;
iii. Traditional, provideibased primary care or specialty care visit;
iv. Mental health visit;
v. Dental;
vi. Public health visit;
vii. Posthospital discharge;
viii. Emergency room/Urgent Care;
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ix. Outpatient procedures/surgery, provider performed diagnostic
procedures;

b. Category 2 Non-Traditional Outpatient This category includes nemaditional
outpatient encounters, where care is provideddytraditional providers or in nen
traditional settings:

Xx. Community health worker encounters;
xi. Health coach encounters;
xii. Care navigation;
xiii. Health education & community wellness encounters;

c. Category 3 TechnologyBased Outpatierit This category includechnology
based outpatient encounters that rely mainly on technology to provide care:
xiv. Call line encounters;

xv. Texting;
xvi. Telephone and email consultations between provider and patient;

xvii. Providerto-provider eConsults for specialty care;
xviii. Telemedicine;

d. Category4: Inpatient and Facility StayisThis category includes traditional inpatient
and facility stays by patients:
XiX. Recuperative/respite care days;
xX. Sober center days;
xXi. Subacute care days;
xxii.  Skilled nursing facility days;

169. Service Threshold The threshold amounts for each PHCS will initially be constructed
using the volume and cost of services occurring in participating providers, and will use the
most recent complete state fiscal year data (Base SFY). Point values for each service will be
corsistent across all providers. The threshold amounts shall be determined in accordance
with the methodology set forth ittachmentEE (GPP Funding and Mechanics Protocol),
which takes into account the following requirements and factors:

a. Historic point valies for each service category on a per unit of service basis across
all Public Health Care Systems, taking into account at a minimum varying methods
for identifying units and categories of services, cost per unit, cost trends and
service mix;

b. Base SFY ulization for each Public Health Care System; and

c. Adjustments to account for changes in uninsured service needs since Base SFY,
including the coverage expansions resulting from ACA implementation.

d. This threshold will require approval by CMS before it carfibalized.

i. Thresholds for GPP P¥RY5 will decline in proportion to reductions in

annual limits.
170. Penalties for norcompliancelf the state does not timely submit the final report as required
inSTC187b el ow, i ncluding all/l reqguested anal yses:s

expenditure authority for uncompensated care pools will be reduced by $500,000. The state
may seek, and CMS may grant, relief from this reduction, if needed.
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171. Global Payment Rogram Protocols The GPP Funding and Mechanics Protocol
(AttachmentEE) and a GPP Valuation Methodology Protocol (Attachnkdftsetforth in
detail the parameters and procedures related to the operation of the GPP.

172. Global Payment Program Value Methodology Protocoincludes the following:

a. The master list of services and activities for which points apply under the GPP and
their associated point values, including the placement of services within the
categories anddrs and how point values will change over the course of the
Demonstration

b. Methodology for calculating and modifying the PHCS thresholds.

173. The Global Payment Program Funding and Mechanics Protocdpecifies the following

a. How PHCS may be defined, includiegteria for when multiple DPHs may
comprise a single Public Health Care System.

b. Methodology for establishing and modifying annual global budgets for each
PHCS.

c. Technical guidance on how eligible services to the uninsured are defined,
accounted for and perted.

d. Reporting schedule for PHCS to report services provided under the GPP.

e. Transfer of IGTs, interim payment and final payment reconciliation mechanics and
schedules.

f. Methods for redistributing unused portions of annual global budgets among PHCS
that exceeded their point threshold

174. Evaluations of provider expenditures and activities under the global payment
program.

a. Thestatewill conducttwo evaluations of provider expendituiasd activities
under the global payment methodology. The first evaludtisimg 24 months of
data) will occur at the midpoint of the demonstratidime second will occur as
part of the interim evaluation report due at the enGPRP PY4.

b. As the Global Payment Program is testing a new approach to financing care to the
remaning uninsured, the two evaluations will monitor the implementation and
impact of the demonstration to inform hawprovements to the GPP can be
made following the expiration of the Demonstration

c. Both evaluations will examine the purpose and aggregate impact of the GPP, care
provided byPHCSa nd pati entsdo experience, with :
benefits and challenges of this innovative payment approach.

d. To ensure the GPP is achieving guals of promoting value, not volumégt
evaluations will addredsy each individual PHCSat baseline and under t&#P
methodology:

i. The number of uninsured individuals served
ii. The number and types of services provided,
iii. Expenditures associated with teervices provided,
iv. Expenditureghat the evaluators estimate were avoided or reddwedo
the Global Payment Prograrihe ratio of theGPP fundingo uninsured
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uncompensated care cost compared todtie in Y 20142015 ratio of
SNCPand DSH paymestto uninsured uncompensated care cost
including how and why the ratio of payment to uninsured uncompensated
cost has evolved compared to the prior DSH and SNCP methodologies
v. An asseswent ofthe effects of th&PPon care delivery and costs
vi. In determning uncompensated care costs, the evaluationstshall
conducted at both the 100 percent and 175 percent UCC |leaslsdont
for the recognition of cost levels specific to Califorimdederal lanset
forth in section 4721(e) of the Balanced Budget @ct997 (P.L. 10533)
and in section 607 of the Medicare, Medicaid, and SCHIP Balanced
Budget Refinement Act of 1999 (P.L. 1083).

e. As part of the evaluation of the overall success of the GPP, in addition to the
items above, for the second evaluatiotypthe evaluation will also examine
factors to evaluate the objectives of the GPP program, including the extent to
which the GPP encouraged or improved:

i. Care in more appropriate settings, to ensure that patients are seen in the
right place and given thight care at the right time.
ii. Changes in resource allocation
iii. Improvements in workforce involvement and care team transformation
under the demonstration

f. Both evaluations will include narrative hospital safsessments of the successes

and challenges of hGPP.

g. The evaluations are not intended to be the basis of funding changes to the
Uncompensated Care Pool during the term of the demonstration

175. Coordination with DSH

a. To maintain budget neutrality, the state will not make DSH payments and
uncompensated care payments to hospitals participating in the GPP that are
authorized under the state plan.

b. Hospitals that meet DSH eligibility criteria and which are not particigatiithin a
PHCS may receive DSH payments under the applicable provisions of Attachment
4.19A of the state plan, as modified pursuant ttadhment NNDSH Coordination
Methodology).

176. Discontinuation of GPP
DHCS may, in consultation with the participating PHCS, discontinue the GPP in any
subsequent state fiscal year(s) for the remainder of the Demonstration and revert to
financing uncompensated care costs for Medicaid and uninsured patients under the DSH
progam pursuant to the state plabHCS shall notify CMS no later than 30 days prior to
the start of the initial state fiscal year for which the GPP will be discontinued. DHCS will
follow the appropriate processes as is necessary to facilitate DSH payonaffestied
PHCS under the State plan.

177. DSH Payments and FFY
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The state is not authorized to make a DSH payment under the Medicaid state plan for any
hospital for any federal fiscal year (FFY) in which the hospital is eligible for a GPP
payment for the avsesponding GPP Program Year (PY). Each PY corresponds with the
FFY that begins during the PY, except that GPP PY 1 corresponds with FFY 2016. A
DSH payment is considered to be made for a FFY if the payment would count against the
DSH allotment for thaFFY. In the event that the GPP is not authorized for a full PY, the
state is prohibited from making duplicate GPP and DSH payments teeligfiite

hospitals and must submit, subject to CMS approval, a method for allocating GPP and
DSH payments to avoid @lication during the affected period

XIII. Uncompensated Care Reporting

178. Independent Report on Uncompensated Care.

The following describe the requirements for two independent reports on uncompensated
care.

a. Description. The state must commission two reports from an independent entity on
uncompensated care in the state.

I. The first report, due May 15, 2016, will focus Dasignated Public Hospitals
The objective of this report will be to support a determination chpipeopriate
level of Uncompensated Care Pool funding at those providers in years two through
five of the demonstration. CMS will provide a formal determination of the
funding levels for demonstration years two through five within 60 days of receipt
of thecomplete report.

ii. The second report, due June 1, 2017, will focus on uncompensated care, provider
payments and financing across hospital providers that serve Medicaid beneficiaries
and the uninsured under the current demonstration. The report will include
information that will inform discussions about potential reforms that will improve
Medicaid payment systems and funding mechanisms and the quality of health care
services for Californiabs Medicaid benef

179. The state must assuteat $1,000,000 is available to complete the repdftsiding made
available for the reports from netate entities, such as foundations, would satisfy this
requirement even if such funds did not flow through the state.

180. Contents of the Reports Theanalysis will be completed in two separate reports

a. The First Report. The first repormust review the impact of the uncompensated
care pool on those providers who participate in the UC pool with respect to:

i.  Uncompensated care providddhe cost of uncompensated care
provided to uninsured individuals, distinguishing between costs
associated with charity care from those associated with bad debt, and
the extent that historical pool payments have addressed these costs.

ii.  Medicaid provider payent rates;

iii.  Medicaid beneficiary access; and
iv. Role of managed care plans in managing care.
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b. The Second ReportThe second report will include the elementsubsection
(a) of this STCwith respect to all Medicaid hospital providers in the state,
includingdata from the first report, and will also include a comparable
examination of provider financing for those providers who serve the Medicaid
population and the loncome uninsured. In addition, the second report will
include:
i. The role of the PRIMPprogram for designated public hospital systems.

ii. A detailed description and analysis of the current Medicasgpital
payment and financing system, with a major focus on services currently
supported with pool funds;

lii. The financing of overall uncompensatedein the state and the financing
of providers that play a significant role in serving the Medicaid population
and the low income uninsured, and the extent to which pool funds are
needed to cover uncompensated care;

iv. Reporting ofhow uncompensated carestthangedsince implementation
of the ACA expansion

v. Information to support the goal for public health care systems to become
self-sustaining entities that are not reliant on pool funds beyond 2020

vi. Informationthat will inform discussions about potential reforms that will
improve Medicaid payment systems and funding mechanisms and the
gual ity of health care services for
for the uninsured.

c. Both Reports. Both reports sbuld provide the following information for the
hospital providers covered in the respective reports:
i. Total hospital system revenue from all payors

ii. Total Medicaid revenue (including patient care revenue and all other
Medicaid revenue such as demonstraterenue and incentive payments)

iii. Total Medicaid patient care revenue

iv. Total safety net care pool revenue

All data presented in each report must be submitted to CMS in unlocked Excel worksheets to
assist in review of the analysis

2. Monitoring and Potential Reductions

a. Monthly monitoring calls with the state will include an update of progress on the
report as noted in monitoring section of the STCs.

b. If the state does not timely submit a final report, including all requested analyses and
recommendations, the stateb6s expenditure
be reduced by $500,000. The state may seek, and CMS may grant, relief from this
reduction, if needed.
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181.

182.

XIV.  GENERAL FINANCIAL REQUIREMENTS UNDER TITLE XIX

Quarterly Reports. The State will provide quarterly expenditure reports using the form
CMS-64 to report total expenditures for services provided under the Medicaid program, and
expenditu«Caaad2pr ovi ded
demonstration under section 1115 authority which are subject to budget neutrality. This

toseparately

identify

project is approved for expenditures applicable to services rendered during the

demorstration period. The CMS will provide FFP for allowable demonstration expenditures
only as long as they do not exceed thegeBned limits on the costs incurred as specified

in Section XI (Monitoring Budget Neutrality).

Reporting Expenditures under the Demonstration. In order to track expenditures under
this demonstration, California will report demonstration expenditures through the Medicaid
and Children's Health Insurance Program Budget and Expenditure System (MBES/CBES),

following routine CMS64 reporting instructions outlined in section 2500 of the State

Medicaid Manual (SMM).

a. All demonstration expenditures claimed under the authority of title XIX of the Act
must be reported each quarter on separate -6M$Waiver and/or 64.9P Waiver
forms, icentified by the demonstration project number assigned by CMS (including
the project number extension, which indicates the demonstration year in which
services were rendered or for which capitation payments were made). For
monitoring purposes, costs settients must be recorded on Line 10.b., in lieu of
Lines 9 or 10.c. For any other costs settlements (i.e., those not attributable to this
demonstration), the adjustments should be reported on Lines 9 and 10.c., as
i nstructed in ged/dubject toThie budgeteneutralityi e x p e n ¢

i sSTA3 i ned i n

cap, 0

t he

b. For each demonstration year, thittyee (33) separate Forms CN8.9 Waiver

andor 64.9P Waiver must be completed to report expenditures for the following

demonstration expenditures. The eligibility groups (E&&) Demonstration

Programghat are used for calculation of the budget neutrality limit described in
STC 148 and the specific waiver names to be used to identify these separate Forms

CMS-64.9 Waiver and/or 64.9P Waiver are described below

Eligibility Group (EG) or
Demonstration Program
(OP)

Demonstration
Expenditures

CMS 64 Waiver Form

UrbanFamilyi TPM/GMC

Family & Childreni Pre
2013 TPM/GMC counties,
excludes those in CCI
counties

Includes low income
pregnant women

A-FamilyU TPM/GMC
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Eligibility Group (EG) or
Demonstration Program
(DP)

Demonstration
Expenditures

CMS 64 Waiver Form

Rural Familyi TPM/GMC

Family & Childreni 2013
managed care expansion R(
COHS counties (including
San Benito and Imperial
counties)

Includes low income
pregnant women

A-FamilyR TPM/GMC

SPDi TPM/GMC

Seniors & People with
Disabilitiesi Includes partial
dual eligibles without
MedicarePart A or B;
Excludes those in CCI
counties.

A-SPD TPM/GMC

Duals- TPM/GMC

Beneficiaries with Medicare
Part A and Bexcludes those
enrolled in CCI counties

A-Duals TPM/GMC

UrbanFamilyi COHS

Family & Childreni Pre
2013 expansion COHS
countiesexcludes those in
CCI counties

Includes low income
pregnant women

A-FamilyU COHS

Rural Family- COHS

Family & Childreni 2013
managed care expansion
COHS counties

Includes low income
pregnant women

A-FamilyR COHS

SPDi COHS

Seniors & People with
Disabilitiesi Includes partial
dual eligibles without
Medicare Part A or B)
Excludes those enrolled in
CCI counties

A-SPD COHS

Duals- COHS

Beneficiaries with Medicare
Part A and Bexcludes those
enrolled in CCI counties

A-Duals COHS
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Eligibility Group (EG) or
Demonstration Program
(DP)

Demonstration
Expenditures

CMS 64 Waiver Form

MLTSS Familyi
TPM/GMC

Family & Children in
TPM/GMC CCI counties

Includes low income
pregnant women

A-Family TPM/GMC CCI

MLTSS SPDs TPM/GMC

Seniors & People with
Disabilities in TPM/GMC
CClI counties

A-SPD TPM/GMCCCI

MLTSS Duals- TPM/GMC

Beneficiaries with Medicar
Part A and B in TPM/GMC
CCI counties not enrolled in
Medi-Connect

A-Duals TPM/GMCCCI

CalMedi-Connect
TPM/GMC

Beneficiaries with Medicare
Part A and B enrolled in Cal
Medi-Connect in TPM/GMC
CClI counties

A-CalMedi TPM/GMC CCI

MLTSS Familyi COHS

Family & Children receiving
MLTSS in COHS CCI
counties

Includes low income
pregnant women

A-Family COHSCCI

MLTSS SPDs COHS

Seniors & People with
Disabilities in COHS CCI
counties

A-SPDCOHSCCI

MLTSS Duals- COHS

Beneficiaries with Medicare
Part A and B in COHS CCI
counties not enrolled in Gal
Medi-Connect

A-Duals COHSCCI

CalMedi-Connect COHS

Beneficiaries with Medicare
Part A and B enrolled in CGal
Medi-Connect in COHS CCI
counties

A-CalMedi COHSCCI

CBAS* Community Based Adult CBAS
Services
New Adult Group* New adult groupgection New Adult Group

1902(a)(10)(A)(H(VI) of
the Act)

Global Payment Program fo

the Remaining Uninsured

Global Payment expenditurg

Global
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Eligibility Group (EG) or
Demonstration Program
(DP)

Demonstration
Expenditures

CMS 64 Waiver Form

Disproportionate Share
Hospital Payments

Continuing DSH not include
in Global. Each reported
DSH payment must be
associated with the
appropriate FFY DSH
allotment, and with the DY
that includes the start date g
the FFY for the DSH
allotment.

DSH

Public Hospital Redesign
ard Incentives in MedCal

Domain 1: Outpatient
Delivery System
Transformation and
Prevention

PRIME-Domain 1

Domain 2: Targeted High
Risk or HighCost
Populations

PRIME-Domain 2

Domain 3: Resource
Utilization Efficiency

PRIME-Domain 3

IHS Uncompensated Care

Uncompensated care
payments to IHS and 638
Facilities (IHS)

UC-IHS

Designated State Health
Programs

California Children Services
- Designated State Health
Program

CCS- DSHP

Genetically Handicapped
Persons Program
DesignatecState Health
Program

GHPPi DSHP

Medically Indigent Adult
Long Term Care Designateg
State Health Program

MIALTC 7 DSHP

Breast & Cervical Cancer
Treatment Program
Designated State Health
Program

BCCTPi1 DSHP

AIDS Drug Assistance
Program- Designated State
Health Program

ADAP- DSHP

Workforce Development
Programs Designated State

Health Program

Worki DSHP
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Eligibility Group (EG) or
Demonstration Program
(DP)

Demonstration
Expenditures

CMS 64 Waiver Form

Department of
Developmental Services
Designated State Health
Program

DDS1 DSHP

Prostate Cancer Treatment
Program- Designatedstate
Health Program

PCTRDSHP

DMC-ODS*

Drug MediCal Organized
Delivery System

DMC-ODS

Dental Transformation
Incentive Program

Dental Transformation
Incentive Program
expenditures

Dental Trans

Whole Person Care Pilots

Whole Person Care Pilots
expenditures

Whole Person

* Not e: These

described below.

expenditures

are excluded from

c. Pharmacy Rebates and FQHC Wrap Payments. Pharmacy rebates and wrap payments to
federally qualified health centers (FQHC) are excluded from the determination of budget
neutrality, and therefore should be reported orGhES-64.9Baseand/or 64.9MBase

forms.

d. The following table indicates how expenditures will be reported by DY for programs in
which the program year may not coincide with a DE&«penditures for all EGissted in
the table in (b) above that do not appear in the table below must be rdpoD&d
according to the daie whichservicesvererenderedr for which capitation payments
weremade except that expenditures with service dates between July 1 and December 31,
2015 should be reported for DY 11.

GPP DSH
Report | Payments Payments PRIME WPC
0} Subject
Payments| Payments
Program | to FFY by DY by PY
Year DSH y y
(PY) Allotment
DY 11 PY 1 2016 DY 11 PY 1
DY 12 PY 2 2017 DY 12 PY 2
DY 13 PY 3 2018 DY 13 PY 3
DY 14 PY 4 2019 DY 14 PY 4
DY 15 PY 5 2020 DY 15 PY 5

Payments| Spending

PY 1 2016
PY 2 2017
PY 3 2018
PY 4 2019
PY 5 2020

e. For each Demonstration year, a separate Forms-eM&ELU Waiver and/or 64.21UP
Waiver must be completed to report expenditures for the following demonstration
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expenditures. Thspecific waiver names to be used to identify these separate Forms
CMS-64.21U Waiver and/or 64.21UP Waiver appear in brackets below:
i. MCHIP: The CMS 64.2-Waiver form must be completed to report expenditures
for the Medicaid expansion demonstration popalat{MCHIP].

f. Reporting member monthReporting Member Months. The following describes the
reporting of member months for demonstration populations.

I. For the purpose of calculating the budget neutrality expenditure limit and for other
purposes, the stateust provide to CMS, as part of the Quarterly Report required
under paragrapB5, the actual number of eligible member monthsefach ofthe
EGs describe¢b) above The state must submit a statement accompanying the
Quarterly Report, which certifies the accuracy o$ ihformation. To permit full
recogni tpiroonc eosfs ofiienl i gi bi lity, reported c
subject to revision.

i. Thetermiel i gi bl e meferbte the nomobertofimenihs in which
persons are eligible to receive services. Fange, a person who is eligible for 3
months contributes 3 eligible member months to the tdwabo individuals who
are eligible for 2 months each contribute 2 eligible member months to the total, for
a total of 4 eligible member/months.

iii. Eligible membemonths for July througbecembeR015will apply to DY 11
under MediCal 2020, and not DY 10 or Bridge to Reform

183. Expenditures Subject to the Budget Neutrality Cap.For purposes of this section, the
term Nnexpenditures subject to the budget ne!
identified inSTC 195, except for those designated for exclusion (*). All expenditures that
are subject to the budget neutrality eaip considered demonstration expenditures and must
be reported on Forms CM&1.9 Waiver and/or 64.9P Waiver, and CMS284Waiver
and/or 64.21P Waiver

184. Administrative Costs. Administrative costs will not be included in the budget neutrality
limit, but the State must separately track and report additional administrative costs that are
directly attributable to the Demonstration on Forms 64.10 Waiver and/or 64.10P Waiver.

