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May 5, 2021

Via Electronic Submission (CalAIMWaiver@dhcs.ca.gov)

Department of Health Care Services
Director’s Office
Attn: Angeli Lee and Amanda Font

Re: Public Comment Regarding the Medi-Cal Rx Initiative as Incorporated in the
CalAIM Section 1115 and 1915(b) Waiver Proposals

Dear Director Lightbourne:

Community Health Centers of the Central Coast, Inc (CHCCC) writes to object to the
incorporation of the so-called “Medi-Cal Rx” initiative as part of CalAIM Demonstration. To the
extent the CalAIM Demonstration incorporates Medi-Cal Rx into its framework, CHCCC urges
the Department of Health Care Services (“DHCS”) to consider the negative effects on federally-
qualified health centers (“FQHCs”) and their patients. Medi-Cal Rx creates unnecessary barriers
to healthcare access and hinders FQHCs’ efforts to provide high-quality care to California’s
most vulnerable and underserved patients.

CHCCC is an FQHC that cares for Medi-Cal and uninsured patients in San Luis Obispo
and Santa Barbara Counties. Our mission is to provide comprehensive, high-quality health care
services to those who need it most. The majority of our Medi-Cal patients are among the 11
million beneficiaries enrolled in Medi-Cal managed care. In addition to the many services we
provide, we have integrated pharmacy services into our practice through 1 in-house and 75
contract pharmacies.

Integrating pharmacy and medical services within the Medi-Cal managed care delivery
system allows CHCCC to better serve patients. We can serve as a one-stop-shop for all of our
patients’ medical needs, which enables us to help patients readily follow their treatment plan.
Doctors can directly coordinate all of the patient’s care, monitor their medication compliance,
and provide additional services as necessary. This model of care leads to better health
outcomes and removes barriers for traditionally underserved patients.

Additionally, CHCCC annually saves an estimated net savings of $8,382,552 in 2020
through participation in Medi-Cal managed care (the 340B Drug Discount Program). The
savings allow CHCCC to provide vital services to more patients, such as transportation
assistance, subsidized prescriptions, substance abuse treatment programs, and expanded
clinician availability. These benefits are not available to FQHCs when reimbursed for pharmacy
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on a FFS basis. As a result of the current managed care system, CHCCC patients have better
access to more services, just as Congress intended in enacting the 340B program.’

As Health & Human Services Secretary Xavier Becerra has stated, “the more medical
care 340B covered entities can provide with their limited resources and state reimbursement,
the further state-Medicaid budgets will go in serving the States’ uninsured and underinsured
residents.” As California’s Attorney General, Secretary Becerra recognized that 340B savings
are vital to expanding access to medication and other services that “help create a continuum of
care for patients,” which ultimately leads to improved public health outcomes.

Yet, Medi-Cal Rx will impede our and other FQHCs’ ability to provide these critical
services to patients. The proposed FFS reimbursement, compounded by the loss of 340B
savings, will force FQHCs to reduce services. This directly undermines the whole-person care
approach and the purpose of Medi-Cal, which is to improve access to healthcare and reduce
health inequities.

Please see the attached public comment from the Community Health Center Alliance for
Patient Access (“CHCAPA”) raising concerns about the impact of Medi-Cal Rx on the 11 million
Medi-Cal patients who would be directly impacted by Medi-Cal Rx, which CHCCC incorporates
by reference into this letter. CHCCC fully shares CHCAPA's concerns and agrees with its
conclusion that DHCS has not fully considered or examined the heavy costs of Medi-Cal Rx.

In conclusion, CHCCC urges DHCS not to include implementation of Medi-Cal Rx as
part of CalAIM, to fully analyze the impact it will have on the Medi-Cal program, and to provide a
transparent process for stakeholders to provide meaningful input and alternatives for DHCS’
consideration. Doing so will enable CHCCC and DHCS to “work in partnership to provide
individuals access to affordable healthcare, including prescription drugs” as now-Secretary
Becerra described.

Thank you for your time and consideration. CHCCC looks forward to working with DHCS
on this critical issue that affects over 11 million Medi-Cal beneficiaries.

Sincerely,

Ronald E. Castle, CEO
Community Health Centers of the Central Coast, Inc

" The purpose of the 340B program is to enable FQHCs to “stretch scarce federal resources” to provide
expansive, high-quality services to the Medi-Cal patients who need them most. (H.R. Rep. No. 102-384,
pt. 2, at 10.)