185. Claiming Period. All claims for expenditures subject to the budget neutrality cap (including
any cost settlements) must be made within 2 years after the calendar quarter in which the
State made the expenditures. All claims for services during the Demimmspatiod must
be made within 2 years after the conclusion or termination of the Demonstration. During
the latter 2 year period, the State must continue to identify separately net expenditures
related to dates of service during the operation of the Dstmation on the CM$%4 waiver
forms in order to properly account for these expenditures in determining budget neutrality.

186. Standard Medicaid Funding Process.The standard Medicaid funding process must be
used during the Demonstration. California musteste matchable Medicaid expenditures
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(total computable and Federal share) subject to the budget neutrality cap and separately

report these expenditures by quarter for each Federal fiscal year on Forf8TCigiSoth

the Medical Assistance Payments (MARp&tate and Local Administration Costs (ADM).

CMS shall make Federal funds available base:
CMS. Within 30 days after the end of each quarter, the State must submit the appropriate

Form CMS64 quarterly Medicai@xpenditure report, showing Medicaid expenditures made

in the quarter just ended. CMS will reconcile expenditures reported on the Fora8€MS

with Federal funding previously made available to the State, and include the reconciling
adjustment in the finatation of the grant award to the State.

187. Extent of Federal Financial Participation for the Demonstration. Subject to CMS
approval of the source(s) of the nbaderal share of funding and in accordance with
paragraph80 entitledCertified Public Expenditures CMS will provide FFP at the
applicable Federal reimbursement rate as outlined below, subject to the limits described in
Section XI:

a. Administratve costs, including those associated with the administration of the
Cal i f MedrGal&2@8Demonstration.

b. Net medical assistance payments/expenditures and prior period adjustments paid in
accordance with the approved State Plan.

c. Expenditures associated with expenditure authorities granted for the demonstration.

188. Sources of NorFederal Share. The state certifies thatage and local monies are used as
matching funds for thdemonstration. Theaate further certifies that suchrfds shall not be
used & matching funds for any othexderal grant or contract, except as permittethiwy
All sources of the noffiederal share of funding must be compliant with section 1903(w) of
the Act and any applicable regulations, i.e., aredeotved from impermissiblprovider
taxes or donations oedleral fundgunless the otheetleral funding source by law allows
use of federal funds for matching purposds)rther, these sources andtdbution of
monies involving éderal match are sulofeto CMS approvalUpon review of the sources
of the nonfederal share of funding and distribution methodologies, any sources deemed
unacceptable by CMS shall be addressed within the time frames set byFo¥MSon
federal share funding using intergowerental transfers, the funding entity shall certify that
the funds transferred quilifor federal financial participation purant to 42 CFRart 433
Subpart B, and are not derived from impermissible sources such as recycled Medicaid
payments, federal mey excluded from use as state match, impermissible taxes, and non
bona fide providerelated donationsThe gsate must have permissible sources for the non
federal share aemonstratiorxpenditures, which may include CPEs or permissible
Intergovernmentarransfers (IGTs) from governmenperated entities and state funds.
Sources of noifiederal funding shall not include provider taxes or donations impermissible
under section 1903(w), impermissible intergovernmental transfers from providers, or federal
funds received from federal programs other than Medicaid (unless expressly authorized by
federal statute to be used for claiming purposes, and the federal Medicaid funding is
credited to the other federal funding source). For this purpose, federal fundsiiidude
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PRIME payments, patient care revenue received as payment for services rendered under
programs such as the DesiggwhState Health Programdedicare, or Medicaid.

189. Monitoring the Demonstration. The State will provide CMS with information to
effectively monitor the Demonstration, upon request, in a reasonable time frame.

190. CostClaiming. All costs will be claimed in accordance with OMB CirculaBA as
definedwithin Attachment Fand any other cost claiming methodologies or protocols
approved by CMS under this Demonstration.

XV. GENERAL FINANCIAL REQUIREMENTS UNDER TITLE XXI

191. Quarterly Expenditure Reports. The State must report State Plan and Demonstration
expenditures usingthe Meda i d and Chi |l drenés Health I nsur
Expenditure System (MBES/CBES), following the routine CMS MBES system instructions.

The State shall report on separate forms, @GM21U Waiver and/or CM$4.21UP

Waiver, for Title XXI Demonstratioexpenditures for Medicaid Expansion children eligible

for title XXI funding. This project is approved for expenditures applicable to services

rendered during the Demonstration period. CMS will provide FFP only for allowable
Demonstration expenditurestha do not exceed the Stateds ave

192. Reporting Expenditures Under the Demonstration. In order to track title XXI
expenditures under this Demonstration, the State will report Demonstration expenditures
through the MBES/CBES, following routine CMS MBES system instructions. The State
will report Title XXI Demonstration expenditures on separForms CM$4.21U Waiver
and CMS64.21UP Waiver, identified by the Demonstration project number assigned by
CMS (including project number extension, which indicates the demonstration year in which
services were rendered or for which capitation payme&ate made). Once the appropriate
waiver form is selected for reporting expenditures, the State must identify the program code
and coverage.

a. The State must submit all claims for expenditures related to the Demonstration
(including any cost settlementsjthin 2 years after the calendar quarter in which
the State made the expenditures. Furthermore, the State must submit all claims for
services during the Demonstration period (including cost settlements) within 2
years after the conclusion or terminatidrite Demonstration. During they&ar
period, the State must continue to identify separately, on the FormG6aVi&L,
net expenditures related to dates of service during the operation of the
Demonstration.

b. The State will use standard MCHIP funding pisscduring the Demonstration.
The State must estimate matchable MCHIP expenditures on the quarterly Form
CMS-37. On a separate CM¥, the State shall provide updated estimates of
expenditures for the Medicaid Expansion Demonstration population. CMS will
mke Federal funds avail able based upon
CMS. Within 30 days after the end of each quarter, the State must submit the
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Form CMS64.21 quarterly CHIP expenditure report. CMS will reconcile
expenditures reported on the ForiE-64.21 with Federal funding previously
made available to the State, and include the reconciling adjustment in the
finalization of the grant award to the State.

c. The State will certify State/local monies used as matching funds for the
Demonstration and M/ further certify that such funds will not be used as
matching funds for any other Federal grant or contract, except as permitted by
Federal law.

193. Limitations on Title XXI Funding. The State will be subject to a limit on the amount of
Federal title XXIfunding that the State may receive on Demonstration expenditures during
the Demonstration period. Federal title XXI funding available for Demonstration
expenditures is |imited to the Stateds avail
reallocated fads. Should the State expend its available title XXI Federal funds for the
claiming period, no further enhanced Federal matching funds will be available for costs of
the approved title XXI separate child health program or Demonstration until the next
allotment becomes available.

a. Tot al Federal title XXI funds for the S
XXl State plan and this Demonstration)
allotment and reallocated funds. Title XXI funds (i.e., the alésthor reallocated
funds) must first be used to fully fund costs associated with the State plan
population. Demonstration expenditures are limited to remaining funds.

b. Total expenditures for outreach and other reasonable costs to administer the title
XXISt ate plan and the Demonstration that
XXI allotment may not exceed 10 percent of total title XXI expenditures.

Premium contributions under the Demonstration shall be reported to CMS on Forl@ICMS
Waiver, Line 29, irorder to assure that the Demonstration is properly credited with
premium collections.

If the state exhausts the available title XXI Federal funds in a Federal fiscal year during the
period of the demonstration, the State must continue to provide covertgeapproved

title XXI State plan separate child health program population and the demonstration
population with State funds.

XVI.  MONITORING BUDGET NEUTRALITY FOR THE DEMONSTRATION

194. Budget Neutrality Effective Date. All STCs, waivers, and expenditure authorities relating
to budget neutrality shall be effective beginniiagnuary 1, 2016. Notwithstanding this
effective date, expenditures made by California for Safety Net Care Uncompensated Care
Pool payments during tiemporary extension period of November 1, 2015 through
December 31, 201%=nd Medicaid service expenditures for managed care populations and
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DSHP expenditures from July 1 to December 31, 201t be applied against
Demonstration Year 11 (DY 1lxeenditues.

195. Limit on Title XIX Funding. California will be subject to a limit on the amount of Federal
title XIX funding that California may receive on selected Medicaid expenditures during the
period of approval of the Demonstration. The selected Medicaehekpres consist of the
expenditures for the range of services included in the managed care contracts and used to
develop the without waiver per member per month limits under the Demonstration. The
limit will consist ofthree parts, and is determined Isjng a per capita cost method
combined with an aggregate amount based on the aggregate annual diverted upper payment
limit determined for designated public hospitals in California and disproportionate share
hospital (DSH) allotments. Spending under thedaicheutrality limit is authorized for (1)
managed care population expenditures for the following grodggsily and childrendual
eligibles, andSPD, (2) all spending related to approved expenditure authorities. Budget
neutrality expenditure targetseatcalculated on an annual basis with a cumulative budget
neutrality expenditure limit for the length of the demonstration extension (January 2016
through June 2020). Actual expenditures subject to the budget neutrality expenditure limit
must be reportedybCalifornia using the procedures described in the section for General
Financial Requirements Under Title XIXThe data supplied by the State to CMS to
calculate the annual limits is subject to review and audit, and if found to be inaccurate, will
resulti n a modi fied budget neutrality expenditu
compliance with these annual limits will be done using the Schedule C report from the
MBES/CBES system.

196. Risk. California will be at risk for the per capita cost for demaaign enrollees under this
budget neutrality agreemeibit notfor the number of demonstration enrollees in each of
the groups By providing FFP for all demonstration enrollees, California will not be at risk
for changing economic conditions which ingpanrollment levels. However, by placing
California at risk for the per capita costs for demonstration enrollees, CMS assures that the
federal demonstration expenditures do not exceed the level of expenditures that would have
occurred had there been nengonstration.

197. Budget Neutrality Annual Expenditure Limit. For each DYthreeannual limits are
calculated.

a. Limit A. For each year of the budget neutrality agreement an annual budget
neutrality expenditure limit is calculated for each eligibility ggd&G) described as
follows:

i. An annual EG estimate must be calculated as a product of the number of
eligible member months reported by the State for that EG under the
section entitled General Reporting Requirements, times the appropriate
estimated per nmber per month (PMPM) costs from the table in
subparagraph (iii) below.

il. Actual expenditures for the CBAS benefit will be included in the
expenditure limit for the demonstration project. The amount of actual
expenditures to be included will be the actual cost of providing the CBAS
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services (whether provided through managed cafeefor-service) to

the SPD Medicaibnly population and to dual eligible.

Actual expenditures for the DMODS benefit will be included in the
expenditure limit for the demonstration project. The amount of actual
expenditures to be included will ige actual cost of providing the DMC
ODS benefit to the eligible population;

The PMPMs for each EG used to calculate the annual budget neutrality
expenditure limit for this Demonstration is specified below.

Eligibility
Group
(EG)

Trend
Rate

DY 11
PMPM

DY 12
PMPM

DY 13
PMPM

DY 14
PMPM

DY 15
PMPM?3

State Plan Groups

Urban
Familyi
TPM/GMC

4.00%

$196.82

$204.69

$212.88

$221.40

$230.26

Rural
Familyi
TPM/GMC

4.00%

$172.17

$179.06

$186.22

$193.67

$201.42

SPDI
TPM/GMC

4.00%

$899.54

$935.52

$972.94

$1,011.86

$1,052.33

Duals-
TPM/GMC

3.28%

$121.84

$125.84

$129.97

$134.23

$138.63

Urban
Family i
COHS

4.00%

$224.03

$232.99

$242.31

$252.00

$262.08

Rural
Family -
COHS

4.00%

$183.36

$190.69

$198.32

$206.25

$214.50

SPDi
COHS

4.00%

$1,719.62

$1,788.40

$1,859.94

$1,934.34

$2,011.71

Dualsi
COHS

2.47%

$450.10

$461.22

$472.61

$484.28

$496.24

MLTSS
Familyi
TPM/GMC

4.00%

$195.32

$203.13

$211.26

$219.71

$228.50

MLTSS
SPDsi
TPM/GMC

4.00%

$1,093.06

$1,136.78

$1,182.25

$1,229.54

$1,278.72

MLTSS
Duals-
TPM/GMC

3.40%

$774.83

$801.17

$828.41

$856.58

$885.70

CalMedi-

3.40%

$774.83

$801.17

$828.41

$856.58

$885.70
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Eligibility | Trend DY 11 DY 12 DY 13 DY 14 DY 15
Group Rate PMPM PMPM PMPM PMPM PMPM?3
(EG)!
Connect
TPM/GMC
MLTSS
Familyi | 4.00%| $222.30 | $231.19 | $240.44 | $250.06 | $260.06
COHS
MLTSS
SPDs- 4.00%| $2,114.13| $2,198.70| $2,286.65| $2,378.12| $2,473.24
COHS
MLTSS
Duals- 1.61%| $663.28 | $673.96 | $684.81 | $695.84 | $707.04
COHS
CalMedi-
Connect | 1.61%| $663.28 | $673.96 | $684.81 | $695.84 | $707.04
COHS

Hypothetical Populations
CBAS | 3.16%] $1,166.69| $1,203.56| $1,241.59| $1,280.82| $1,321.30
Key: TPM =Two Plan Model counties, GMC = Geographic Managed Care counties
' The applicable reporting forms for expenditures in each eligibility group are described in
STC182
>These PMPMs are the trended baseline costs used for purposes of calculating the impact of
the hypothetical populations on the overall expenditure limit. As described in paragraph
(a)(ii) and (a)(iii) above, the actual expenditures for these hypcahpbpulations are
included in the budget neutrality limit

b. Limit B. The amount of the designated public hospital spending as determined in the
chart below. The state is prohibited from changing the reimbursement methodology
or amounts of supplemental payments approved in the Medicaid state PFlanuamny
1, 205 that result in higher overall reimbursement without recalculating the Upper
Payment Limit (UPL) for the period of the new or modified payments and adjusting
the UPL diversion if necessary.

Total Computable IP Unspent Public Hospital
Amounts
DY 11 $863,054,068
DY 12 $863,054,068
DY 13 $863,054,068
DY 14 $863,054,068
DY 15 $863,054,068
5 Year Total $4,315,270,3@

c. Limit C. Annual DSH allotments for California, as determined under section 1923(f)
of the Act and 42 CFR 447 Subpart E. For each DY, Limit C will be the total
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computable equivalent of the DSH allotment for the federal fiscal year (FFY) that
begins during the DYgalculated using the FMAP in effect for the largest portion of
the FFY to which the DSH allotment pertains. For DY 11, Limit C will be the total
computable equivalent of the DSH allotment for the FFY 2016.

d. The annual budget neutrality expenditure limit for the Demonstration as a whole is
the sum ofimits A, B, and C Theoverallbudget neutrality expenditure limit for the
Demonstration is the sum of the annual budget neutrality expenditure limits. The
Federal share of the overall budget neutrality expenditure limit represents the
maximum amount of FFP that California can recéoreexpenditures on behalf of
demongration populations as well @@monstration expenditure authorities under the
demonstration programs (GPP, WPC, PRIME, DSHP, IHS, and DTI) described in
these STCs

e. California must present to CMS for approval MCO ttact modifications to include
an increase in PMPM amounts due to adjustments associated with the inpatient
hospital provider tax. The with waiver and without waiver budget neutrality PMPM
limits will be adjusted for each EG with an affected rate duegoirements in the
Affordable Care Act based on the increases in contracts, if necessary.

f. Savings Phaseut: Each DY, the net variance between the withoatver cost and
actual withwaiver cost will be reduced for selected Medicaid population based EGs.
The reduced variance, to be calculated as a percentage of the total variance, will be
used in place of the total variance to determine overall budget neutrality for the
demonstration. (Equivalently, the difference between the total variance and reduced
variance could be subtracted from the withwuativer cost estimate.) The formula for
calculating the reduced variance is, reduced variance equals total variance times
applicable percentage. The percentages for each EG and DY are determined based
how long he associated population has been enrolled in managed care subject to this
demonstration; lower percentages are for longer established managed care
populations. The EGs affected by this provision and the applicable percentages are
shown in the table belavexcept that if the total variance for an EG in a DY is
negative, the applicable percentage is 100 percent.

EG Dvil | DY12 | DY13 | DYi4 | DY15
Urban
Familyi | 23% 23% 23% 23% 23%
TPMIGMC
Rural
Familyi | 100% | 100% | 100% 90% 80%
TPM/GMC
SPDI 100% | 90% 80% 70% 60%
TPM/GMC
oA | 23% 23% 23% 23% 23%
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198.

EG

DY 11

DY 12

DY 13

DY 14

DY 15

Urban
Familyi
COHS

23%

23%

23%

23%

23%

Rural
Family -
COHS

100%

100%

100%

90%

80%

SPDi
COHS

23%

23%

23%

23%

23%

Dualsi
COHS

23%

23%

23%

23%

23%

MLTSS
FamilyT
TPM/GMC

23%

23%

23%

23%

23%

MLTSS
SPDsi
TPM/GMC

100%

100%

100%

90%

80%

MLTSS
Duals-
TPM/GMC

100%

100%

100%

100%

90%

CalMedi-
Connect
TPM/GMC

100%

100%

100%
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1115A Duals Demo SavingdV/h e n
considered
Office of the Actuary (OACT) wilkestimate and certify actual title XIX savings to date
under the duals demonstration attributable to populations and services provided under the
1115(a) demonstrationThis amount will be subtracted from the 1115(a) budget neutrality

savings approved fothe renewal.

an
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Specifically, OACT will estimate and certify actual title XIX savings attributable to
populations and services provided under the 1115(a) demonstration following the
methodology below.

The actual title XIX savings attributable populations and services provided under the

1115(a) demonstration are equal to the savings percentage specified in the 1115A duals
demonstration MOU multiplied by the 1115A demonstration capitation rate and the

number of 1115A duals demonstration benefiemenrolled in the 115(a)
demonstrationl 1 1 5A Demonstration capitation rate
and Medicaid Coordination Office (MPLAN),
Of fice of the Actuary ( OACTupries. Rerthe MDA cer t
duals demonstration MOU, the actual Medicaid rate paid for beneficiaries enrolled in the
1115A demonstration is equivalent to the s
an established savings percentage (as outlined in thiebethaw). The state must track

the number of member months for every Mediddedlicaid enrollee (MME) who

participates in both the 1115(a) and 1115A demonstration.

The table below provides an illustrative example of how the savings attributable to
populations and services provided under the 1115(a) demonstration is calculated

A. B. C. D. Savings | E. Member F. Amount
1115A Medicaid Medicaid | Per Month | Months of subtracted
Demonstration | Capitation Savings (B*C) MMEs who from 1115(a)
Year Rate Percentage participated BN savings/
(hypothetical) | Applied in 1115A and | margin
Per MOU 1115(a) (D*E)
(average) Demos
(estimated)

DY 1 $1,000 PMPM| 1% $10 PMPM | 1,000 1,000* $10
PMPM =
$10,000

DY 2 $1,000 PMPM| 2% $20 PMPM | 1,000 1,000 * $20
PMPM =
$20,000

DY 3 $1,000 PMPM| 4% $40 PMPM | 1,000 1,000 * 40
PMPM =
$40,000

In each quarterly report, the state must provide the information in the-abowed chart

(replacing estimated figures with actual data). Should rates differ by geographic area and/or

rating category within the 1115A demonstration, this table should e fdo each geographic

area and/ or rating category. I n addition, t
1115(a) BN savingso in the updated budget neu
each quarterly report.
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Finally, in each garterly CMS64 submission and in each quarterly report, the state must
ndicate in
purposes, the state reports the following information:
a. Number of MedicaréVedicaid enollees served under the 1115 duals demonstration =
[Insert number]
b. Number of member months[lsert number]
c. PMPM savings per dual beneficiary enrolled from the 1115A duals demonstration =
[Insert number]
The State must make the necessary retroactivetadjoss to the budget neutrality worksheets to
reflect modifications to the rates paid in the 1115A demonstration. This must include any
Medicaid payment triggered by the risk corridor, IGTs, or other retroactive adjustments. The
State must add additionablumns to the chart above in subsequent quarterly reporting to reflect
those adjustments.

t he

not es

sectii

on:

AFor

purposes

By DecembeBl, 2016, California must submit to CMS a completed version of the table above,
covering the period from the implementation of the 1115A diesonstration through October

31, 2015, to support OACT estimation and certification of actual title XIX savings attributable to
populations and services provided under the 1115(a) demonstration attributable to the 1115A
duals demonstration.