2 Bipartisan Attorneys General 340B letter to former HHS Secretary Alex Azar, Dec. 14, 2020, available
at: https://oag.ca.gov/news/press-releases/attorney-general-becerra-leads-bipartisan-coalition-340b-drug-
pricing-program.

17471841.2
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Mr. Will Lightbourne

Director, Department of Health Care Services

P.O. Box 997413, MS 0000

Sacramento, California 95899-7413

Submitted via email to: CalAIMWaiver@dhcs.ca.gov

RE: CSAC Comments on CalAIM Section 1115 & 1915(b) Waivers and Related
Efforts

Dear Director Lightbourne,

On behalf of the California State Association of Counties (CSAC), representing all 58
of California’s elected county Boards of Supervisors, | wish to thank you and your
team for the opportunity to provide the county perspective on the ambitious and
necessary California Advancing and Innovating Medi-Cal Initiative, or CalAIM.

Counties strongly support the Department of Health Care Services’ (DHCS) effort to streamline
and improve the Medi-Cal program while preserving the opportunity to access critical federal
funding for safety net health care services. Counties also applaud the Department’s proposed
restructuring of both the Section 1115 and 1915(b) Medicaid waivers and the overarching goal of
enhancing and improving the health and behavioral health of low-income beneficiaries in the

state.

CalAIM is a complex undertaking that touches multiple aspects of federal and state statute and
regulation, state policy, and local practice — to name a few. CalAIM would also consolidate and
streamline many portions of the Medi-Cal program, which impacts multiple populations served
by counties. Because of the comprehensive and interconnected nature of the CalAIM Initiative,
we have endeavored to provide the county perspective on all county-related aspects of the
proposal, regardless of in which waiver vehicle or state-only policy process a specific provision

resides.

ROLE OF COUNTIES

While Medi-Cal is a state-administered program, counties provide the non-federal share of
Medicaid matching funds for mental health and substance use disorder services, public hospital
and clinical services, eligibility administration, and public health services.

Additionally, counties retain multiple integral health-related roles at the local level, including
identifying beneficiaries; determining eligibility; caring for patients at

The Voice of California’s 58 Counties

1100 K Street, Suite 101, Sacramento, CA 95814 | www.counties.org | 916.327.7500
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county-run clinics and public hospitals/health systems; providing specialty behavioral health
services through county Specialty Mental Health Plans and substance use disorder treatment
programs; and monitoring and preventing infectious diseases and protecting community health
via county public health departments.

Moreover, counties manage many crucial health-adjacent activities at the local level, including
leading multidisciplinary efforts to address the crisis of housing and homelessness; administering
eligibility for cash assistance, nutrition, and employment services; operating county jails and
probation programs; leading culturally competent outreach to underserved and special
communities; operating parks and community recreation programs; ensuring accessible public
transportation; and overseeing the emergency medical services transport system.

FOUNDATIONAL REQUESTS

Counties are crucial to the health of all Californians and CalAIM must acknowledge this by
requiring Managed Care Organizations (MCOs) to provide counties the right of first refusal to
contract and collaborate on essential components, including Enhanced Case Management (ECM)
across all existing programs, In Lieu of Services (ILOS), behavioral health services, population
health management, outreach services, homelessness and housing services, and Whole Person
Care personnel and data.

Furthermore, counties, county departments, and county public hospitals that contribute to
improvements in the health of Medi-Cal beneficiaries must be eligible for all CalAIM incentive
payments, whether directly or as a pass-through from the MCOs.

Lastly, as key Medi-Cal stakeholders, counties must be included as primary partners in all CalAIM
discussions, major decisions, fiscal implications, timeline development, and other important
details of the waivers. Thus far, DHCS has been collaborative and inclusive of counties in the
development of CalAIM, and we request that this constructive working relationship continue
through negotiations with the federal government on the final terms and conditions, the state
legislature and policy process, and all aspects of CalAIM implementation and oversight.

SPECIFIC COMMENTS
Since counties touch so many aspects of the CalAIM proposal, we are providing the following
comments based on each proposal area or specific issue.

1. ECM and ILOS Implementation and Transition of WPC: While CSAC and our affiliate
partners continue to desire a continuation of the successful WPC pilots, we understand
the state’s decision to attempt to transition some of these successful county-led
interventions to the MCO’s in order to ensure continued federal financial participation in
these important services for our most vulnerable populations.

As stated above, it is of utmost importance that MCOs be required to offer counties the

right of first refusal to contract for important WPC services and data sharing. For non-WPC
counties, the contracting requirement is just as important, as county services for
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vulnerable populations and those who are unhoused even in non-WPC counties provide a
foundation for success in implementing ECM or ILOS.

Counties appreciate the recent loosening of some of the ambitious timelines for
transitioning populations into ECM and ILOS to 2023 and ask that DHCS continue to assess
the need for additional timeline and transition adjustments to ensure a successful
procedural and fiscal implementation of ECM/ILOS.

Counties remain concerned about the CalAIM structural gap between identifying a
beneficiary or special population in need of ECM and ILOS services and actually connecting
individuals with those services. Outreach to special populations and timely data are
critical to ensuring access to Medi-Cal services and care. Counties, not health plans, retain
the core competencies and local partnerships required to reach underserved populations
in a culturally competent manner. Because of this fact, MCOs should be required to
contract with counties and their local partners to do this important work. The county role
in data collection and sharing must also not be ignored.

For ECM specifically, counties appreciate the state’s goal to eliminate redundant and
complicated case management activities and the acknowledgement that some county-led
case management activities must continue under CalAIM. Counties specifically request
that current county-led case management efforts within existing programs, such as
providing targeted case management within specialty behavioral health services and the
California Children’s Services program, be grandfathered into CalAIM to allow counties to
continue to provide these critical services to beneficiaries. This will also assist with
reducing redundancies in case management activities and allow the MCOs to focus on the
new-to-the-plan populations under CalAIM.

Finally, on this topic, counties must have access to CalAIM’s promise of adequate federal
funding for administering these critical services and performance incentives on par with
the MCOs.

Public Hospital and Health System Improvement and Funding: It is not an exaggeration
to acknowledge that California’s previous Section 1115 Medicaid waivers prevented the
fiscal collapse of the county public hospital and health care safety net. CalAIM provides a
somewhat different structure and waiver vehicles to achieve the shared goal of preserving
the county public hospital safety net, and counties applaud the inclusion of a Global
Payments Program successor with an added equity pool in the Section 1115 waiver
request and the proposed continuation of quality improvement incentives similar to
Program of Public Hospital Redesign and Incentives in Medi-Cal (PRIME).

These mechanisms represent critically needed federal funding for county public hospitals
and health systems, especially in the wake of the COVID-19 pandemic in which public
hospitals experienced steep increases in uncompensated care for uninsured patients.
Flexibility within these programs is also of critical importance to assist public hospitals and
health systems with meeting the goals of CalAIM.
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Behavioral Health Administrative Improvements: The largest and most innovative
changes proposed under CalAIM are aimed squarely at reducing the state and federal red
tape and bureaucratic delays imposed on the county-run Specialty Mental Health and
Drug Medi-Cal programs that result in delays or hurdles to care. Counties strongly support
the CalAIM proposal to move from a cost-based, untimely, and burdensome
reimbursement system to at least a more nimble and flexible intergovernmental transfer
structure with the goal of eventually implementing a capitation-based system to allow
county mental health plans to better serve more beneficiaries and make investments in
the local system. Transition funding to do this work and shift between payment structures
is still required, as are reasonable rates to provide these critical behavioral health services.

The proposed payment reforms are the foundation for other CalAIM proposals supported
by counties, including MHP access to quality improvement program funds, the relaxation
of clinical auditing standards, efforts to streamline paperwork and documentation
requirements, and the opportunity to develop non-geographic rates for similar counties.

Counties also strongly support the effort to redefine medical necessity to ensure
improved access to all behavioral health services, the continuation and expansion of the
Drug Medi-Cal Organized Delivery System under the Section 1115 Waiver request, and the
request for an Institutes of Mental Disease (IMD) waiver from the federal government. If
approved, these proposals promise to improve access to mental and substance use
disorder services in the least-restrictive setting and regardless of age throughout the
state.

County Public Health: CalAIM promises to tackle equity and population health issues, but
MCOs are not experienced nor equipped to undertake these core public health roles.
County public health departments have led population health management, prevention,
and equity efforts for our communities regardless of health care coverage for decades.
The expertise of our local health jurisdictions is crucial for any population health efforts.
This is why counties strongly support a requirement for MCOs to contract with local
health jurisdictions to support continuing and innovative population health management,
equity, and data sharing efforts.