199.

Monitoring of New Adult Group Spending and Opportunity to Adjust Projections.For

each DY, a separate annual budget limit for the new adult group will be calculated as the
product of the trended monthly per person cost times the actual number of eligible/member
monthsas reported to CMS by the State under the guidelines set forth IA&ATL. The

trend rates and per capita cost estimates for the new adult group are likeethivie below.

DY 11
MEG TREND | DY | Dy12 | DY13 | DY14 | DY15

Neé"c;*:g"' 3.2% | $664.73| $686.00| $707.95| $730.61| $753.99

New Adult T

O ame | 326 | $521.37| $538.05| $555.27 | $573.04 | $591.38
a | f the Stateos

e X per i e mdukgroodandother fattaask e

up

that affect the costs of this population indicates that the new adult group PMPM limit
described above may underestimate the actual costs of medical assistance for the new
adult group, the State has the opportunity to submédjustment to the PMPM limit,

along with detailed expenditure data to justify this, for CMS review without

submitting an amendment pursuant to STC 7. In order to ensure timely adjustments

to the PMPM limit for a demonstration year, the revised projechast be submitted

to CMS by no later than 11 months into the demonstration year for which the
adjustment would take effect. Additional adjustments to the PMPM limit may be

made pursuant to the process outlined in (d) below.

b. The budget limit for the neadult group is calculated by taking the PMPM cost
projection for the above group in each DY, times the number of eligible member

California Med+Cd 2020 Demonstration
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months for that group and DY, and adding the products together across DYs. The
federal share of the budget neutrality capbtamed by multiplying total computable
budget neutrality cap by the federal share.

c. The State will not be allowed to obtain b
population. Excess spending for the new adult group does not count against the
budget neutrality limit defined in STLO7.

d. If total FFP reported by the state for the newleagroup should exceed the federal
share of FFP for the budget limit for the new adult group by more than 3 percent
following each demonstration year, the state will submit plan to CMS for further
modifying the PMPM limit as appropriate to ensure it isgstent with actual PMPM
expenditures for the new adult group. The plan must identify the cause of the
di screpancy between the statebds initial e
ti meline for revising the statebds project

200. Composite Fedeal Share Ratios.The Federal share of the budget neutrality expenditure
limit is calculated by multiplying the limit times the Composite Federal Share Ratio. The
Composite Federal Share Ratio is the ratio calculated by dividing the sum total of FFP
received by California on actual Demonstration expenditures during the approval period, as
reported through MBES/CBES and summarized on Schedule C with consideration of
additional allowabléemonstration offsets such as, but not limited to premium collections
and pharmacy rebates, by total computable Demonstration expenditures for the same period
as reported on the same forms.

201. Budget Neutrality Monitoring Tool. The state and CMS will jointly develop a budget
neutrality monitoring tool (using a mutually agreeable spreadsheet program) for the state to
use for quarterly budget neutrality status updates and other in situations when an analysis of
budget neutralitys required. The tool will incorporate the C Report for monitoring actual
expenditures subject to budget neutrality. A working version of the monitoring tool will be
available for the stateb6s first Quarterly Pl

202. Enforcement of Budget Neutrality. CMS shall enforce the budget neutrality agreement
over the life of the demonstration extension, which will be from November 1, 2015 through
December 312020. The budget neutrality test for the demonstration extension may
incorporate nesavings from the immediately prior demonstration period of November 1,
2010 through December 31, 2015 (but not from any earlier approval period). To incorporate
savings from the November 1, 2010 through December 31, 2015 approval period, California
must povide CMS a certified and audited final assessment of budget neutrality for that
period in which demonstration expenditures totals are consistent with the amounts reported
by the state on the CM& report (as summarized in the C Report). Historicatimé&dion
about the budget neutrality test for Calif o
LL.

203. Exceeding Budget Neutrality. If the budget neutrality expenditure limit defined in STC
197 has been exceeded at the end of the demonstetiensio period (including Savings
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PhaseOut), the excess Federal funds must be returned to CMS. If the Demonstration is
terminated prior to the end of the budget neutrality agreement, the budget neutrality test
shall be based on the time elapsed through thanation date.

XVII. EVALUATION OF THE DEMONSTRATION

211. Submission of Draft Evaluation Design The state must submit to CMS for approval,
within 180 days of the approval date of the M€dil 2020 demonstration and applicable
attachments, a draft evaluatidasign for all elements of the demonstration discussed
below, excluding PRIME. At a minimum, the draft design must include a discussion of the
goals, objectives, and specific hypotheses, including those that focus specifically on target
populations for ta demonstration, and more generally on beneficiaries, providers, plans,
market areas and public expenditures, as applicable. The updated design should be
described in sufficient detail to determine that it is scientifically rigorous including a
thoroughl documented data strategy.

212. Cooperation with Federal Evaluators.Should HHS undertake an evaluation of any
component of the demonstration, the state shall cooperate, to the greatest extent possible,
fully with CMS or the evaluator selected by HHS; ird#idn, the state shall submit the
required data to HHS or its contractor. Requests from HHS for information and data shall be
made in a timely manner and provide the state with an adequate timeframe to provide the
information as agreed to by CMS and thates

213. Evaluation Design

a. The design should describe how the evaluation and reporting will develop and be
maintained to assure its scientific rigor and completion. In summary, the demonstration
evaluation will meet all standards of leading academidinisins and academic journal
peer review, as appropriate for each aspect of the evaluation, including standards for the
evaluation design, conduct, interpretation, and reporting of findings. Among the
characteristics of rigor that will be met are the okbest available data; controls for and
reporting of the limitations of data and their effects on results; and the generalizability of
results.

b. The state and CMS agree that a robust evaluation is desired in order to, to the greatest
extent possible, detmine the causal impacts of the Demonstration. The state and CMS
will work to identify available data sources in order to allow for this type of evaluation,
including data sources that would provide the ability to use control and comparison
groups, wheravailable, as well as befeendafter studies. The design will include a
description of the quantitative and qualitative study design including a rationale for the
design selected. The discussion will include a proposed baseline and approach to
compariso. The discussion will include approach to benchmarking, and should consider
applicability of national and state standards. The application of sensitivity analyses as
appropriate shall be considered. The evaluation design must include descriptivesstatistic
that reflect the socioeconomic status and demographic composition of those served by
the demonstration, and will consider the impact of the demonstration on socioeconomic
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and demographic subgroups. The draft evaluation design must include a detailed
analsis plan that describes how the effects of the demonstration shall be isolated from
other initiatives occurring in the state. The level of analysis may be at the beneficiary,
provider, health plan and program level, as appropriate, and shall includatwopand
interventionspecific stratifications, for further depth and to glean potential non
equivalent effects on different sigjooups.

c. The state shall seek comment from the public on the development of its evaluation
design. The submitted designsnt descri be the stateds proce
from the public on the evaluation approach and questions to be addressed.

d The updated design must describe the state
entity, ensuring no conflict of interest.

e. The design, including the budget and adequacy of approach, is subject to CMS approval.
The budget and approach must be adequate to support the scale and rigor reflected in the
paragraph above.

f. Measures The draft evaluation design must discuss, for each hypothesis, as applicable,
the quantitative and/or qualitative process and/or outcome measures that adequately
assess the effectiveness of the demonstration in terms of cost of services and total costs of
care, improved health outcomes and system transformation including better care, better
guality, and enhanced value, change in delivery of care from inpatient to outpatient,
guality improvement, and transformation of incentive arrangements under mangged ca
Measures will be clearly stated and described, with the numerator and dominator clearly
defined,including:

i. A description of each outcome measure selected, including clearly defined
numerators and denominators, and National Quality Forum (NQF) nufalsers
applicable);

ii.  The measure steward;

iii.  The baseline value for each measure;
iv.  The sampling methodology for assessing these outcomes; and

g. Sources of Measure<CMS recommends that the state use measures from nationally
recognized sources and those frommatial measur es s €orsSetof ncl ud
Chil drends Health Care Quality Meaandires fo
Core Set of Adult Health Care Quality Measures for Medicaid (Adult Corg Set)

h. Data SourcesThe evaluation design musiso discuss the data sources used, including
the use of Medicaid encounter data, enroliment data, EHR data, and consumer and
provider surveys, when applicable. The evaluation designs proposed for each question
may include analysis at the beneficiary,\pder, and aggregate program level, as
appropriate, and include population stratifications to the extent feasible.

i. Domains of Focu$ The state must at a minimum address the domains and evaluation
guestions listed below.
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I SPD Managed Car&tate shallnclude an assessment, using-prandatory
enrollment as a baseline, of the impact on mandatory managed care on the SPD
population, including all significant and notable findings based on all of the data
accumulated through the quarterly progress report.

1. Accessto care
2. Quality of care
3. Cost of coverage

ii. Global Payment for the Remaining Uninsured

1. All evaluation questions |isted in
provider expenditures and activities under the global payment
program, 0 in the section on Gl obal

Remaining Uninsured.

iii. Whole Person Care Pilots
1. What did the pilts do to achieve the desired outcomes listed in the
paragraph ®motintl ecd,d FMind I Eval uat i
the critical differences in the approaches they took?
2. Were the pilots able to show improvement on any of the identified
dimensions?
3. Whatpromising practices were identified by the pilots?
4. How will counties ensure that improvements achieved by the pilots
are sustained after pilot funding is exhausted?
iv.  CCS Pilots
1. What is the i mpact of the pilots o
delivery of and the reimbursement of services?
What is the impact of the pilots on amounts expended on CCS
services, and the total cost of care?

no

3. What is the impact of the pilots ol

4. What is the impact of the pilots on the qtyabf care?

5. What is the impact of the pilots on care coordination?

6. What is the impact of the pilots o
V. Dental Transformation Incentive Program

1. How do the benefits of the Dental Transformation Incentive Program
compare to theost of the incentives? Do some portions of the
Dental Transformation Incentive Program exhibit a more favorable
benefit to cost ratio than others?

2. What promising practices were identified in the county Caries Risk
Assessment and Management pilots?

3. Whatmeasures can be taken to ensure that the improvements
achieved by the Dental Transformation Incentive Program can be
sustained after 1115 program funding is exhausted?
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214. Final Evaluation Design and Implementation.CMS shall provide comments on the
draft design and the draft evaluation strategy within 60 days of receipt, and the state shall
submit a final design within 60 days of rec:
implement the evaluation design, and desapitogress relating to the evaluation design in
each of the quarterly and annual progress reports.

215. Interim Evaluation Report. Consistent with 42 CFR 431.424(d), the state must submit
to CMS an interim evaluation report in conjunction with its requesktend the
demonstration, or any portion thereof.

216. Final Evaluation Report. The state must submit to CMS a draft of the evaluation final
report by December 31, 2021. The final report must include the following:

a. An executive summary;

b. A description othe demonstration, including programmatic goals, interventions
implemented, and resulting impact of these interventions;

c. A summary of the evaluation design employed, including hypotheses, study design,
measures, data sources, and analyses;

d. A description ofthe population included in the evaluation (by age, gender,
race/ethnicity, etc.);

e. Final evaluation findings, including a discussion of the findings (interpretation and
policy context); and

f. Successes, challenges, and lessons learned.
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Attachment A
(Reserved)
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AttachmentBT Reserved For #ASPD Discharge Planning

http://www.medicare.gov/publications/pubs/pdf/11376.pdf
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Attachment C
Global Payment Program Participating Public Health Care Systems

Public Health Care Systems participating in the GPP consist of the following designated
public hospitals (DPHSs), including any successor or differently named hospital as
applicable, and their affiliated and contracted providers. The DPHs are operated by a
county, a city and county, University of California, or special hospital authority described
in Section 101850 or 101852, et seq., of the California Health & Safety Code.

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 George Psychiatric
facilities)
b. Alameda Hospital
c. San Leandro Hospital
Arrowhead Regional Medical Center
Contra Costa Regional Medical Center
Kern Medical Center
Natividad Medical Center
Riverside University Health System -- Medical Center
San Francisco General Hospital
San Joaquin General Hospital
10 San Mateo County General Hospital
11.Santa Clara Valley Medical Center
12.Ventura County Medical Center

©ONOO AW
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Attachment D
Designated Public Hospital Systemand District/Municipal Public Hospitals
that are Participating PRIME Entities

The following governmental health systems participate in the Public Hospital Redesign
and Incentives in Medi-Cal (PRIME) Pool.

l. Designated Public Hospital (DPH) systems

DPH systems include the following designated public hospitals and their affiliated and
contracted governmental providers, including any successor or differently named
hospital as applicable. The DPHs are operated by a county, a city and county,
University of California, or special hospital authority described in Section 101850 or
101852, et seq., of the California Health & Safety Code.

State Government-operated University of California (UC) Hospitals

UC Davis Medical Center

UC Irvine Medical Center

UC San Diego Medical Center

UC San Francisco Medical Center

UC Los Angeles Medical Center and Santa Monica UCLA Medical Center (aka 1
Santa Monica UCLA Medical Center & Orthopedic Hospital)

arwnNpE

Non-State Government-operated
13. 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
14. Alameda Health System
a. Highland Hospital (including the Fairmont and John George Psychiatric
facilities)
b. Alameda Hospital
c. San Leandro Hospital
15. Arrowhead Regional Medical Center
16. Contra Costa Regional Medical Center
17. Kern Medical Center
18. Natividad Medical Center
19. Riverside University Health System -- Medical Center
20. San Francisco General Hospital
21. San Joaquin General Hospital
22. San Mateo County General Hospital
23. Santa Clara Valley Medical Center
24. Ventura County Medical Center
Il. District and Municipal Public Hospitals (DMPH)

DMPHs include the following district and municipals public hospitals, including any
successor or differently named hospital as applicable. The DMPHs operate in California
pursuant to Cal. Health & Safety Code 832000, et seq.
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Attachment D
Designated Public Hospital Systemand District/Municipal Public Hospitals
that are Participating PRIME Entities

Antelope Valley Hospital, Lancaster

Bear Valley Community Hospital, Big Bear Lake
Coalinga Regional Medical Center, Coalinga
Eastern Plumas Health Care, Portol

El Camino Hospital, Mountain View

El Centro Regional Medical Center, El Centro
Hazel Hawkins Memorial Hospital, Hollister
Healdsburg District Hospital, Healdsburg

Jerold Phelps Community Hospital, Garberville
10. John C. Fremont Healthcare District, Mariposa
11. Kaweah Delta Health Care District, Visalia

12. Kern Valley Healthcare District, Lake Isabella

13. Lompoc Valley Medical Center, Lompoc

14. Mammoth Hospital, Mammoth Lakes

15. Marin General Hospital, Greenbrae

16. Mayers Memorial Hospital District, Fall River Mills
17. Mendocino Coast District Hospital, Fort Bragg

18. Modoc Medical Center, Alturas

19. Northern Inyo Hospital, Bishop

20. Oak Valley Hospital District, Oakdale

21. Palo Verde Hospital, Blythe

22. Palomar Medical Center, Escondido

23. Pioneers Memorial Healthcare District, Brawley
24.  Plumas District Hospital, Quincy

25. Pomerado Hospital, Poway

26. Salinas Valley Memorial Healthcare System, Salinas
27. San Bernardino Mountains Community Hospital, Lake Arrowhead
28. San Gorgonio Memorial Hospital, Banning

29. Seneca Healthcare District, Chester

30. Sierra View District Hospital, Porterville

31. Sonoma Valley Hospital, Sonoma

32. Southern Inyo Hospital, Lone Pine

33.  Surprise Valley Health Care District, Cedarville
34. Tahoe Forest Hospital District, Truckee

35. Tehachapi Valley Healthcare District, Tehachapi
36.  Tri-City Medical Center, Oceanside

37.  Trinity Hospital, Weaverville

38. Tulare Regional Medical Center, TulareWashington Hospital Healthcare System,
Fremont

CoNo~wWNE
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Attachment E
(Reserved)
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Attachment F
Funding and Reimbursement Protocol
Determination of Allowable Costs to Uninsured Individuals in Designated State Health

Programs

|. CERTIFIED PUBLIC EXPENDITURES I DETERMINATION OF ALLOWABLE
COSTS FOR CCS, GHPP, MIA/LTC, BCCTP, CMSP, EAPC, ADAP, EWC, PCTP, and
DDS

A. General Provisions

Program costs, for each program described above, mean the total expenditures
incurred in the State Fiscal Year (SFY) ended June 30 from all the funding sources.
Allowable DSHP expenditures will be applied against each Demonstration Year using
the date of service information from each paid claim.

Net program costs are program costs for health care services only.

DSHP costs, for each program described above, are net program costs funded by the
State and/or local funds.

Allowable DSHP costs are DSHP costs for health care services which are allowable
under section 1905(a) of the Social Security Act, rendered to the uninsured population.

For the purpose of interim claiming, the estimated program costs for each SFY are the
budget amount of Fund Appropriation for the applicable fiscal period that the State and
other funding authorities commit to each SOMP. The estimated program cost for each
fiscal period is reduced by funding for administrative activities to arrive at estimated net
program cost. Estimated net program cost is reduced by budgeted funding from non-
State, non-local sources to arrive at estimated DSHP cost. Estimated DSHP cost is
multiplied by an interim allocation percentage to arrive at the estimated allowable SNCP
cost for the fiscal period.

Costs associated with providing non-emergency services to non-qualified aliens cannot
be claimed against the SNCP. To implement this limitation, 13.95 percent of total
certified public expenditures for services to uninsured individuals will be treated as
expended for non-emergency care to non-qualified aliens. The State will implement this
requirement for the following DSHPs:

1 CCS, GHPP, CMSP, EAPC, ADAP, EWC, PCTP, and DDSi A 13.95 percent
reduction factor is applied to the total certified SNCP expenditures before costs
are claimed.

1 MIA/LTC and BCCTP - No reduction factor is applied to the total certified SNCP
expenditures before costs are claimed. There are no unqualified aliens receiving
services under the MIA/LTC program. Expenditures related to non-emergency
services for unqualified aliens under the BCCTP will be identified and excluded
by aid codes.
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Attachment F
Funding and Reimbursement Protocol
Determination of Allowable Costs to Uninsured Individuals in Designated State Health

Programs

B. Program Description

California Children Services (CCS)

CCS provides diagnostic and treatment services, medical case management, and
physical and occupational therapy health care services to children under 21 years of
age.

Genetically Handicapped Persons Program (GHPP)

GHPP provides comprehensive health care coverage for persons over 21 years of age
with specified genetic disease, including cystic fibrosis, hemophilia, sickle cell diseases
and thalassemia, and chronic degenerative neurological diseases.

Medically Indigent Adult Long-Term Care (MIA/LTC)

MI A/ LTC provides the medically necessary serv
day-to-day plan of care in the long-term care facility, including pharmacy, support

surface and therapies.

Breast and Cervical Cancer Treatment Program (BCCTP)

BCCTP provides cancer treatments for eligible low-income California (CA) residents
who are screened by Cancer Detection Program and Family Planning, Access, Care
and Treatment (Family PACT).

* Eligibility

CCS: A child under 21 years old with family income of $40,000 or less is a resident of
CA and has out-of-pocket medical expenses expected to be more than 20% of family
adjusted gross income.

GHPP: California residents ages 21 years or older have genetic conditions specified in
the CA Code of Regulations, Title 17, Section 2932.

MIA/LTC: Individuals age 21 or older and under 65 year of age who do not have linkage
to another program and who are US citizens or legal residents and are residing in a
Nursing Facility Level A or B.

BCCTP: A CA resident, who is male of any age or any immigration status, a female
under 65 years of age with non-citizen or unsatisfactory immigration status, or a female
65 years of age or older, has been screened and found in need of treatment for breast
and/or cervical cancer, follow-up care for cancer or precancerous cervical
lesions/conditions.

* Funding Sources/Flow
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Attachment F
Funding and Reimbursement Protocol
Determination of Allowable Costs to Uninsured Individuals in Designated State Health

Programs

CCS, GHPP, MIA/LTC, and BCCTP are State-Only funded programs and funded by the
State General Funds. The State fiscal intermediary pays the program claims.