Counties also look forward to close collaboration on the CalAIM non-waiver proposal to
enhance the oversight and monitoring of the California Children’s Services (CCS) and Child
Health and Disability Prevention (CHDP) programs. Counties support a robust technical
assistance structure and continuous improvement process in lieu of any penalties on
these small but important programs.

On the Dental Transformation Initiative (DTI), counties welcome the continuation of the
project, but also request the continuation of Domain Four, which allows for local DTI pilot
projects. Domain four was hampered by a late start under the current extended waiver,
and counties wish to continue to partner with local dental providers, First 5 Commissions,
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schools, and other community stakeholders to improve dental care for our most
vulnerable populations.

5. County Eligibility Improvements: Counties support CalAIM’s proposed stakeholder
process to improve and update guidance and regulations pertaining to county Medicaid
eligibility functions — with counties serving as a key partner — as well as several proposals
within the state’s Section 1115 Medicaid waiver request. These include peer support
specialist services — especially as California works to implement SB 803 (Chapter 150,
Statutes of 2020), extending Medi-Cal to former foster youth who live out of state, and
support for some form of community-based adult services. As mentioned above in the
public health section, counties support a robust technical assistance framework and a
continuous improvement process in lieu of any penalties. And, of course county human
services representatives must serve as key partners in all of these efforts to improve
eligibility functions.

6. Limited Services and Case Management for Justice-Involved Individuals: CSAC has long
been a strong supporter of services to connect county jail and other correctional facility
inmates with health and behavioral health services upon release. CalAIM includes two
related proposals to allow limited Medicaid services inside jails up to 30 days before an
inmate is released, and to provide ECM-like case management services and a warm hand-
off from jail medical providers to MCOs and county MHPs upon release.

While counties support the above proposals, it is important to note that the County
Sheriff and Chief Probation Officer must retain the authority to approve any entities that
might enter a jail facility to ensure the continued safety of the entity’s workforce, jail staff,
inmates, and juvenile offenders. Additionally, each county Board of Supervisors must have
the flexibility to decide how to structure jail services 30 days before release and how to
implement jail in-reach/warm handoff efforts. Because county jail and juvenile hall health,
pre-release eligibility efforts, and care coordination is handled a number of different ways
throughout the state, the Board and Sheriff or Chief Probation Officer must determine the
safest, most effective route for implementing these two laudable proposals. As stated
above on the social services portions of CalAIM, counties, Sheriffs, and Chief Probation
Officers must be key partners in the development and implementation of these proposals,
along with county social services and relevant community stakeholders.

Lastly, funding must be available — whether state or federal — to implement and provide
these services, as they represent new duties for counties and county jails and juvenile
detention centers.

CONCLUSION

In closing, we wish to thank DHCS for the opportunity to provide these comments on behalf of all
58 elected county Boards of Supervisors. Furthermore, we commend the Department’s
innovative and expansive thinking regarding the improvement of the state’s Medi-Cal program
and safety net services within the next 1115, 1915(b), and IMD waivers as well as the policy
process. While California’s counties do not negotiate waivers with the federal government, CSAC
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and county affiliates must nevertheless serve as the state’s primary stakeholder and partner on
the CalAIM issues outlined above. Counties are committed to working arm-in-arm with DHCS to
ensure the success of CalAIM by improving the overall health of Californians.

Thank you,

Farrah McDaid Ting
Senior Legislative Representative
California State Association of Counties

cc Dr. Mark Ghaly, Secretary, California Health and Human Services Agency
Jacey Cooper, State Medicaid Director & Chief Deputy Director, DHCS
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CalPACE Comments on Proposed 1915(b) Waiver Renewal and Amendment Application

The overview documents for the 1915(b) waiver renewal and amendment application state that DHCS
intends to shift authority to the new consolidated 1915(b) waiver to continue to allow Medi-Cal
beneficiaries to enroll in PACE independent of the COHS managed care plan in “select Medi-Cal COHS
counties (currently Humboldt and Orange)”.

As part of its managed care procurement, the department is also allowing counties to submit letters of
intent to change their type of managed care, including to convert to single plan counties or to join with
an existing COHS plan. Several counties that currently have PACE have indicated their intent to do that,
including Alameda and Contra Costa as single plan counties, and Placer, Sutter and Yuba counties, which
are seeking to join Partnership health plan. PACE applications could also be forthcoming in other
counties that either are, or convert to COHS or single plan status, during the time period the 1915(b)
waiver is in place.