* DSHP Costs

CCS, GHPP, MIA/LTC and BCCTP services are Medicaid-like services. The total
program costs for each program funded by the State General Fund for the uninsured
population will be used to determine allowable DSHP costs for SNCP reimbursement.

* Report Format

CCS, GHPP, MIA/LTC, and BCCTP program costs will be compiled from the State fiscal
intermediary Paid Claims Data using the specific Aid Codes to identify eligibility and the
specific Billing Provider Type to identify the services types by date of services.

AIDS Drug Assistance Program (ADAP)

ADAP, established in 1987, provides prescription drug coverage for the HIV positive
uninsured and under-insured individuals who are HIV positive, to ensure that they have
access to medication. The Ryan White Comprehensive AIDS Resources Emergency
(CARE) Act of 1990 established the ADAP nationally and provides the federal fund
(CARE Act Fund) for this program.

* Eligibility

HIV-infected individuals who are California residents and 18 years of age or older who:
1 Have a Federal Adjusted Gross Income (FAGI) that does not exceed $50,000;
1 Have a valid prescription from a licensed California physician; and
1 Have limited or no prescription drug benefits from another source.

Federal and State laws require that ADAP funds be used as the payer of last resort and
ensure that ADAP is used only after all other potential payer options are exhausted.
ADAP participants with limited prescription drug benefits will be eligible for financial
assistance in meeting their out-of-pocket costs or premiums payment assistance.
ADAP also pays the Share of Cost for individuals who are Medi-Cal beneficiaries.

* Funding Sources/Flow

ADAP is funded by the State General Fund, the Federal fund (CARE Act Fund), and the

Speci al Fund (drug rebate). CDPH is the Stat
Fund. CDPH is required to meet the annual federal maintenance of effort (MOE)

requirements for the grant. Federal CARE Act and Special Funds are deposited into the

State General Fund to pay claims. The State pays the program claims.

* DSHP Costs
ADAP services are Medicaid-like services except for payments of share of cost for a
limited number of ADAP participants. ADAP program costs funded by the State
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Attachment F
Funding and Reimbursement Protocol
Determination of Allowable Costs to Uninsured Individuals in Designated State Health

Programs

General Fund and Special Fund that are not used for the CARE Act MOE and matching
requirements, net of costs incurred for Medi-Cal share of cost payments or costs
incurred for individuals who are otherwise insured, will be used to determine allowable
DSHP cost for SNCP reimbursement.

* Report Format

ADAP program costs will be compiled from ADAP Paid Claims Data by funding sources
and the eligible population. Claims data is compiled from CDPH paid claims database.

Every Woman Counts (EWC)

EWC is a cancer detection programs that provides CA low income, uninsured and
medically underserved women access to screening, and diagnostic services for breast
and cervical cancer. EWC offers multi-faceted, early detection and diagnosis services
for breast and cervical cancer, coupled with continuous monitoring to reduce missed or
delayed cancer diagnoses. EWC provides the direct services including: (1) screening
and diagnostic mammography; (2) clinical breast exams; (3) pelvic exams; (4) case
management, including followi up and referrals for abnormal screens; and (5) cervical
cancer screening.

* Eligibility

CA female residents with household income at or below 200 percent of the Federal
poverty level have no medical insurance coverage for these services or have a high
insurance deductible or co-payment and are not getting these services through Medi-
Cal or another government-sponsored program. To receive free breast cancer
screening services, the individuals must be at least 40 years of ages; to receive free
cervical cancer prevention services, the individuals must be at least 25 years of age.

* Funding Sources/Flow

EWC is mainly funded by a federal grant from Disease Control and Prevention (CDC),

the tobacco tax revenue, including the Breast Cancer Control Account (BCCA) fund and
Proposition 99 fund, and State Gener al Fund.
grant must be spent on direct services. After meeting this 60 percent obligation,

remaining federal grant funds can be spent for program administration. The CDC grant

requires MOE in addition to a three to one matching requirement. The program delivers

these direct services through a statewide network of medical providers who enroll

women into the program and submit claims to EWC to be reimbursed for delivering the

clinical services.

* DSHP Costs

EWC services are Medicaid-like services. EWC total program costs, which are reduced
by any program costs for services provided to individuals with high insurance deductible
or co-payment and funded by State General Fund, BCCA fund, and Proposition 99 fund
that are not used for CDC MOE and matching requirements, will be used to determine
allowable DSHP costs for SNCP reimbursement.
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* Report Format
EWC program costs will be compiled from EWC Paid Claim Data by the eligible
population. Claims data is compile from CDPH paid claims database.

Prostate Cancer Treatment Program (PCTP)

PCTP provides prostate cancer early detection, diagnosis, and comprehensive
treatment services to low-income and uninsured men to prevent and reduce the
devastating effects of prostate cancer. The direct treatment services include
brachytherapy, chemotherapy, hormone therapy, orchiectomy, radical retropubic
prostatectomy, radiation therapy, transurethral resection of the prostate and active
surveillance. In addition to the direct treatment services, PCTP also offers support
services, such as psychosocial therapy, nutrition counseling, patient education,
incontinence supplies and transportation assistance. PCTP is administered through a
contract with the University of California, Los Angeles (UCLA).

* Eligibility

CA male residents, who are 18 years old or older with household income at or below
200 percent of the Federal poverty level, have no medical insurance coverage for these
services and do not qualify for Medicare or Medi-Cal.

* Funding Sources/Flow

PCTP is funded by State General Fund. Eighty seven percent of the total contract
funding shall be used for direct patient care. No less than seventy percent of the total
contract funding shall be expended on direct patient care treatment, which is defined as
funding for fee-for-service providers for Medi-Cal eligible services at established Medi-
Cal rate.

* DSHP Costs

PCTP services for direct patient care treatment are Medicaid-like services. PCTP is the
payer of last resort for men who are not eligible for Medi-Cal or Medicare and have no
access to local or county resources. PCTP total program costs incurred for direct
patient care treatment will be used to determine allowable DSPH costs for SNCP
reimbursement.

* Report Format
PCTP program costs will be compiled from PCTP Paid Claim Data by treatment
category and by the eligible population.

Department of Developmental Services (DDS)
DDS is responsible under the Lanterman Developmental Disabilities Services Act
(Lanterman Act) for ensuring that more than 246,000 people with developmental
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disabilities receive the services and supports needed to live independent and productive
lives. These disabilities include mental retardation, cerebral palsy, epilepsy, autism and
related conditions. Services are delivered directly through four state-operated
developmental centers and one community facility (Developmental Center Services),
and under contract with a statewide network of 21 private, nonprofit regional centers
(Community Based Services).

The Lanterman Act establishes an entitlement to services and supports for persons with
developmental disabilities and their families that are determined through an
individualized planning process that occurs after a series of discussions or interactions
among a team of people including the person with a developmental disability, their
family (when appropriate), regional center representative(s) and others. The Individual
Program Plan (IPP) may include a wide array of services such as: residential, day
program and employment, independent and supported living, transportation, behavioral,
respite and other family supports, and case management/service coordination. Regional
centers are payers of last resort, requiring consumers to access generic resources
when available to meet their individual needs.

*Eligibility

1 A person with a developmental disability that originates before an individual
attains age 18 years, continues, or can be expected to continue, indefinitely, and
constitutes a substantial disability for that individual, as defined in California
Welfare and Institutions Code (W&I Code) Section 4512. A developmental
disability includes mental retardation, cerebral palsy, epilepsy, autism, and
disabling conditions found to be closely related to mental retardation or to require
treatment similar to that required for individuals with mental retardation. It does
not include conditions that are solely physical in nature.

1 Infants and toddlers (age O to 36 months) who have a developmental delay
(defined in Section 95014 of CA Government Code) also receive services from
DDS.

*Funding Sources/Flows
DDS Community-Based Services are funded by the following funding sources:
State Funds:
1 State General Fund
1 Mental Health Services Fund
9 California Children and Family Trust Fund (Proposition 10 funding to create a
comprehensive and integrated system of information and services to promote
early childhood development (from prenatal to age 5) and school readiness,
including community health care, quality child care, and education programs for
young children)

Federal Funds:

California Med+Cd 2020 Demonstration Pagel65of 307
ApprovedDecember 30, 201through December 31, 2020



Attachment F
Funding and Reimbursement Protocol
Determination of Allowable Costs to Uninsured Individuals in Designated State Health

Programs

1 Medicaid (e.g. Home and Community Based Services Waiver (HCBS), Medicaid

Administration, Targeted Case Management, 1915(i) State Plan Amendment,

and Money Follows the Person Grant)

Title XX Block Grant (no State match or MOE is required)

Early Start Program Grant for infants and toddlers age 0 to 36 months

Foster Grandparents Program (administrative funding supports the volunteer

program that establishes person-to-person relationship between low income

senior, age 55 years or older, and children with intellectual disabilities)

1 Homeland Security Grant (funding to regional centers for equipment, training,
and exercise to prevent, respond to, and recover from acts of terrorism and other
catastrophic events)

= =4 =4

Others:

1 Program Development Fund (fees assessed to parents of children under the age
of 18 who receive 24-hour out-of-home services purchased with State funds
through a regional center)

1 Vocational Rehabilitation (funding by HCBS and GF for transportation
expenditures)

1 Developmental Disabilities Services Account (application fees paid by housing
devel opers to reimburse DDS6 costs f
proposals)

The above represents all funding received by DDS for community-based services.

The federal funds are deposited into the State General Fund as reimbursement for
appropriate claims initially paid from the General Fund.

*DSHP Costs

DDS services to individuals not eligible for Medi-Cal are Medicaid-like services in that
they are the same services as State plan approved services and services provided
under approved HCBS waivers for Medi-Cal beneficiaries. DDS services applicable to
this claiming protocol include uninsured Medicaid-like services provided under
Community Based Services to individuals age 3 years and older, including assessment,
evaluation and diagnostic services.

Allowable DSHP costs will be the community-based Purchase of Services (POS)
expenditures, which exclude administrative expenditures, adjusted for the following
exclusions:

DDS community-based POS costs that are not related to Medicaid-like healthcare
services, including:
1 POS contract costs
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1 Expenditures for Community Placement Plan (funds paid to regional centers for
permanent housing placement)

1 Expenditures for Medical Facilities (payments to Intermediate Care Facilities and
Developmentally Disabled Continuous Nursing Care for services not eligible for
Medi-Cal).

1 Propposition 10/California & Family Trust Fund expenditures (funds paid to
regional centers for development of comprehensive and integrated system of
information and services to promote early childhood development and school
readiness).

DDS community-based POS costs related to Medicaid-like healthcare services funded
by other payers, including:
1 Expenditures for Early Start program (including federal funds and State
matching/MOE funds)
1 Expenditures for services to Medi-Cal beneficiaries(including federal funds, State
matching funds, and Vocational Rehabilitation funds)
1 Expenditures related to services eligible for Federal Title XX funds
1 Program Development Fund
*Report Format
DDS program costs will be compiled from DDS POS Claims Data file using Eligibility
Codes to identify the uninsured population, Budget Codes to identify the funding
sources, and Service Codes to identify the eligible services.

C. DSHP Interim Claiming

The purpose of DSHP interim claiming is to provide an interim payment that will
approximate the allowable costs for Medicaid-like services in SOMPs that are eligible
for FFP through the CPE process.

For each demonstration year, the process of determining the allowable costs eligible for
FFP begins with the use of most recently completed Paid Claims Data reports for CCS,
GHPP, MIA/LTC, BCCTP, CMSP, EAPC, ADAP, EWC, PCTP, and DDS. The fiscal
year covered by the most recently completed Paid Claims Data reports will serve as the
prior period.

The net program costs, for each program described above, will be determined by using
the most recently completed Paid Claims Data report provided by its governing agency.

The costs from the Paid Claims Data report represent net program costs incurred by the
governing agency for medical services and are net of any self-payment or copayments
made by or on behalf of the patients.
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Net program costs are reduced by other funding and subsidies made by a federal
government, MOE and other matching requirements, or other third party to the program
costs to arrive at the computed DSHP costs.

DSHP costs are further reduced by any program costs incurred for payments made for
non-Medicaid-equivalent services or payments for services furnished to any individuals
who are otherwise insured. The result is the allowable DSHP costs.

An interim allocation percentage is computed by dividing the allowable SNCP costs for
each fiscal year by the total DSHP costs from Step 3 computed above.

SFYs 2010-2011 to 2015-2016 DSHP costs will be computed pursuant to the step 3,
except for interim claiming purposes, the DSHP costs will be based on budgeted
appropriations and funding amounts rather than actual paid claims reports.

Interim certified public expenditures of the DSHPs will be equal to the amounts of

SFYs 2010-11 to 2015-2016 DSHP costs in Step 6 multiplied by the interim allocation
percentage for the applicable fiscal period computed in step 5 and reduced by 13.95
percent as described in subsection A to account for non-emergency care furnished to
non-qualified aliens.

SNCP interim claiming for the federal reimbursement will be made quarterly based on
the interim certified public expenditures as computed above.

D. Final Reconciliation of DSHP Interim Claiming

The DSHP interim certified public expenditures will be reconciled based on the actual
Paid Claims Data for the applicable fiscal periods as finalized by its governing agencies
for each program.

Allowable SNCP costs for each SFY will be computed pursuant to the steps described
in subsection C.1 through C.5 above, using actual paid claims reports and actual
funding and expenditure amounts for each SFY.

The State will adjust, as necessary, the aggregate amount of interim SNCP funds
claimed based on the total certified DSHP expenditures determined under this final
reconciliation. If, at the end of the final reconciliation process, it is determined that
SNCP funding was over-claimed, the overpayment will be properly credited to the
federal government.

[I. CERTIFIED PUBLIC EXPENDITURES i DETERMINATION OF ALLOWABLE
COSTS FOR CMHS
A. Cost Finding Methodology
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California counties, which receive federal and state funds for providing public mental
health services, are required to submit a fiscal year-end (July to June) Mental Health
Cost Report with the Department of Mental Health (DMH) by December 31 following the
close of each fiscal year. The cost report forms, cost determination, and allocation
methodologies are approved by the State and in compliance with the Federal Medicaid
regulations.

County total mental health costs are reported in four primary groups of service
categories:

Administrative Costs.

Research & Evaluation Costs.

Utilization Review Costs.

Direct Service Costs.

The eligible SNCP costs are direct service costs funded by the State Realignment
Funds and Mental Health Services Act (MHSA) Fund incurred by each county for the
furnishing of mental health services allowable under Section 1905(a) of the Social
Security Act to uninsured individuals.

The allowable SNCP costs, computed under this Supplement, are limited to the eligible
SNCP costs incurred for months of DYs. Allowable SNCP costs claimable under this
Supplement should not include any uninsured mental health costs incurred by counties
which operate Designated Public Hospitals (DPHS); such uninsured costs are
separately addressed in Attachment F - Supplement 4.

Costs associated with providing non-emergency services to non-qualified aliens cannot
be claimed against the SNCP. A 13.95 percent reduction factor is applied to the total
certified SNCP expenditures before costs are claimed.

B. Summary of Mental Health Cost Report
The Mental Health Cost Report includes:

Detail Cost Report: Detail forms for each legal entity, including county and contract
providers.

Summary Cost Report: Aggregate county mental health costs for the Fiscal Year.
Legal entity means each county mental health department or agency and each private

provider furnishing public mental health services under contract with the county
department or agency.
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Direct service costs are reported by Modes of Service (MS) and Service Functions (SF).
MS describes a classification of service types. SF identifies the specific type of service
received under a MS.

Allowable SNCP costs are captured by the following MS and SF (which represent
specialty mental health services that would be covered by Medi-Cal if furnished to Medi-
Cal recipients):

05 (Hospital Inpatient and other 24 Hour Services)
SF 10-18: Local Hospital Inpatient

SF 19: Hospital Administrative Days

SF 20-29: Psychiatric Health Facility

SF 40-49: Adult Crisis Residential

SF 65-79: Adult Residential

10 (Less than 24 Hour Day Treatment Program Services)
SF 20-29: Crisis Stabilization

SF 81-89: Day Treatment Intensive

SF 91-99: Day Rehabilitation

15 (Outpatient Services) All SFs.

The above MS and SF do not include any service that is subject to the Institutions for
Mental Diseases (IMDs) exclusion per Section 1905(a) of the Social Security Act.

MH 1901 Schedule B (Worksheet for Units of Service and Revenue by Mode & Service
Function

Thei ndi vi dual | egal entitydés worksheet for wuni
the following categories
Medi-Cal Units:

Regular Medi-Cal

Medicare/Medi-Cal Crossover

Enhanced Medi-Cal (Children and Refugees)
Healthy Families

Non Medi-Cal Units

MH 1901 Schedule C (Allocated costs to Mode of Service & Service Function)
The individual |l egal entityds supporting docu
costs to MS and SF.

MH 1960 (Calculation of Program Costs)
The individual | e g adentifethetaliowaplé costsvion alldcatibone et t o
applicable to the four major service categories.

MH 1966 (Allocation of Costs to Service Function i Mode Total)
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The individual |l egal entitydos wor ksheet
costs to SFs. The units of service are derived from MH 1901 Schedule B; the total
allocated costs are derived from MH 1901 Schedule C.

MH 1992 (Funding Sources)

The individual |l egal entityodés tot al ment al

categories.

MH 1992 SUM (Summary Funding Sources)
The county total mental health costs (from all reporting legal entities) by funding sources
and service categories.

C. DSHP Interim Claiming

The process of determining the allowable SNCP costs eligible for FFP begins with the

use of most recently filed Mental Health Cost Report. The period covered by this most
recently filed cost report will serve as the base period for interim payment computation.

Cost per unit for each SF will be computed by using the total direct service costs from
MH 1901 Schedule C divided by the total units of service from MH 1901 Schedule B.

Non Medi-Cal units of service form MH 1901 Schedule B will be reduced, using
additional auditable county and provider records, to determine the uninsured units of
service.

Cost per unit will be multiplied by the number of uninsured units of service computed
above for each eligible SF to determine the total uninsured costs. If a legal entity has a
contract with the county limiting its cost per unit and the contracted cost per unit is lower
than the cost per unit computed in the cost report, the lower contracted cost per unit will
be used to determine the total uninsured costs for the legal entity.

The total uninsured costs computed above can be trended to current year based on
Consumer Price Index (CPI) for U.S City Average by commodity for Hospital and related
services.

In order to identify the total uninsured costs funded by the State Realignment Funds and
the MHSA Fund, the State will compute the allocation percentage based on funding
sources for each direct service MS. By using the Summary Cost Report, MH 1992
SUM, the Realignment Funds and MHSA Funds for each direct service MS will be
adjusted to exclude the matching funds used for Short-Doyle/Medi-Cal and Healthy
Families FFP.
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The allocation percentage for each direct service MS is the ratio of direct service costs
funded by the net State Realignment Funds and MHSA Funds computed above to the
total direct service costs from all funding sources.

The eligible SNCP costs will be the total trended uninsured costs for each MS computed
in step 3 multiplied by the applicable allocation percentage.

Uninsured mental health costs claimable under this Supplement do not include
uninsured mental health costs incurred by counties which operate DPHSs; those costs
are addressed in Attachment F - Supplement 4. Furthermore, any county uninsured
mental health costs incurred for other SNCP claiming, , such as the Medicaid Coverage
Expansion and the Health Care Coverage Initiative, will be offset against the computed
eligible SNCP costs.

The net eligible SNCP costs will be multiplied by the following ratio to determine the
allowable SNCP costs:

SFY 2010-11: 67.67% (8 months over 12 months)
SFYs 2011-12 to 2014-15: 100%
SFY 2015-16: 33.33% (4 months over 12 months)

Interim certified public expenditures for CMHS are the allowable SNCP costs computed
above reduced by 13.95 percent to account for non-emergency care furnished to non-
gualified aliens.

DSHP interim claiming for federal reimbursement will be made quarterly based on the
interim certified public expenditures as computed above.

D. Interim and Final Reconciliations of DSHP Interim Claiming
The interim certified public expenditures for CMHS will be first reconciled based on the
Mental Health Cost Reports for the applicable fiscal years accepted by DMH.

The interim certified public expenditures for CMHS will also be subsequently reconciled
based on Mental Health Cost Reports for the applicable fiscal years as settled and
audited by DMH.

Allowable SNCP costs for each SFY will be computed pursuant to the steps described
in subsection C, except that the cost report for the applicable SFYs will be used to
determine actual expenditures incurred. For DY 10, allowable SNCP costs for the
partial period of July 1, 2015 through October 31, 2015 will be computed pursuant to the
steps described in subsection C, except that the cost report for the SFY 2015-2016 will
be used to determine actual expenditures incurred.
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If legal entities costs are not fully reimbursed by the county, such as the application of
legal entity contract limits, thereby reducing actual expenditures incurred by the county
below legal entity costs, such reduction must be proportionately applied to the allowable
SNCP costs. The State will adjust, as necessary, the aggregate amount of interim
SNCP funds claimed based on the total certified SNCP expenditures determined under
this final reconciliation. If, at the end of the final reconciliation process, it is determined
that SNCP funding was over-claimed, the overpayment will be properly credited to the
federal government.

Any prospective revision to the Medi-Cal mental health cost reports, as approved by
CMS, must be incorporated into the mental health cost reporting methodology used in
this CPE protocol.
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The Special Terms and Conditions (STCs) for
1115(a) Medicaid Demonstration, approved by the federal Centers for Medicare and

Medicaid Services (CMS) on November 2, 2010, allow the State to use allowable costs

in Designated State Health Programs (DSHPs) incurred from November 1, 2015

through December 31, 2020 for federal claiming against the Safety Net Care Pool

(SNCP).

DSHPs, as described under this Supplement, have two components, State Only
Medical Programs (SOMPs) and Workforce Development Programs (WDPs). WDPs
are integral to the successful transition to the era of health care reform. They improve
access to healthcare in underserved areas of CA by providing scholarship, loan
repayments, and programs to health professional students and graduates who are
dedicated to providing direct patient care in those areas. WDPs also provide
educational opportunities in health professional training through established state
educational institutions and state department programs. WDPs include the following
state/local funded programs:
1 Office of Statewide Health Planning & Development (OSHPD)
0 Song-Brown Healthcare Workforce Training Program (Song-Brown)
0 Steven M. Thompson Physician Corps Loan Repayment Program
(STLRP)
o0 Mental Health Loan Assumption Program (MHLAP)

The allowable costs incurred in the WDPs for claiming against the SNCP are the State
program expenditures incurred in the months of Demonstration Year (DY) per the STCs.

To determine allowable SNCP costs and the associated SNCP reimbursement when
such costs are incurred by the State as certified public expenditures (CPES), the
following steps must be taken to ensure federal financial participation (FFP):

|. CERTIFIED PUBLIC EXPENDITURES T DETERMINATION OF ALLOWABLE
COSTS FOR OFFICE OF STATEWIDE HEALTH PLANNING & DEVELOPMENT

A. General Provision

Program costs, for each OSHPD program described above, mean the total expenditures
incurred in the State Fiscal Year (SFY) ended June 30 from all the funding sources.
Program costs are the expenditures necessary to maintain and support WDPs,
including State operation expenditures, loan repayment, and award payments.

Net program costs are program costs for award or loan repayments funded by the State
or local only.

Allowable SNCP costs, for each OSHPD program described above, are limited to the
net program costs paid in the months of Demonstration Year (DY) per the STCs.
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For the purpose of interim claiming, the estimated program costs for each SFY are the
total budget amount of Fund Appropriation for the applicable fiscal period that the State
commits to each OSHPD program. The estimated program cost for each fiscal period is
reduced by budgeted funding for State operation costs and from non-State, non-local
sources to arrive at the estimated net program cost. The estimated net program cost is
multiplied by an interim allocation percentage to arrive at the estimated allowable SNCP
cost for the fiscal period.

B. Program Description

Song-Brown Healthcare Workforce Training Program

The Song-Brown Health Care Workforce Training Act (Song-Brown Program),
established in 1973, provides financial support to various healthcare education
programs with an emphasis on primary care and encourages primary care health
professionals to provide healthcare in medically underserved areas.

*Eligibility

The Song-Brown Program provides award funding to institutions (not individual
students) that provide clinical training for Family Practice Residents, Family Nurse
Practitioners, Physician Assistants, and Registered Nurses in rural and urban
undeserved areas. The awards are utilized by the residence programs to develop
curriculum, clinical training sites and other necessary expenses to increase the number
of health professional training slots in established medical schools. The program
encourages universities and primary care health professionals to provide healthcare in
medically underserved areas, and provides financial support to family practice
residency, nurse practitioner, physician assistant, and registered nurse education
programs through CA. It does not help cover resident tuition.

*Funding Source

The Song-Brown Program is currently funded by the California Health Data and
Planning Fund (CHDPF), a special fee charged to CA licensed health facilities, and the
State General Fund (GF). The State pays the program claims.

*Report Format

Song-Brown Program costs will be compiled from the State CalSTARS system, which
uses Object of Expenditure Codes, Program Cost Account (PCA), and Category to
identify the actual State expenditures for award payments. All costs claimed must be
reasonable, allowable, and allocable under OMB Circular A-87.

Steven M. Thompson Physician Corps Loan Repayment Program (STLRP)

The purpose of STLRP is to encourage physicians to practice in medically underserved
areas of California by authorizing a plan for repayment of their educational loans.
STLRP repays up to $105,000 in outstanding government or commercial educational
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loans for expenses incurred for undergraduate education and graduate medical
education.

*Eligibility

Loan repayment awards are available to physicians who hold a full and unrestricted
license to practice medicine in CA. Physicians awarded under this program must
complete a three years service obligation to practice as a full-time physician in a
medically underserved area of CA providing direct patient care.

*Funding Source
STLRP is funded through $25 surcharge for renewal of allopathic physician licenses in
CA and through the Managed Care Administrative Fines and Penalties Fund.

*Report Format

STLRP program cost will be compiled from the State CalSTARS system, which uses
Object of Expenditure Codes, Program Cost Account (PCA), and Category to identify
the actual State expenditures for award payments. All costs claimed must be
reasonable, allowable, and allocable under OMB Circular A-87.

Mental Health Loan Assumption Program (MHLAP)

The MHLAP, created by the Mental Health Services Act, encourages mental health

providers to practice in underserved locations in CA by authorizing a plan for repayment

of some or all of their educational loans in exchange for their services in a designated
hard-to-fill/retain position in the Public Mental Health System. Each eligible participant

may receive up to $10,000 award. In no event shall the amount of the award exceed

t he amount of the participantdéds outstanding e

*Eligibility

Loan repayment awards are available to mental health provides who have a current,
full, permanent, unencumbered, unrestricted health provider license, registration, or
waiver and work or volunteer in the Public Mental Health System. Award recipients are
required to complete a minimum 12 months consecutive or equivalent paid or unpaid
service obligation and work or volunteer either full-time or part-time.

*Funding Source

The MHLAP is funded through the Mental Health Services Act, which receives the
funding from special tax revenue to expand mental health services. The annual MHLAP
funding is used to administer the programs, including awards, marketing, program
operations, and staff.

*Report Format
MHLAP program cost will be compiled from the State CalSTARS system, which uses
Object of Expenditure Codes, Program Cost Account (PCA), and Category to identify
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the actual State expenditures for award payments. All costs claimed must be
reasonable, allowable, and allocable under OMB Circular A-87.

C. DSHP Interim Claiming

The purpose of DSHP interim claiming is to provide an interim payment that will
approximate the allowable costs in OSHPD programs that are eligible for FFP through
the CPE process.

1. The process of determining the allowable costs eligible for FFP begins with the
use of annual budget amount of Funding Appropriation for each OSHPD program
described above.

2. The estimated program costs are reduced by program operation costs and other
funding and subsidies made by a federal government or other third party to arrive
at the net program costs. For the OSHPD Workforce Development Programs,
there is no funding other than State funding. Therefore, program operation costs
are the only funding reduction needed to arrive at net program costs.

3. The net program costs for each SFY will be multiplied by the following interim
allocation percentage to determine the allowable SNCP costs:

SFY 2010-11: 67.67% (8 months over 12 months)
SFYs 2011-12 to 2014-15: 100%
SFY 2015-16: 33.33% (4 months over 12 months)

4. DSHP Interim certified public expenditures for OSHPD programs are the
allowable SNCP costs as computed above.

5. SNCP interim claiming for the federal reimbursement will be made quarterly
based on the interim certified public expenditures as computed above.

D. Final Reconciliation of DSHP Interim Claiming

The DSHP interim certified public expenditures will be reconciled based on the actual
expenditures data for the applicable fiscal periods as finalized by its governing agencies
for each program.

Allowable SNCP costs are the net program costs paid in the months of each DY, using
actual expenditures reports for each SFY.

The State will adjust, as necessary, the aggregate amount of interim SNCP funds
claimed based on the total certified DSHP expenditures determined under this final
reconciliation. If, at the end of the final reconciliation process, it is determined that
SNCP funding was over-claimed, the overpayment will be properly credited to the
federal government.
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Funding and Reimbursement Protocol for Claiming IHS and 638 Facilities Uncompensated
Care PaymentMethodology

The methodology outlined below has been approved for structuring supplemental
payments to IHS and 638 facilities from November 1, 2015 through December 31, 2020
as required by STC Error! Reference source not found..b.iii. Using the methodology
escribed below in section (A), the state shall make supplemental payments to Indian
Health Service (IHS) and tribal facilities to account for the uncompensated costs of
furnishing primary care services between April 5, 2013 and December 31, 2013 to
uninsured individuals with incomes up to 133 percent of the Federal Poverty Level
(FPL) who are not enrolled in a Low Income Health Program (LIHP). Using the
methodology described below in section (A) and (B), the state shall also make
supplemental payments to account for the uncompensated costs of furnishing services
between April 5, 2013 and December 31, 2014 to individuals enrolled in the Medi-Cal
program for benefits that were eliminated from the state plan pursuant to state plan
amendment 09-001 and are not covered by Medi-Cal. Costs for optional dental and
psychology, that were eliminated through SPA 09-001, but have been added back in
through State Plan Amendments are not available for reimbursement through these
supplemental payments.

A. Provider Claiming Methodology for services provided Novemeber 1, 2015 through
December 31, 2020

1. Participating IHS and tribal 638 facilities shall enter into a billing agent agreement
with the California Rural Indian Health Board (CRIHB) consistent with the
requirements of 42 C.F.R. 447.10.

2. Participating facilities shall track qualifying uncompensated encounters by
utilizing a tracking document or other electronic means to record the following:

a. The qualifying Medi-Cal service provided to a Medi-Cal beneficiary;
b. Whether the service was provided to an IHS eligible individual; and

e. The service date.

3. Qualifying encounters shall not include encounters for which any payment was
made under Medi-Cal at the IHS published rate.

4. Participating IHS and tribal 638 facilities shall submit to CRIHB, on a quarterly
basis, the number of qualifying uncompensated encounters, broken down by
status of individual as IHS-eligible (Indian or Alaskan Native).

5. Participating IHS and tribal 638 facilities shall submit to CRIHB, on a quarterly
basis, the amount of third party payments received for Medi-Cal beneficiaries for
qualifying uncompensated care. Third party payments received after the end of
the quarter shall be reported as a prior period adjustment.

6. CRIHB will process the reports from participating IHS and tribal facilities and
submit to DHCS, within 60 working days after the end of each quarter, a
Quarterly Summary Aggregate Encounter Report (Exhibit 1.B) specifying the
number of qualifying uncompensated encounters for each IHS/Tribal 638 facility,
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Funding and Reimbursement Protocol for Claiming IHS and 638 Facilities Uncompensated
Care PaymentMethodology

broken down as reported by each facility. The submission will also include a
summary page totaling the aggregate qualifying uncompensated encounters as
well as the aggregate supplemental payments due based on the applicable IHS
encounter rate offset by any third party payments received by each facility for the
qualifying uncompensated encounters.

7. In support of the Quarterly Aggregate Encounter Rate, CRIHB shall submit a
certification, signed by the Executive Director of CRIHB that the information
contained therein is current, complete, and accurate.

State Payment Process

1. The state shall make supplemental payments to each participating facility
through CRIHB within 30 days of receipt of each quarterly report, based on the
reported uncompensated care costs as calculated by multiplying qualifying
uncompensated encounters by the appropriate IHS published rate, offset by any
third party payments received by each IHS/Tribal 638 facility for uncompensated
encounters involving Medi-Cal beneficiaries, including third party payments
reported as a prior period adjustment. If third party payments are reported as a
prior period adjustment after the supplemental payment period, the state will
offset other Medi-Cal payments to the facility by the amount of such payments.

2. The state shall terminate supplemental payments if the cap for the SNCP is met.

3. The CRIHB must maintain, and upon request provide DHCS, documentation
sufficient to support the claims for supplemental payments.

4. CRIHB will disburse the supplemental payments received from the state to each
IHS facility in accordance with its agreement with each facility, but no later than
20 business days after receipt from the state.

5. The State may claim federal matching funding for supplemental payments to IHS
and tribal 638 at the 100 percent FMAP rate only to the extent that the
supplemental payments reflect uncompensated care furnished to IHS eligible
individuals.
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Exhibit 1.B: Aggregate Ecnounter Report for January 1, 2014 through October 31,
2015

Facility Name IHS Eligible Medi-Cal Beneficiaries

Total Number of Encounters

IHS Encounter rate

Total Expenditures

Less: Any other payments
received

Total Net Expenditures
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Certification:

| HEREBY CERTIFY THAT:

1. I have examined this statement, for the period from XXX to XXX and that to the
best of my knowledge and belief they are true and correct statements prepared
from the books and records of the IHS/Tribal 638 facilities and CRIHB.

2. The information contained in this report is current, complete, and accurate.

Signature (officer of the governmental entity) Date
Title
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Attachment H
Accounting Procedures

The following Accounting Procedures have been developed to ensure that no over

claiming of expenditures occur and to provide for accurate reporting of mandated
reports as required by CMS forthe Demon st r at i on. The Safety Net
(SNFD) Hospital Contracts Unit (HCU), within the Inpatient Contract and Monitoring

Section (ICMS), is responsible for preparing quarterly and annual reconciliation of

program expenditures.

I. STATE-ONLY PROGRAMS - Reserved for State submission of accounting
procedures for DY 6-10 DSHPs per paragraph 22.

II. CERTIFIED PUBLIC EXPENDITURES

CPEs are expenditures certified by counties, university teaching hospitals, or other
governmental entities within a state, as having been spent on the provision of covered
services to Medi-Cal beneficiaries and uninsured individuals. CPEs are eligible for
reimbursement at the federal medical assistance percentage in effect on the date the
service is provided.

Cost Submission

At least annually, designated public hospitals (DPHs) send to SNFD an estimate of their
CPEs for the project (current) year, accompanied by an attestation of the costs. The
CPEs are derived from the Medi-Cal 2552-96 cost report, a Workbook developed by
SNFD, and other documentation to support the estimated CPEs. These CPEs are used
to establish an interim per diem rate of reimbursement for the costs of providing
inpatient care to Medi-Cal beneficiaries, and to determine DSH payments, and
payments from the SNCP. In addition, the data is used as the basis of a tentative
settlement made for inpatient services rendered to Medi-Cal beneficiaries.

1. Review Process
SNFD reviews all data submitted for accuracy and compliance with established
procedures, and performs tests for reasonableness. If discrepancies or
inconsistencies are identified, SNFD works directly with the DPH staff to resolve
issues and correct data.

2. Interim Payment Process

Establish Inpatient Interim Rates

SNFD establishes the inpatient interim rate for each DPH based on the most current
filed Medi-Cal 2552-96 and Workbook. SNFD instructs Provider Enroliment Division
(PED) to update the Provider Master File (PMF) to reflect the new interim rates. The
new interim rates are not retroactive and are applied to all claims for services
rendered effective with the update.
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Determine Interim Payment

SNFD reviews the most current filed Medi-Cal 2552-96 cost report and Workbook

filed by each DPH for the purpose of determining a tentative settlement. The

tentative settlement is made to settle on an interim basis all claims paid to date to

reflect the difference between the interim rate paid and actual costs. The actual

claims paid are based on the most current Medi-Cal claims payment data generated

by Californiads fiscal intermediary. Based
payment data, SNFD generates a notice of tentative settlement to each DPH that

includes schedules supporting the calculation and a copy of the payment data. A

copy of the notice is forwarded to A&l for preparation of an action notice authorizing
Californiabds fiscal i ntermediary to pay or r
Californiads fiscal i nter mecounaStayuswhichwill pr epar
inform the hospital of the date of payment or instructions for repayment.

3. Final Reconciliation Process
The final audit report of the Medi-Cal 2552-96 cost report generated by A&l will be
used as the basis for final determination and settlement of the CPEs. SNFD will
instruct A&l to prepare an action notice inf
the final settl ement . Californiabds fiscal i
Status which will incorporate the previous tentative settlement and inform the DPH of
any further payment or recovery.

lll. INTERGOVERNMENTAL TRANSFERS (IGTs)

IGTs are transfers of public funds between governmental entities, such as from a county
to the State. One source of the funding used for the transfer is local tax dollars. SNFD
reviews the source of funding for each IGT that is proposed by a governmental entity to
ensure that it meets state and federal requirements for permissible transfers.

Pre-Transfer

For IGTs used as the non-federal share of DSH payments, DHCS and the State
Treasurerbés Office (STO) are notified by the
transfer of funds to ensure all arrangements are complete.

For IGTs used as the non-federal share of the supplemental payments under the
provisions of section 14166.12 of the California Welfare and Institutions (W&I) Code,
DHCS, the California Medical Assistance Commission (CMAC), and STO are notified by
the county, or governmental entity, prior to the transfer of funds to assure that all
arrangements are complete.

Transfer

1. IGTs used as the non-federal share of DSH payments.
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The amounts of the IGTs are determined by the data submitted to DHCS by the
DPHs. Staff of the DSH Payment Unit will coordinate the amount and timing of
transfers from the DPHs to STO.

2. 1GTs used as the non-federal share of the supplemental payments.
CMAC coordinates with HCU on the amount and timing of IGTs to the STO under the
provisions of section 14166.12 of the W&I Code.

Post-Transfer

For all IGTs, the county, or governmental entity, notifies DHCS after the transfer is
complete. The transfer is verified and documented, and DHCS deposits the transferred
amount into the appropriate funds for payments.

IV. SAFETY NET CARE POOL PAYMENTS

DPHs receive SNCP payments for hospital and clinic costs associated with health care
services provided to uninsured individuals.

Payment Processes

The SNFD Program payment computation includes automated verification that
the federal SNCP allotment, quarterly interim payments and the total SNCP
funding level are not exceeded.

The payment process includes three phases.

Phase One
Four quarterly interim payments are disbursed to hospitals during and immediately
after the program year.

Phase Two

Interim reconciliation occurs based on hospital cost reports filed five months after the
end of the fiscal year. Appropriate adjustments are made to either distribute an
additional payment to a hospital or recover an overpayment amount.

Phase Three

The final reconciliation is based on audited hospital cost reports. Appropriate
adjustments are made to either distribute an additional payment to a hospital or
recover an overpayment amount.

HCU prepares a payment package for signatures. The package is reviewed by a peer
for verification prior to routing to management for signatures. Each package includes:
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0] A memorandum addressed to the Financial Management Branch Chief
requesting authorization for payment.

(i) An invoice for the signatures of the Chiefs of ICMS and HCU.

(i) A copy of the support documents.

After internal signatures are obtained, HCU will:
0] Make a photocopy of payment package for program files.
(i) Record data on an internal spreadsheet, (including amount, date paid and
annual totals).
The payment packages are submitted to Accounting. Accounting processes the

payment request and submits it to SCO. After the payment is made, Accounting will
send a claim schedule to HCU for confirmation.

V. DISPROPORTIONATE SHARE HOSPITAL PROGRAM

DHCS disburses $1.0325 billion of the federal DSH allotment to eligible DPHs and non-
designated public hospitals (NDPHs) annually. Hospitals that satisfy federal criteria
specified in the Social Security Act and determined by the California Medicaid State
Plan (State Plan), are eligible to receive DSH program funding. The State Plan defines
DPHs and NDPHs, specifies the funding level, and describes the distribution
methodology.

The non-federal share of DSH payments to DPHSs is comprised of CPEs and IGTs.
DPHs use CPEs to claim DSH funding for up to 100 percent of their uncompensated
care costs, and use IGTs to claim DSH funding for up to 175 percent of their
uncompensated care costs, as permitted by the Omnibus Budget Reconciliation Act of
1993. By contract, the nonfederal share of DSH payments to NDPHSs is the State
General Fund.

Annually, the DSH Share Hospital Eligibility Unit submits a DSH Program audit report to
CMS as required by the Social Security Act. The DSH Share Hospital Payment Unit
(DSHPU) performs a final reconciliation of total DSH hospital-specific payments to
ensure that funding provided during and after the project year does not exceed
appropriate funding levels established by actual hospital uncompensated care costs, as
required by the State Plan.

The DSH Program payment computations include automated verification that the
federal DSH allotment, appropriate IGT funds invoiced for DSH payments, and the total
DSH Program funding level are not exceeded.

The DSHPU protocol and procedures include quality audits to ensure that correct data
is used appropriately and that correct amounts are disbursed to the appropriate
hospitals.
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A. DESIGNATED PUBLIC HOSPITALS

Check Write Memorandum

The DSHPU generates a check write memorandum

intermediary. The check write memorandum specifies the funding period, the payment
amount, and the funding source.

The check write memorandum includes a payment authorization notice (PAN) and a
memorandum to Accounting. The DSHPU uses a uniqgue PAN sequence number to
identify each payment transaction. For payments using IGTs as the non-federal share
of the payments, the PAN provides Accounting with authorization to use the federal
DSH allotment and IGT funds from the Medicaid Inpatient Adjustment Fund. The
memorandum provides instructions for Accounting to draw federal funds using the
appropriate non-federal share sources.

Signature Authorization

The DSH Program signature authorization document includes the DSHPU Chief and the
DSH Financing & Non-Contract Hospital Recoupment Section Chief.

Payment Process
The payment process for DPHSs includes three phases.
Phase One
Four gquarterly interim payments are disbursed to hospitals during and immediately

after the program year.

Phase Two

Interim reconciliation is based on hospital cost reports filed five months after the end
of the fiscal year. Appropriate adjustments are made to either distribute an additional
payment to a hospital or recover an overpayment amount.

Phase Three
The final reconciliation is based on audited hospital cost reports. Appropriate
adjustments are made to either distribute an additional payment to a hospital or
recover an overpayment amount.

EDS prepares the check write computer file for submission to SCO.

B. NON-DESIGNATED PUBLIC HOSPITALS

Check Write Memorandum
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The DSHPU generates a check write memorandum
intermediary. The check write memorandum specifies the funding period, the payment
amount, and the funding source (50% General Fund and 50% federal DSH allotment).

The check write memorandum includes a PAN and a memorandum to Accounting. The
DSHPU uses a unique PAN sequence number to identify each payment transaction.
The PAN provides Accounting with authorization to use the General Fund and federal
DSH allotment. The memorandum provides instructions for Accounting to draw federal
funds using the appropriate non-federal share sources.

Signature Authorization

The DSH Program signature authorization document includes the DSHPU Chief and the
DSH Financing & Non-Contract Hospital Recoupment Section Chief.

Payment Process
The payment process for NDPHSs includes two phases.

Phase One

During the first phase, interim payments are disbursed to hospitals during and

immediately after the program year. Bimonthly payments are made based on

tentative dat a. The first payment of the ye
more current data becomes available, a recalculation is made and payments are

adjusted based on current information.

Phase Two

Before the final payment is made, hospitals are given the opportunity to review the
data used to calculate payment amounts. Final adjustments to payments are made
in this phase after all discrepancies have been resolved. Appropriate adjustments
are made to either distribute the final installment or recover any overpayment
amounts.

EDS prepares the check write computer file for submission to SCO.
C. PRIVATE HOSPITALS

DHCS disburses approximately $465 million of DSH replacement funding to eligible
private hospitals annually. Hospitals that satisfy federal criteria specified in the Social
Security Act and determined by the State Plan, are eligible to receive DSH replacement
funding. The State Plan defines private hospitals, specifies the funding level, and
describes the funding distribution methodology. In addition to the DSH replacement
funding, DSH-eligible private hospitals receive their pro rata share of payments from a
defined pool within the annual DSH allotment.
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Check Write Memorandum

The DSHPU generates a check write me mor andum addressed to Calif
intermediary. The check write memorandum specifies the funding period, the payment

amount, and the funding source (50% General Fund and 50% federal Medicaid

funding).

The check write memorandum includes a PAN and a memorandum to Accounting. The
DSHPU uses a unique PAN sequence number to identify each payment transaction.
The PAN provides Accounting with authorization to use the State General Fund and
federal Medicaid funds. The memorandum provides instructions for Accounting to draw
federal funds using the appropriate non-federal sources.

Signature Authorization

The DSH Program signature authorization document includes the DSHPU Chief and the
DSH Financing & Non-Contract Hospital Recoupment Section Chief.

Payment Process
The payment process for private hospitals includes two phases.

Phase One

During the first phase, interim payments are disbursed to hospitals during and

immediately after the program year. Bimonthly payments are made based on

tentative dat a. The first payment of the ye
more current data becomes available, a recalculation is made and payments are

adjusted based on current information

Phase Two

Before the final payment is made, hospitals are given the opportunity to review the
data used to calculate payment amounts. Final adjustments to payments are made
in this phase after all discrepancies have been resolved. Appropriate adjustments
are made to either distribute the final installment or recover an overpayment
amounts.

EDS prepares the check write computer file for submission to SCO.
VI. PRIVATE HOSPITAL SUPPLEMENTAL PAYMENTS
CMAC negotiates contract amendments with hospitals participating in the Selective
Provider Contracting Program (SPCP) to provide acute inpatient hospital care to Medi-

Cal patients. Eligible private hospitals receive supplemental payments funded with
State General Funds and federal funds.
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Payment Determination

Approximately two times per year, CMAC forwards to HCU the contract amendments for
supplemental payments from the Private Hospital Supplemental Fund. Each contract
amendment indicates the amount and date to be paid.

Payment Process

HCU prepares a payment package for signatures. The package is reviewed by a peer
for verification prior to routing to management for signatures. Each package includes:

0] A memorandum addressed to the Financial Management Branch Chief
requesting authorization for payment.

(i) An invoice for the signatures of the Chiefs of ICMS and HCU.

(i) A copy of the support documents.

After internal signatures are obtained, HCU will:

0] Make a photocopy of payment package for program files.

(i) Record data on an internal spreadsheet, (including amount, date paid, and

annual totals).

The payment packages are submitted to Accounting. Accounting processes the
payment request and submits it to SCO. After the payment is made, Accounting will
send a claim schedule to HCU for confirmation.
VIl. NON-DESIGNATED PUBLIC HOSPITAL SUPPLEMENTAL PAYMENTS
CMAC negotiates contract amendments with hospitals participating in the SPCP to
provide acute inpatient hospital care to Medi-Cal patients. Eligible NDPHs receive
supplemental payments funded with State General Funds and federal funds.
Payment Determination
Approximately two times per year, CMAC forwards to HCU the contract amendments for
supplemental payments from the Non-designated Public Hospital Supplemental Fund.
Each contract amendment indicates the amount and date to be paid.
Payment Process

HCU prepares a payment package for signatures. The package is reviewed by a peer
for verification prior to routing to management for signatures. Each package includes:

0] A memorandum addressed to Financial Management Branch Chief
requesting authorization for payment.

California Med+Cd 2020 Demonstration Pagel90of 307
ApprovedDecember 30, 201through December 31, 2020



Attachment H
Accounting Procedures

(i) An invoice for the signatures of the Chiefs of ICMS and HCU.
(i) A copy of the support documents.

After internal signatures are obtained, HCU will:

0] Make a photocopy of payment package for program files.
(i) Record data on an internal spreadsheet, (including amount, date paid, and
annual totals).

The payment packages are submitted to Accounting. Accounting processes the
payment request and submits it to SCO. After the payment is made, Accounting will
send a claim schedule to HCU for confirmation.

VIIl. DISTRESSED HOSPITAL FUND PAYMENTS

CMAC negotiates contract amendments with participating SPCP hospitals that meet

criteria for distressed hospitals. These hospitals must serve a substantial volume of

Medi-Cal patients, be a critical component of the Medi-Cal pr ogr amds heal th
delivery system, and be facing a significant financial hardship that may impair ability to

continue their range of services for the Medi-Cal program.

The non-federal share of distressed hospital fund payments is funded by State Treasury
funds that are 20% of the July 2005 balance of the prior supplemental funds (PFSs),
accrued interest on the PFSs, and any additional amounts appropriated by the
Legislature.

Payment Determination

Approximately two times per year, CMAC forwards to HCU the contract amendments for
payments from the Distressed Hospital Fund. Each contract amendment indicates the
amount and date to be paid.

Payment Process

HCU prepares a payment package for signatures. The package is reviewed by a peer
for verification prior to routing to management for signatures. Each package includes:

(1 A memorandum addressed to Financial Management Branch Chief
requesting authorization for payment.
(i) An invoice for the signatures of the Chiefs of ICMS and HCU.
(i) A copy of the support documents.
After internal signatures are obtained, HCU will:

0] Make a photocopy of payment package for program files.
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(i) Record data on an internal spreadsheet, (including amount, date paid, and
annual totals).

The payment packages are submitted to Accounting. Accounting processes the
payment request, and submits it to SCO. After the payment is made, Accounting will
send a claim schedule to HCU for confirmation.

IX. CONSTRUCTION/RENOVATION REIMBURSEMENT PROGRAM (SB 1732)

In 1989, Senate Bill (SB) 1732 was enacted to establish the Construction/Renovation
Reimbursement Program (also known as the SB 1732 program) (Welfare and
Institutions Code 14085.5). Under this program, reimbursement is provided to eligible
hospitals for the debt service costs incurred on revenue bonds used to finance eligible
hospital construction project(s).

Invoice Submission

Invoices are submitted by participating hospitals to HCU no more than twice each year.
The invoices consist of the following:

0] A cover | etter from the hospital s Chi e
appropriate representative.

(i) A reimbursement request that includes bond debt service payment
(principal and/or interest).

(i)  Support documents verifying payment by the hospital to the debt holder.

Review Process

HCU verifies inclusion and accuracy of all required documents in the invoice package.

Payment Process

HCU calculates reimbursement amounts on a spreadsheet by:
(1 Determining the amount of debt service paid.
(i) Deducting interest earned in the hospit
(i) Calculating the reimbursable amount based on the eligible portion of the

construction project and the Medi-Cal Utilization Rate percentage.

HCU prepares a reimbursement payment package, which is reviewed and approved by
the ICMS Chief, and submitsittoCali f or ni aés f i scal intermediary

HCU sends a notification letter to each eligible hospital and a copy of the notification
letter is forwarded to CMAC.

California Med+Cd 2020 Demonstration Pagel92of 307
ApprovedDecember 30, 201through December 31, 2020



Attachment H
Accounting Procedures

Cal i forni ads f ifcewarddpayment requesietd $COrand sends copies of
the payment requests to HCU.

SCO mails the payment to the hospital.
X. SELECTIVE PROVIDER CONTRACTING PROGRAM

The SPCP was established in 1982 and operated under a two-year section 1915(b)

waiver until August 31, 2005. On September 1, 2005, CMS approved the continuation

of a restructured SPCP -yearsketion 1008 MadifCalr ni ads new
Hospital/Uninsured Care Demonstration. The SPCP allows DHCS to selectively

contract with acute care hospitals to provide inpatient hospital care to Medi-Cal

beneficiaries. Under the SPCP, CMAC negotiates contract terms and conditions and

per diem rates with participating hospitals on behalf of DHCS. This program has

resulted in millions of dollars of savings each year which offset expenditures in this

Demonstration to assist in achieving budget neutrality.

The non-federal share of SPCP payments is funded by amounts from the State General
Fund.

Contract Process

CMAC forwards proposed contract(s)/amendment(s) to HCU for review. After review,

final proposed contracts/amendments are presented at a CMAC meeting for approval

by the Commissioners. The approved contracts/amendments are signed by authorized

hospital representatives and submitted by CMAC to HCU for processing. The HCU

analyst prepares contract/amendment packages for processing and obtains the

signature of DHCSO6s del egated Cexecotetkect Of f i ce
contracts/amendments.

Notification Process

HCU notifies PED of new per diem rates and/or new Current Procedural Terminology
codes, revenue codes, and Health Care Procedure Coding System codes, to update the
Provider Master File with the hospital- specific information. This file is used by

Cal i forni ads f topracessand pay caimssalmittedroyall Medi-Cal
providers, including those patrticipating in the SPCP.

Distribution Process

HCU distributes fully executed contracts/amendments to the following:
0] Contracted hospital
(i) CMAC Executive Director
(i)  Medi-Cal Field Office
(iv) A&l
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CMS-64 QUARTERLY EXPENSE REPORT

After the end of every quarter, Accounting summarizes all payments and claims made
relating to the Demonstration during the quarter and sends the summary to SNFD to
verify the payment period, amount and funding source. After the confirmation,
Accounting prepares and submits the CMS-64 Quarterly Expense Report to CMS.
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In accordance with Section, paragraph 20, the State is required to submit quarterly
progress reports to CMS. The purpose of the quarterly report is to inform CMS of
significant Demonstration activity from the time of approval through completion of the
Demonstration. The reports are due to CMS 60 days after the end of each quarter.

The following report guidelines are intended as a framework and can be modified when
agreed upon by CMS and the State. A complete quarterly progress report must include
the budget neutrality monitoring workbook. An electronic copy of the report narrative
and the Microsoft Excel budget neutrality monitoring workbook is provided.

NARRATIVE REPORT FORMAT:

TITLE
Title Line One T State of California Bridge to Health Reform Demonstration 11-
W-00193/9)

Title Line Two - Section 1115 Quarterly Report
Demonstration Reporting Period:

Example:

Demonstration Year: 6 (9/1/10 - 12/31/10)

Introduction:
Information describing the goal of the Demonstration, what it does, and key dates of
approval /operation. (This should be the same for each report.)

Enrollment Information:
Please complete the following table that outlines current enrollment in each HCCI
program under the Demonstration. The State s
Note:
Monthly enrollment data during the quarter and Demonstration Year to Date by:
i.  County of participation the number of persons in the Medicaid Coverage
Expansion Program ([MCE]) who are new recipients and existing recipients by
FPL;

ii.  County of participation the number of persons in the HCCI program ([SNCP i
HCCI]) who are new recipients and existing recipients by FPL;

iii.  County of participation the number of persons enrolled in the SPD program
([Existing SPD] or [Mandatory SPD]));

iv.  County of participation the number of persons enrolled in the California
Children Services Program based on Medi-Cal eligibility ((CCS 1 State Plan])
and DSHP ([CCS i DSHP)); and

v.  County of participation the number of persons participating in DSHP receiving
FFP.

vi.  Monthly eligible member-month totals for [LIHP], [Existing SPD], [Mandatory
SPD], [CCST State Plan], and [Families],
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Quarterly Report Guidelines

Attachment |

ful l-prece g iy, treépdtedmetbedi i n

month totals may be revised subsequently as needed. To document revisions to totals
submitted in prior quarters, the State must report a new table with revised member

month totals indicating the quarter for which the member month report is superseded.
mont hso refers
eligible to receive services. For example, a person who is eligible for 3 months
contributes 3 eligible member months to the total. Two individuals who are eligible for 2
months each contribute 2 eligible member months to the total, for a total of 4 eligible

The term fdeligihble

member months.

me mber

Demonstration
Programs

Month
1

Month
2

Month
3

Quarter

Current
Enrollees
(to date)

Outreach/Innovative Activities:
Summarize outreach activities and/or promising practices for the current quarter.

Operational/Policy Developments/Issues:
Identify all significant program developments/issues/problems that have occurred in the

current quarter.

Financial/Budget Neutrality Developments/Issues:
Identify all significant developments/issues/problems with financial accounting, budget

neutrality,
address these issues.

Consumer Issues:

and

CMS 64

reporting

for t he

A summary of the types of complaints or problems consumers identified about the
program in the current quarter. Include any trends discovered, the resolution of
complaints, and any actions taken or to be taken to prevent other occurrences.

Quality Assurance/Monitoring Activity:

Identify any quality assurance/monitoring activity in current quarter.

Enclosures/Attachments:

Identify by title any attachments along with a brief description of what information the

document contains.

State Contact(s):

Identify individuals by name, title, phone, fax, and address that CMS may contact

should any questions arise.

California MediCd 2020 Demonstration
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Quarterly Report Guidelines

The State may also add additional program headings as applicable.

Date Submitted to CMS:
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Attachment K
Budget Neutrality Projections and Allotment Neutrality Requirements

BUDGET NEUTRALITY | | MEDI-CAL 2020 WAIVER
FY 14-15 FY 15-16 FY 16-17 FY 17-18 FY 18-19 FY 19-20
WOW (Non-Family) Trend Rate Baseline 5 Year Total
PMPM
TPM/GMC
Urban Family 4.00% $189.25 $196.82 $204.69 $212.88 $221.40 $230.26
Rural Family 4.00% $165.55 $172.17 $179.06 $186.22 $193.67 $201.42
SPDs 4.00% $864.94 $899.54 $935.52 $972.94 $1,011.86 $1,052.33
Duals 3.28% $117.97 $121.84 $125.84 $129.97 $134.23 $138.63
COHS
Urban Family 4.00% $215.41. $224.03 $232.99 $242.31 $252.00 $262.08
Rural Family 4.00% $176.30 $183.36 $190.69 $198.32 $206.25 $214.50
SPDs 4.00% $1,653.48 $1,719.62 $1,788.40 $1,859.94 $1,934.34 $2,011.71
Duals 2.47% $439.25 $450.10 $461.22 $472.61 $484.28 $496.24
CCI TPM/GMC
Family 4.00% $187.81 $195.32 $203.13 $211.26 $219.71 $228.50
SPDs 4.00% $1,051.02 $1,093.06 $1,136.78 $1,182.25 $1,229.54 $1,278.72
Duals 3.40% $749.35 $774.83 $801.17 $828.41. $856.58 $885.70
Cal MediConnect 3.40% $749.35 $774.83 $801.17 $828.41. $856.58 $885.70
CCI COHS
Family 4.00% $213.75 $222.30 $231.19 $240.44 $250.06 $260.06
SPDs 4.00% $2,032.81 $2,114.13 $2,198.70 $2,286.65 $2,378.12 $2,473.24
Duals 1.61% $652.77 $663.28 $673.96 $684.81. $695.84 $707.04
Cal MediConnect 1.61% $652.77 $663.28 $673.96 $684.81. $695.84 $707.04
CBAS 3.16% $1,130.95 $1,166.69 $1,203.56 $1,241.59 $1,280.82 $1,321.30

Member Months

TPM/GMC

Urban Family 1.00% 15,949,730 16,109,227 16,270,320 16,433,023 16,597,353 16,763,327
Rural Family 1.00% 2,619,811 2,646,009 2,672,469 2,699,194 2,726,186 2,753,448
SPDs 1.00% 2,155,214 2,176,766 2,198,534 2,220,519 2,242,724 2,265,152
Duals 1.00% 864,855 873,504 882,239 891,061 899,972 908,971
COHS
Urban Family 7,428,534 7,502,819 7,577,848 7,653,626 7,730,162 7,807,464
Rural Family 1.00% 870,990 879,700 888,497 897,382 906,356 915,419
SPDs 1.00% 905,774 914,832 923,980 933,220 942,552 951,978
Duals 1.00% 1,599,092 1,615,083 1,631,234 1,647,546 1,664,022 1,680,662
CCI TPM/GMC
Family 33,001,616 33,331,632 33,664,948 34,001,598 34,341,614 34,685,030
SPDs 1.00% 4,301,367 4,344,381 4,387,824 4,431,703 4,476,020 4,520,780
Duals 1.00% 3,519,767 3,554,965 3,590,515 3,626,420 3,662,684 3,699,311
Cal MediConnect 1.00% 1,372,072 1,385,792 1,399,650 1,413,647 1,427,783 1,442,061
California MedtCd 2020 Demonstration Pagel99of 307
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CCI COHS

CBAS

TPM/IGMC

COHS

CCI TPM/GMC

CCI COHS

CBAS

IP UPL PH

California MediCd 2020 Demonstration

DSH (estimate will be based on actual)

Family

SPDs

Duals

Cal MediConnect

Urban Family
Rural Family
SPDs
Duals

Urban Family
Rural Family
SPDs
Duals

Family
SPDs
Duals
Cal MediConnect

Family
SPDs
Duals
Cal MediConnect

4,810,033
1.00% 549,931
1.00% 1,119,648
1.00% 115,147
6.87% 369,651

$
0.00% $3,504,932,961$

ApprovedDecember 30, 201through December 31, 2020
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4,858,133
555,430
1,130,844
116,299
395,046

$3,170,618,117
$455,563,383
$1,958,088,214
$106,427,673

$1,680,856,617
$161,301,774
$1,573,162,957
$726,948,822

$6,510,334,393
$4,748,668,735
$2,754,493,532
$1,073,753,517

$1,079,963,039
$1,174,251,881
$750,066,227
$77,138,749
$460,895,170

2,423,161,227 $
3,504,932,961 $

4,906,715
560,985
1,142,152
117,462
422,185

$3,330,371,713
$478,532,335
$2,056,772,342
$111,020,904

$1,765,562,697
$169,427,474
$1,652,445,935
$752,357,630

$6,838,360,985
$4,987,991,109
$2,876,612,623
$1,121,357,841

$1,134,383,363
$1,233,436,869
$769,765,073
$79,164,630
$508,123,522

2,471,624,452 $
3,504,932,961 $
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4,955,782
566,594
1,153,574
118,637
451,190

$3,498,261,887
$502,643,887
$2,160,431,892
$115,811,194

$1,854,550,118
$177,968,772
$1,735,732,943
$778,646,756

$7,183,177,586
$5,239,380,542
$3,004,162,425
$1,171,079,159

$1,191,568,178
$1,295,603,220
$789,979,005
$81,243,482
$560,191,407

2,125,503,107 $
3,504,932,961 $

5,005,340
572,260
1,165,110
119,823
482,186

$3,674,653,953
$527,980,410
$2,269,323,041
$120,803,185

$1,948,000,892
$186,935,860
$1,823,216,145
$805,852,355

$7,545,196,000
$5,503,445,322
$3,137,381,857
$1,223,010,605

$1,251,635,227
$1,360,903,912
$810,729,957
$83,377,564
$617,594,735

1,977,980,93¢ $
3,504,932,961 $

5,055,393
577,983
1,176,761
121,021
515,312

WOW Expenditures

$3,859,923,566
$554,599,434
$2,383,686,956
$126,010,691

$2,046,180,137
$196,357,423
$1,915,102,812
$834,011,593

$7,925,529,375
$5,780,811,733
$3,276,479,607
$1,277,233,531

$1,314,705,510
$1,429,490,694
$832,016,973
$85,566,776
$680,880,236

1,831,576,40¢
3,504,932,961

$17,533,829,23
$2,519,319,45
$10,828,302,44
$580,073,64]

$9,295,150,46

$891,991,30]
$8,699,660,79
$3,897,817,15

$36,002,598,34
$26,260,297,44
$15,049,130,04

$5,866,434,65

$5,972,255,31]
$6,493,686,57]
$3,952,557,24

$406,491,20
$2,827,685,07]

$10,829,846,13
$17,524,664,80
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WW
./ ' [ ' ' /! [/ |
PMPM
TPMIGMC
Family 4.25% $133.75 $139.44 $145.37 $151.54 $157.96 $164.70
Rural Family 4.25% $141.73 $147.75 $154.03 $160.56 $167.40 $174.52
SPDs 4.25% $704.57 $734.52 $765.73 $798.28 $832.20 $867.57
Duals 4.25% $172.32 $179.65 $187.28 $195.24 $203.5¢ $212.19
COHS
Family 4.25% $183.23 $191.02 $199.14 $207.60 $216.43 $225.62
Rural Family 4.25% $174.66 $182.00 $189.83 $197.89 $206.31 $215.07
SPDs 4.25% $1,040.95 $1,085.19 $1,131.31 $1,179.39 $1,229.52 $1,281.77
Duals 4.25% $347.14 $361.90 $377.28 $393.31 $410.03 $427.45
CCI TPMIGMC
Family 4.25% $149.41 $155.76 $162.37 $169.28 $176.47 $183.97
SPDs 4.25% $901.76 $940.08 $980.04 $1,021.69 $1,065.17 $1,110.38
Duals 4.25% $743.18 $774.77 $807.69 $842.02 $877.81 $915.11
Cal MediConnect 4.25% $743.18 $774.77 $807.69 $842.02 $877.81 $915.11
CCI COHs
Family 4.25% $185.12 $192.99 $201.19 $209.74 $218.65 $227.95
SPDs 4.25% $1,225.74 $1,277.83 $1,332.14 $1,388.75 $1,447.77 $1,509.31
Duals 4.25% $649.77 $677.36 $706.17 $736.19 $767.47 $800.09
Cal MediConnect 4.25% $649.77 $677.36 $706.17 $736.19 $767.47 $800.09
CBAS 3.16% $1,130.95 $1,166.69 $1,203.56 $1,241.59 $1,280.82 $1,321.30

Member Months

TPM/GMC

Family 1.00% 15,949,730 16,109,227 16,270,320 16,433,023 16,597,353 16,763,327
Rural Family 1.00% 2,619,811 2,646,009 2,672,469 2,699,194 2,726,186 2,753,448
SPDs 1.00% 2,155,214 2,176,766 2,198,534 2,220,519 2,242,724 2,265,152
Duals 1.00% 864,855 873,504 882,239 891,061 899,972 908,971
COHS
Family 1.00% 7,428,534 7,502,819 7,577,848 7,653,626 7,730,162 7,807,464
Rural Family 1.00% 870,990 879,700 888,497 897,382 906,356 915,419
SPDs 1.00% 905,774 914,832 923,980 933,220 942,552 951,978
Duals 1.00% 1,599,092 1,615,083 1,631,234 1,647,546 1,664,022 1,680,662
CCI TPM/GMC
Family 1.00% 33,001,616 33,331,632 33,664,948 34,001,598 34,341,614 34,685,030
SPDs 1.00% 4,301,367 4,344,381 4,387,824 4,431,703 4,476,020 4,520,780
Duals 1.00% 3,519,767 3,554,965 3,590,515 3,626,420 3,662,684 3,699,311
Cal MediConnect 1.00% 1,372,072 1,385,792 1,399,650 1,413,647 1,427,783 1,442,061
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CCI COHS

CBAS

TPM/GMC

COHS

CCI TPM/GMC

CCI COHS

CBAS

California MediCd 2020 Demonstration

HOSPITAL EXPENDITURES

Public Hospital Payments

Mental Health Supplements

TOTAL HOSPITAL EXPENDITURES

Attachment K

Budget Neutrality Projections and Allotment Neutrality Requirements

Family

SPDs

Duals

Cal MediConnect

Family
Rural Family
SPDs
Duals

Family
Rural Family
SPDs
Duals

Family
SPDs
Duals
Cal MediConnect

Family
SPDs
Duals
Cal MediConnect

1.00%
1.00%
1.00%
1.00%
6.87%

0.00%
0.00%

4,810,033
549,931
1,119,648
115,147
369,651

$2,637,061,900
$4,816,992

ApprovedDecember 30, 201through December 31, 2020

4,858,133
555,430
1,130,844
116,299
395,046

$2,246,252,987
$390,951,032
$1,598,870,026
$156,920,682

$1,433,198,883
$160,182,961
$992,769,280
$584,491,692

$5,191,578,359
$4,084,077,716
$2,754,262,992
$1,073,663,648

$937,555,680
$709,745,051
$766,015,615

$78,779,025
$460,895,170

$2,637,061,900
$4,816,992
$2,641,878,893

4,906,715
560,985
1,142,152
117,462
422,185

$2,365,135,927
$411,642,115
$1,683,490,222
$165,225,709

$1,509,050,934
$168,660,645
$1,045,311,594
$615,425,915

$5,466,342,644
$4,300,227,529
$2,900,032,361
$1,130,487,297

$987,175,815
$747,308,303
$806,556,991

$82,948,405
$508,123,522

$2,637,061,900
$4,816,992
$2,641,878,893
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4,955,782
566,594
1,153,574
118,637
451,190

$2,490,310,746
$433,428,274
$1,772,588,942
$173,970,280

$1,588,917,455
$177,587,009
$1,100,634,711
$647,997,332

$5,755,648,828
$4,527,817,071
$3,053,516,574
$1,190,318,337

$1,039,422,095
$786,859,600
$849,244,020
$87,338,449
$560,191,407

$2,637,061,900
$4,816,992
$2,641,878,893

5,005,340
572,260
1,165,110
119,823
482,186

$2,622,110,442
$456,367,465
$1,866,403,212
$183,177,657

$1,673,010,911
$186,985,802
$1,158,885,803
$682,292,591

$6,060,266,542
$4,767,451,790
$3,215,123,939
$1,253,315,935

$1,094,433,509
$828,504,144
$894,190,260
$91,960,837
$617,594,735

$2,637,061,900
$4,816,992
$2,641,878,893

5,055,393
577,983
1,176,761
121,021
515,312

WW Expenditures

$2,760,885,637
$480,520,714
$1,965,182,602
$192,872,334

$1,761,555,014
$196,882,025
$1,220,219,834
$718,402,9256

$6,381,006,149
$5,019,769,176
$3,385,284,373
$1,319,647,681

$1,152,356,403
$872,352,726
$941,515,279
$96,827,864
$680,880,236

$2,637,061,900
$4,816,992
$2,641,878,893

$12,484,695,73
$2,172,909,60)
$8,886,535,00)
$872,166,66|

$7,965,733,19

$890,298,44]
$5,517,821,22]
$3,248,610,45

$28,854,842,52
$22,699,343,28
$15,308,220,23

$5,967,432,89

$5,210,943,50)
$3,944,769,82]
$4,257,522,1§

$437,854,58
$2,827,685,07]

$13,185,309,50
$24,084,96
$13,209,394,44
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MEGS SAVINGS CALCULATION (WITHOUT WAIVER MINUS WITH WAIVER AND APPLICATION OF SAVINGS PERCENTAGE)

TPM/GMC

COHS

CCI TPM/GMC

Urban Family

Transition Complete

Shared Savings %

Savings Value for BEN
Rural Family

Shared Savings %

Savings Value for BEN
SPDs

Shared Savings %

Savings Value for BN
Duals

Shared Savings %

Savings Value for BN

Urban Family
Shared Savings %
Savings Value for BN
Rural Family
Shared Savings %
Savings Value for BN
SPDs
Shared Savings %
Savings Value for BEN
Duals
Shared Savings %
Savings Value for BEN

Family
Shared Savings %
Savings Value for BN
SPDs
Shared Savings %
Savings Value for BN
Duals
Shared Savings %
Savings Value for BN
Cal MediConnect
Shared Savings %
Savings Value for BN

2013-14

2011-12

Voluntary

2013-14

Pre-2010

Pre-2010

2013-14

2014-15

2014-15

California MediCd 2020 Demonstration
ApprovedDecember 30, 201through December 31, 2020

$924,365,130 $965,235,787 $1,007,951,141 $1,052,543,512 $1,099,037,929
$212,603,980 $222,004,231 $231,828,763 $242,085,003 $252,778,724
$64,612,356 $66,890,220 $69,215,612 $71,612,944 $74,078,720
100% 100% 100% 90% 80%
$64,612,356 $66,890,220 $69,215,612 $64,451,650 $59,262,976
$359,218,183 $373,282,120 $387,842,949 $402,919,830 $418,504,354
100% 90% 80% 70% 60%
$359,218,183 $335,953,903 $310,274,360 $282,043,881 $251,102,613
-$50,493,009 -$54,204,806 -$58,159,085 -$62,374,471 -$66,861,643
-$50,493,009 -$54,204,806 -$58,159,085 -$62,374,471 -$66,861,643
$247,657,733 $256,511,763 $265,632,663 $274,989,980 $284,625,123
$56,961,279 $58,997,705 $61,095,513 $63,247,696 $65,463,773
$1,118,812 $766,829 $381,763 -$49,941 -$524,598
100% 100% 100% 90% 80%
$1,118,812 $766,829 $381,763 -$49,941 -$524,598
$580,393,675 $607,134,340 $635,098,232 $664,330,342 $694,882,973
$133,490,545 $139,640,893 $146,072,593 $152,795,979 $159,823,085
$142,457,130 $136,931,714 $130,649,424 $123,559,764 $115,608,667
$32,765,140 $31,494,294 $30,049,363 $28,418,746 $26,589,993
$1,318,756,035 $1,372,018,342 $1,427,528,758 $1,484,929,458 $1,544,523,226
$303,313,883 $315,564,219 $328,331,614 $341,533,775 $355,240,342
$664,591,019 $687,763,579 $711,563,471 $735,993,532 $761,042,557
100% 100% 100% 90% 80%
$664,591,019 $687,763,579 $711,563,471 $662,394,179 $608,834,045
$230,539 -$23,419,733 -$49,354,149 -$77,742,082 -$108,804,765
100% 100% 100% 100% 90%
$230,539 -$23,419,733 -$49,354,149 -$77,742,082 -$108,804,765
$89,869 -$9,129,456 -$19,239,173 -$30,305,329 -$42,414,149
100% 100% 100% 100% 90%
$89,869 -$9,129,456 -$19,239,173 -$30,305,329 -$42,414,149
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$5,049,133,49

$1,161,300,70
$346,409,85

$324,432,81
$1,941,767,44

$1,538,592,94
-$292,093,01]

-$292,093,01
$1,329,417,26

$305,765,97|
$1,692,86!

$1,692,86!
$3,181,839,56

$731,823,10]
$649,206,70

$149,317,54]
$7,147,755,81

$1,643,983,83
$3,560,954,15

$3,335,146,29
-$259,090,19|

-$259,090,19]
-$100,998,24]

-$100,998,24]
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CCI COHS

Family
Shared Savings %
Savings Value for BEN

SPDs 2013-14
Shared Savings %
Savings Value for BEN

Duals 2014-15
Shared Savings %
Savings Value for BEN

Cal MediConnect 2014-15
Shared Savings %
Savings Value for BN

CBAS

Total Net Other Population Savings Margin

INTIAL BUDGET NEUTRALITY MARGIN

$142,407,359

$32,753,693
$464,506,830
100%
$464,506,830
-$15,949,383
100%
-$15,949,383
-$1,640,276
100%
-$1,640,276
$0

$2,258,173,465

$147,207,543

$33,857,736
$486,128,561
100%
$486,128,561
-$36,791,914
100%
-$36,791,914
-$3,783,775
100%
-$3,783,775
$0

$2,251,732,493

$152,146,084

$34,993,599
$508,743,620
100%
$508,743,620
-$59,265,014
100%
-$59,265,014
-$6,094,967
100%
-$6,094,967
$0

$2,240,437,883

$157,201,713

$36,156,395
$532,399,767
90%
$479,159,791
-$83,460,303
100%
-$83,460,303
-$8,583,273
100%
-$8,583,273
$0

$2,089,771,698

$162,349,107

$37,340,295
$557,137,963
80%
$445,710,375
-$109,498,302
90%
-$109,498,302
-$11,261,083
90%
-$11,261,083
$0

$1,922,781,679

$761,311,81]

$175,101,71
$2,548,916,74

$2,384,249,17]
-$304,964,92)

-$304,964,924
-$31,363,38]

-$31,363,38
$0

$10,762,897,21)

Population Savings Margin $2,258,173,465 $2,251,732,493 $2,240,437,883 $2,089,771,698 $1,922,781,679 $10,762,897,21]
Hospital UPL Margin $863,054,063 $863,054,063 $863,054,063 $863,054,063 $863,054,063 $4,315,270,34
DSH $2,423,161,227 $2,471,624,452 $2,125,503,107 $1,977,980,939 $1,831,576,406 $10,829,846,13
Initial Annual Budget Neutrality Margin, Pre-Waiver Expenditures $5,544,388,761 $5,586,411,013 $5,228,995,058 $4,930,806,706 $4,617,412,154 $25,908,013,69
WAIVER EXPENDITURES
Global Budget for the Uninsured $2,895,161,227 $2,943,624,452 $2,515,503,107 $2,337,980,939 $2,151,576,406 $12,843,846,13
DSH Component (estimate - will be based on actual) $2,423,161,227 $2,471,624,452 $2,125,503,107 $1,977,980,939 $1,831,576,406 $10,829,846,13
SNCP Component (only DY11 is actual, rest are estimates for BN room purposes) $472,000,000 $472,000,000 $390,000,000 $360,000,000 $320,000,000 $2,014,000,00
Dental Incentives $150,000,000 $150,000,000 $150,000,000 $150,000,000 $150,000,000 $750,000,00
Public Safety Net Transformation and Alignment Program (PSTAL) $1,600,000,000 $1,600,000,000 $1,600,000,000 $1,440,000,000 $1,224,000,000 $7,464,000,00
Whole Person Care Pilots $600,000,000 $600,000,000 $600,000,000 $600,000,000 $600,000,000 $3,000,000,00
Designated State Health Programs $150,000,000 $150,000,000 $150,000,000 $150,000,000 $150,000,000 $750,000,00
IHS Uncompensated Care $1,550,000 $1,550,000 $1,550,000 $1,550,000 $1,550,000 $7,750,00
TOTAL WAIVER EXPENDITURES $5,396,711,227 $5,445,174,452 $5,017,053,107 $4,679,530,939 $4,277,126,406 $24,815,596,13
Annual Budget Neutrality Margin $147,677,533 $141,236,561 $211,941,951 $251,275,767 $340,285,743 $1,092,417,56|
Cumulative Budget Neutrality Margin $147,677,533 $288,914,094 $500,856,045 $752,131,812 $1,092,417,560 $1,092,417,56|
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Attachment L
Managed Care Enrollment Requirements

Included State Plan Populations
Prior Sectio
; Section | n 1931 . . Foster Title BCCPT Children
authority/ County 1931 Adults/ B.Imd/ B“nd/ Aged & Care XXI * with
1115 . Disable | Disabled Related -
o Included Childre New ) - Childre | CHIP Progra | accelerated
transition d Adults | Children | Populations a Pl
n Adult n m eligibility
group Group
Santa . . .
Cruz All populations are required to enroll in managed care Req. Req. Req. Req.
Monterey All populations are required to enroll in managed care Req. Req. Req. Req.
HIO Merced All populations are required to enroll in managed care Req. Req. Req. Req.
Waiver Orange All populations are required to enroll in managed care Req. Req. Req. Req.
1915(b) Solano All populations are required to enroll in managed care Req. Req. Req. Req.
Napa All populations are required to enroll in managed care Req. Req. Req. Req.
Sonoma All populations are required to enroll in managed care Req. Req. Req. Req.
Yolo All populations are required to enroll in managed care Req. Req. Req. Req.
1';?;'\{)') San Mateo All populations are required to enroll in managed care Req. Req ?® Req. Req.
SBSLOR gz?éira All populations are required to enroll in managed care Req. Req ? Req. Req.
HA -
1915(b) g%?slséls All populations are required to enroll in managed care Req. Reqg ? Req. Req.
Alameda All populations are required to enroll in managed care Vol. Req.’ Vol.
ggg:;a All populations are required to enroll in managed care Vol. Req.” Vol.
Fresno All populations are required to enroll in managed care Vol. Req.” Vol.
Kern All populations are required to enroll in managed care Vol. Req.” Vol.
Kings All populations are required to enroll in managed care Vol. Req.” Vol.
Los . . . b
Angeles All populations are required to enroll in managed care Vol. Req. Vol.
Madera All populations are required to enroll in managed care Vol. Req. Vol.
Riverside All populations are required to enroll in managed care Vol. Req.” Vol.
Two- Sacrament . . . b
Plan/GM | o All populations are required to enroll in managed care Vol. Req. Vol.
C Waiver | San
1915(b) | Bernardin All populations are required to enroll in managed care Vol. Req.” Vol.
[¢]
San Diego All populations are required to enroll in managed care Vol. Req.” Vol.
san All populations are required to enroll in managed care Vol. Req.” Vol.
Francisco
San . . . b
Joaquin All populations are required to enroll in managed care Vol. Req. Vol.
Santa . . . b
Clara All populations are required to enroll in managed care Vol. Req. Vol.
Stanislaus All populations are required to enroll in managed care Vol. Req.’ Vol.
Tulare All populations are required to enroll in managed care Vol. Req. Vol.
2011 Marin
Managed
Care All populations are required to enroll in managed care Req. Req. Req. Req.
Expansio
ns
Mendocino All populations are required to enroll in managed care Req. Req. Req. Req.
Ventura All populations are required to enroll in managed care Req. Reg. Req. Req.
Del Norte All Populations Required to enroll in managed care Req Req Req Req’
2013 Humboldt All Populations Required to enroll in managed care Req Req Req Req’
Ma(t;naged Lake All Populations Required to enroll in managed care Req Req Req Req’
Expg:]esio Lassen All Populations Required to enroll in managed care Req Req Req Req’
n Modoc All Populations Required to enroll in managed care Req Req Req Req”
Shasta All Populations Required to enroll in managed care Req Req Req Req’
County | Siskiyou All Populations Required to enroll in managed care Req Req Reqg Req”
Organize | Trinity Req”
d Health
System . . .
(gOHS) All Populations Required to enroll in managed care Req Req Req
Health
Insuring
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Attachment L
Managed Care Enrollment Requirements

Included State Plan Populations
Prior Sectio
; Section | n 1931 . . Foster Title BCCPT Children
authority/ Blind/ Blind/ Aged & .
1115 Ir?c(:)Ilejgteyd Clh?I?J%e Aﬂgi,tvs / Disable | Disabled Related Cchﬁtrj?e Cxlj(l::’ Prc:c ra acc;\lnetrated
transition d Adults | Children | Populations a 9 Pl
n Adult n m eligibility
group Group
Organiza
tion
(HIO)+
. b
Alpine Req Req Req Req Req Vol Req Vol Req
Amador Req Req Req Req Req Vol Req Vol Req’
Butte Req Req Req Req Req Vol Req Vol Req”
Calaveras Req Req Req Req Req Vol Req Vol Req”
2013 Colusa Req Req Req Req Req Vol Req Vol Req’
managed El Dorado Req Req Req Req Req Vol Req Vol Req”
care Glenn Req Req Req Req Req Vol Req Vol Req’
expansio [ Inyo Req Req Req Req Req Vol Req Vol Req”
n Mariposa Req Req Req Req Req Vol Req Vol Req’
Mono Req Req Req Req Req Vol Req Vol Req’
) IZ Nevada Req Req Req Req Req Vol Req Vol Reg”
Regiona Placer Req Req Req Req Req Vol Req Vol Req’
Plumas Req Req Req Req Req Vol Req Vol Req”
Sierra Req Req Req Req Req Vol Req Vol Req’
Sutter Req Req Req Req Req Vol Req Vol Req”
Tehama Req Req Req Req Req Vol Req Vol Reg”
Tuolumne Req Req Req Req Req Vol Req Vol Req’
Yuba Req Req Req Req Req Vol Req Vol Req”
2013
managed
care
expansio Imperial Req Req Req Req Req Vol Req Vol Req”
n
Imperial*
2013
managed
care
expansio San Vol Vol Vol Vol vol®
n Benito
San
Benito’
Notes:

Vol=Voluntary
Reg=Required

% Required CHIP enrollment is subject to the transition requirements of STC Error! Reference source

ot found. and all other requirements in section VI | | . E of the demonstrationds
® New eligible children after January 1, 2013 that meet CHIP and enrollment requirements as set forth by

above designation ?

* BCCPT - Breast and Cervical Cancer Prevention Treatment Program
+ Part of the 2013 Managed Care Expansion, COHS Model, to begin no sooner than September 1, 2013

? Part of the 2013 Managed Care Expansion, non-COHS Model, to begin no sooner than November 1,
2013
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Attachment L
Managed Care Enrollment Requirements

Populations that may be excluded from enrollment in managed care

. Ii\laucriﬁ'tng Enrolled in | Less Special
Prlo_r Other or Y Another than 3 HCBS | Needs CHIP | Retro
authority/ County Dual | Preg. | qyranc ICE/MR | Managed | Months Yaiver- | Children | Title | Eligibilit
1115 Included | Eligibl | Wom | ¢ Rosion | Care Eligibilit [rolled | (State | xx1 |y
tre;r;gﬁlr?n es en N Program y Defined)
h
Santa Cruz X X
Monterey X X"
h
HIO Merced X Xh
Waiver Orange X X
1915(b) Solano X X"
Napa X X"
Sonoma X X"
Yolo X X"
HPSM X X'
1915(b) San Mateo
Santa X X"
SBSLOR Barbara
HA San Luis X X"
1915(b) Obispo
Alameda X© X7 X X x? X X X
Contra X© X7 X X x? X X X
Costa
Fresno X© x? X X x° X X X
Kern X© X7 X X x? X X X
Kings* X© X7 X X X3 X X X
Los X© X7 X X x? X X X
Angeles
Madera** x© X X X X9 X X X
Riverside x© X X X X° X X X
Two- Sacrament | X° X° X X X° X X X
Plan/GMC o
Waiver C d ef g T
San X X X X X X X X
1915(b) Bernardin
0
San Diego X© X7 X X X° X X X
San X© X7 X X x? X X X
Francisco
San X© X7 X X x? X X X
Joaquin
Santa X© X7 X X x? X X X
Clara
Stanislaus X© X7 X X X? X X X
Tulare X© X7 X X X? X X X
2011 Marin X X"
Managed
Care
Expansio
n
Mendocin X X"
0
Ventura X X"
2013 Del Norte X X"
Managed ["Humboldt X X"
Care  Moie X X"
Expansio =
n Lassen X X
Modoc X X"
California Med+Cd 2020 Demonstration Page207 of 307

ApprovedDecember 30, 201through December 31, 2020




Attachment L
Managed Care Enrollment Requirements

County | Shasta X X"
grganlltzr? Siskiyou X X"
ea . h
System Trinity X X
(COHS)
Health
Insuring
Organizat
ion (HIO)+
2013 Alpine X© x? X! X x? X X
Managed | Amador X© x¢ Xe! X x? X X
Care  Fpitte XC X7 X X X0 X X
Expansio = - - - .
n Calaveras X X X X X X X
Colusa X© x? Xt X X? X X
~, LEl Dorado X~ X X°! X X° X X
Regional Glenn XC XC X X X0 X X
Inyo X© x? X! X x¢ X X
Mariposa X© x? X! X x¢ X X
Mono X© x¢ X X x¢ X X'
Nevada X© x¢ X X x¢ X X'
Placer X© x? X X X? X X
Plumas X© x? X! X x¢ X X'
Sierra X© x¢ X X x¢ X X'
Sutter X© x? X X X? X X
Tehama X© x? X! X x¢ X X
Tuolumne X© x¢ X X x¢ X X'
Yuba X© x¢ X X x¢ X X'
2013 Imperial X© x? X X X? X X
managed
care
expansio
n
Imperial,”
2013 San Benito X© X¢ x& X X¢ X X'
managed
care
expansio
n
San
Benito”
Notes:

¢ State excludes enroliment of dual eligibles who are simultaneously enrolled in a Medicare

Advantage plan, unless the Medicare Advantage plan also has a Medi-Cal managed care
contract;
Beneficiaries with incomes above 138 percent up to and including 213percent of FPL receive
pregnancy related services only, and are therefore excluded from mandatory managed care;
State excludes individuals that have a share of cost or are ineligible for full-scope services;
State excludes individuals who have been approved by the Medi-Cal Field Office or the CCS
program for any major organ transplant that is a Medi-Cal FFS benefit, except kidney transplants;
9 Individuals enrolled in mental health or dental health managed care programs are not considered
to be enrolled in another managed care program
State only Healthy Families;
Except for non-Healthy Families children in the Percent of Poverty program.
+ Part of the 2013 Managed Care Expansion, COHS Model, to begin no sooner than September 1, 2013
* Part of the 2013 Managed Care Expansion, non-COHS Model, to begin no sooner than November 1,
2013

f
h
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Attachment L
Managed Care Enrollment Requirements

Populations that may be excluded from enrollment in managed care

. Ii\laucriﬁ'tng Enrolled in | Less Special
Prlo_r Other or Y Another than 3 HCBS | Needs CHIP | Retro
authority/ County Dual | Preg. | qyranc ICE/MR | Managed | Months Yaiver- | Children | Title | Eligibilit
1115 Included | Eligibl | Wom | ¢ Rosion | Care Eligibilit [rolled | (State | xx1 |y
tre;r;gﬁlr?n es en N Program y Defined)
h
Santa Cruz X X
Monterey X X"
h
HIO Merced X Xh
Waiver Orange X X
1915(b) Solano X X"
Napa X X"
Sonoma X X"
Yolo X X"
HPSM X X'
1915(b) San Mateo
Santa X X"
SBSLOR Barbara
HA San Luis X X"
1915(b) Obispo
Alameda X© X7 X X x? X X X
Contra X© X7 X X x? X X X
Costa
Fresno X© x? X X x° X X X
Kern X© X7 X X x? X X X
Kings* X© X7 X X X3 X X X
Los X© X7 X X x? X X X
Angeles
Madera** x© X X X X9 X X X
Riverside x© X X X X° X X X
Two- Sacrament | X° X° X X X° X X X
Plan/GMC o
Waiver C d ef g T
San X X X X X X X X
1915(b) Bernardin
0
San Diego X© X7 X X X° X X X
San X© X7 X X x? X X X
Francisco
San X© X7 X X x? X X X
Joaquin
Santa X© X7 X X x? X X X
Clara
Stanislaus X© X7 X X X? X X X
Tulare X© X7 X X X? X X X
2011 Marin X X"
Managed
Care
Expansio
n
Mendocin X X"
0
Ventura X X"
2013 Del Norte X X"
Managed ["Humboldt X X"
Care  Moie X X"
Expansio =
n Lassen X X
Modoc X X"
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Attachment L
Managed Care Enrollment Requirements

County | Shasta X X"
grganlltzr? Siskiyou X X"
ea . h
System Trinity X X
(COHS)
Health
Insuring
Organizat
ion (HIO)+
2013 Alpine X© x? X! X x? X X
Managed | Amador X© x¢ Xe! X x? X X
Care  Fpitte XC X7 X X X0 X X
Expansio = - - - .
n Calaveras X X X X X X X
Colusa X© x? Xt X X? X X
~, LEl Dorado X~ X X°! X X° X X
Regional Glenn XC XC X X X0 X X
Inyo X© x? X! X x¢ X X
Mariposa X© x? X! X x¢ X X
Mono X© x¢ X X x¢ X X'
Nevada X© x¢ X X x¢ X X'
Placer X© x? X X X? X X
Plumas X© x? X! X x¢ X X'
Sierra X© x¢ X X x¢ X X'
Sutter X© x? X X X? X X
Tehama X© x? X! X x¢ X X
Tuolumne X© x¢ X X x¢ X X'
Yuba X© x¢ X X x¢ X X'
2013 Imperial X© x? X X X? X X
managed
care
expansio
n
Imperial,”
2013 San Benito X© X¢ x& X X¢ X X'
managed
care
expansio
n
San
Benito”
Notes:
c

State excludes enroliment of dual eligibles who are simultaneously enrolled in a Medicare
Advantage plan, unless the Medicare Advantage plan also has a Medi-Cal managed care
contract;

These beneficiaries receive pregnancy related services only;

State excludes individuals that have a share of cost or are ineligible for full-scope services;

State excludes individuals who have been approved by the Medi-Cal Field Office or the CCS
program for any major organ transplant that is a Medi-Cal FFS benefit, except kidney transplants;
9 Individuals enrolled in mental health or dental health managed care programs are not considered
to be enrolled in another managed care program

State only Healthy Families;

Except for non-Healthy Families children in the Percent of Poverty program.

+ Part of the 2013 Managed Care Expansion, COHS Model, to begin no sooner than September 1, 2013
* Part of the 2013 Managed Care Expansion, non-COHS Model, to begin no sooner than November 1,
2013

h

California Med+Cd 2020 Demonstration Page210of 307
ApprovedDecember 30, 201through December 31, 2020



Attachment M
Geographic Distribution and Delivery System Model

Prior
authority/ Counties Delivery
1115_ included System Model Managed Care Organizations Participating
transition
group
Santa Cruz | MCO/HIO Central Coast Alliance
Monterey MCO/HIO Central Coast Alliance
HIO Waiver Merced MCO/HIO Central Coast Alliance
Orange MCO/HIO CalOPTIMA
1915(b) Solano MCO/HIO Partnership HealthPlan of California
Napa MCO/HIO Partnership HealthPlan of California
Sonoma MCO/HIO Partnership HealthPlan of California
Yolo MCO/HIO Partnership HealthPlan of California
HPSM San Mateo MCO Health Plan of San Mateo
1915(b)
SBSLORH | Santa MCO/HIO CencCal
A Barbara
San Luis MCO/HIO CenCal

1915(b) Obispo
Alameda MCO

Alameda Alliance for Health , Anthem Blue Cross
Partnership Plan

Contra Contra Costa Health Plan, Anthem Blue Cross Partnership
MCO

Costa Plan

Fresno MCO Health Net Community Solutions, Anthem Blue Cross

Partnership Plan

Kern MCO Kern Family Health, Health Net Community Solutions

Kings** MCO Cal Viva, Anthem Blue Cross (when implemented)

Los . MCO L.A. Care Health Plan, Health Net Community Solutions

Angeles

Madera** MCO Cal Viva, Anthem Blue Cross (when implemented)

Inland Empire Health Plan, Molina Healthcare of California

. .
Riverside MCO Partner Plan

Two-Plan/ . . Anthem Blue Cross, Health Net Community Solutions,
GMC (S)acrament 'I;AEI-?P%Z?\I;?I Kaiser Permanente , Molina Healthcare of California
Waiver ' Partner Plan
San . . . .
) Inland Empire Health Plan, Molina Healthcare of California
1915(b) E&ernardlno MCO Partner Plan
Care First, Community Health Group, Health Net
San Diego MCO Community Solutions, Kaiser Permanente , Molina
Healthcare of California Partner Plan
San MCO San Francisco Health Plan, Anthem Blue Cross
Francisco Partnership Plan
San .
Joaquin MCO Health Plan of San Joaquin, Health Net
Santa Clara | MCO Santa Cla_ra Family Health Plan, Anthem Blue Cross
Partnership Plan
Stanislaus MCO Health Plan of San Joaquin, , Health Net Community
Solutions
Anthem Blue Cross Partnership Plan, Health Net
Tulare MCO Community Solutions
2011 Kings MCO Anthem Blue Cross, CalViva
Managed -
Care Madera MCO Anthem Blue Cross, CalViva
Expansion | Marin MCO/HIO Partnership HealthPlan of California
s Mendocino MCO/HIO Partnership HealthPlan of California
Ventura MCO/HIO Gold Coast Health Plan
2013 Del Norte MCO/HIO Partnership HealthPlan of California
Macn;%ed Humboldt MCO/HIO Partnership HealthPlan of California
Expansion Lake MCO/HIO Partnership HealthPlan of California
Lassen MCO/HIO Partnership HealthPlan of California
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Note:
*

Attachment M

Geographic Distribution and Delivery System Model

COUUW Modoc MCO/HIO Partnership HealthPlan of California
Org:;\lltzhed Shasta MCO/HIO Partnership HealthPlan of California
System Siskiyou MCO/HIO Partnership HealthPlan of California
(COHS)
Health
Insuring MCO/HIO Partnership Health Plan of California
Organizatio
n (HIO)+ Trinity
Alpine MCO Anthem Blue Cross, California Health and Wellness Plan
MCO Anthem Blue Cross, California Health and Wellness Plan,
Amador Kaiser
Butte MCO Anthem Blue Cross, California Health and Wellness Plan
Calaveras MCO Anthem Blue Cross, California Health and Wellness Plan
Colusa MCO Anthem Blue Cross, California Health and Wellness Plan
Anthem Blue Cross, California Health and Wellness Plan,
MCO h
El Dorado Kaiser
2013 Glenn MCO Anthem Blue Cross, California Health and Wellness Plan
Megaged Inyo MCO Anthem Blue Cross, California Health and Wellness Plan
are
Expansion Mariposa MCO Anthem Blue Cross, California Health and Wellness Plan
) Mono MCO Anthem Blue Cross, California Health and Wellness Plan
Regional: Nevada MCO Anthem Blue Cross, California Health and Wellness Plan
MCO Anthem Blue Cross, California Health and Wellness Plan,
Placer Kaiser
Plumas MCO Anthem Blue Cross, California Health and Wellness Plan
Sierra MCO Anthem Blue Cross, California Health and Wellness Plan
Sutter MCO Anthem Blue Cross, California Health and Wellness Plan
Tehama MCO Anthem Blue Cross, California Health and Wellness Plan
Tuolumne MCO Anthem Blue Cross, California Health and Wellness Plan
Yuba MCO Anthem Blue Cross, California Health and Wellness Plan
2013
Meg\;%ed Imperial MCO California Health and Wellness Plan, Molina Healthcare
Expansion
Imperial+
2013
Managed
Care Anthem Blue Cross
Expansion | San Benito MCO (Note: beneficiaries in this county will also have a choice of
FFS because only one plan is available)
San
Benito+

counties allow beneficiaries in certain zip codes to enroll on a voluntary basis
Planned Expansions:
**In March 2011, Kings and Madera County, Two Plan Expansion - authority as approved by the Tri-Country
***|n July, 2011, Marin, Mendocino and Ventura counties plan to begin operation using an HIO model

These

1915b approval

+ Part of the 2013 Managed Care Regional Expansion effective September 1, 2013 for COHS counties
and November 1, 2013 for non-COHS counties.
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(X = covered by plan. If service is not coveredlan is contractually required to provide care coordination to members)

Attachment N

Capitated Benefits Provided inManaged Care

State Plan c gl e ,
Service Service Definition ir?\é;el\r/lec inog'_‘;ﬁn COHS | Regional | Imperial | San Benito
Category
Other Acupuncture services shall be limited to
Acupuncture Practitioners' treatment performed to prevent, modify or
P Services and alleviate the perception of severe, persistent X! X! X! x! X! x!
Services . . !
Acupuncture chronic pain resulting from a generally
Services recognized medical condition.
Acute administrative days are covered,
when authorized by a Medi-Cal consultant
Acute Intermediate subject to the acute inpatient facility has
v a made appropriate and timely discharge x> x>° X x® x® x®
Administrative Care Facility .
Days Services plg_nnlng, all other coverage has b(_a_en
utilized and the acute inpatient facility meets
the requirements contained in the Manual of
Criteria for Medi-Cal Authorization.
Eigﬁxloral Preventive Services for children under 21 to treat
Services - autism spectrum disorder as articulated in X0 X0 X0 X0 X0 X0
Treatment EPSDT the state plan
(BHT) pian.
A facility that collects, stores, and distributes
Blood and Blood | Blood and Blood | human blood and blood derivatives. Covers
e o I s X X X X X X
Derivatives Derivatives certification of blood ordered by a physician
or facility where transfusion is given.
California Children Services (CCS) means
California Service is not those services authorized by the CCS
Children covered under program for the diagnosis and treatment of x°
Services (CCS) | the State Plan the CCS eligible conditions of a specific
Member.
Certified Family Certified Family A certified family nurse practitioners who
Nurse . . o )
nurse " . provide services within the scope of their X X X X X X
" Practitioners :
practitioner ; practice.
Services
Certified Certified Covers the care of mothers and newborns
L L through the maternity cycle of pregnancy,
Pediatric Nurse | Pediatric Nurse . : i
" " labor, birth, and the immediate postpartum X X X X X X
Practitioner Practitioner : : )
. . period, not to exceed six weeks; can also
Services Services ; : .
include primary care services.
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(X = covered by plan. If service is not coveredlan is contractually required to provide care coordination to members)

Attachment N

Capitated Benefits Provided inManaged Care

State Plan c gl e ,
Service Service Definition ir?\é;el\r/lec inog'_‘;ﬁn COHS | Regional | Imperial | San Benito
Category
Child Health and A preventive program that del_lvers periodic
o health assessments and provides care
Disability oo ; X :
: coordination to assist with medical 4
Prevention . : . X X X X X X
appointment scheduling, transportation, and
(CHDP) . .
P access to diagnostic and treatment
rogram .
services.
A case of childhood lead poisoning (for
. purposes of initiating case management) as
Ch.”dh(.md Lead a child from birth up to 21 years of age with
Poisoning Case
one venous blood lead level (BLL) equal to
Management
. or greater than 20 pg/dL, or two BLLs equal
(Provided by the
to or greater than 15 pg/dL that must be at
Local County
Health least 30 and no more thqn 60Q calendar
Departments) days apart, the first specimen is not
P required to be venous, but the second must
be venous.
Services provided by chiropractors, acting
within the scope of their practice as
Chiropractic Chiropractors' authorized by California law, are covered, 1 1 1 1 1 1
: X . L X X X X X X
Services Services except that such services shall be limited to
treatment of the spine by means of manual
manipulation.
Procedure used to treat kidney failure -
covered only as an outpatient service.
Blood is removed from the body through a
vein and circulated through a machine that
Chronic Chronic filters the waste products and excess fluids
Hemodialvsis Hemodialvsis from the bl oedodé Dheo X X X X X X
y Y returned to the body. Chronic means this
procedure is performed on a regular basis.
Prior authorization required when provided
by renal dialysis centers or community
hemodialysis units.
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