The department’s current policy, as reflected in the attached letter from 2012, is to allow beneficiaries
in counties that convert to COHS status to continue to enroll in PACE independent of the COHS

plan. However, under the department’s current policy, if these conversions occur or a PACE application
comes forward in COHS or single plan county that currently does not have PACE, additional waivers will
be required to ensure that beneficiaries are able to enroll in PACE independent of a COHS or single
county plan. This will be time consuming and disruptive to care arrangements already in place and
create barriers to timely access to PACE for beneficiaries who need PACE.

To avoid disruption to care arrangements and to ensure timely access to PACE we strongly urge the
department to update its policy and to incorporate in the 1915(b) waiver general authority to allow
Medi-Cal beneficiaries to enroll in PACE independent of a COHS plan, either in current or newly
designated COHS or single plan counties, for the time period covered by the 1915(b) waiver.

In counties that have PACE that become COHS or single plan counties during the time period covered by
the waiver, we believe the waiver should allow beneficiaries to enroll in PACE independent of a COHS
plan without a need for any additional approvals or waivers.

In counties that are not served by PACE that either are or become COHS or single plan counties, and
PACE applications come forward, we believe the 1915 (b) waiver should allow beneficiaries to enroll in
PACE independent of a COHS plan without a need for any additional waivers, although the department
may wish to extend its policy of requiring a PACE applicant to have approval from the COHS or single
plan as part of its application to commence operations.

We believe these changes are consistent with the department’s current policy on independent
operation of PACE in COHS and single plan counties but also provide a more streamlined approach to
ensuring that beneficiaries have uninterrupted and timely access to PACE in these counties. For these
reasons, we urge DHCS to include these provisions in the 1915(b) waiver application and look forward to
an opportunity to discuss them with the department.

Thank you for your consideration of our comments.

Peter--
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Peter Hansel

Chief Executive Officer
CalPACE

13151 St. Suite 100 | Sacramento, CA 95814 | 916-469-3368 | 916-428-4250 (fax)
phansel@calpace.org  www.calpace.org
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State of California—Health and Human Services Agenc
DHCS o

§% Department of Health Care Services

TOBY DOUGLAS EDMUND G. BROWN JR.
DIRECTOR GOVERNOR
April 26, 2012 ON LOK
Robert Edmondson APR 27 2012

Chair, CalPACE Board

CEO, On Lok Senior Health Services
1333 Bush Street

San Francisco, CA 94109

Dear Mr. Edmondson:

Thank you for your April 4" |etter addressing the concern of CalPACE about the growth
of County Organized Health Systems (COHS) and the impact COHS growth has on the
ability of PACE organizations to operate and expand. The Department of Health Care
Services (DHCS) recognizes your concern and appreciates you willingness to partner
with the COHS to make the PACE model of care available to eligible beneficiaries in
COHS counties.

First, | want to take this opportunity to assure you that existing PACE organizations face
no threat from the possibility of COHS expansion into counties in which PACE currently
operates. DHCS has made a commitment that, in the event discussions begin in the
future to convert one of these counties to a COHS, DHCS would take the steps required
by the Centers for Medicare and Medicaid Services (CMS) to allow PACE to continue in
those counties.

Secondly, in consideration to the request that PACE programs be allowed to operate in
all COHS counties, DHCS encourages CalPACE and the individual PACE organizations
to work with the COHS and California Association of Health Insuring Organizations
(CAHIO) to explore possibilities for the provision of the PACE model of care in COHS
counties. DHCS will continue to focus on developing a coherent integrated delivery
system for all Medi-Cal beneficiaries — including duals — in COHS and all other dual
demonstration counties.

In closing, CAHIO has also indicated its desire to meet with CalPACE and further
discuss contracting arrangements that will meet your shared goal of providing PACE
services to eligible beneficiaries in COHS counties. DHCS encourages these
discussions and looks forward to reviewing proposals for these partnerships.

Long-Term Care Division
1501 Capitol Avenue, Suite 71.3058, MAIL STOP 0018, PO Box 997413, Sacramento, CA 95899-7413
Office (916) 440-75§§C Fax (916) 552-8989
WWW. 1.ca. ov
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Robert Edmondson
Page 2
April 26, 2012

Once again, thank you for your expressing your concerns regarding the co-existence of
PACE and COHS. [f you have any questions please contact Mr. Joseph Billingsley,
Chief, PACE/SCAN Unit, at (916) 440-7538.

Johp Shen, Chiet
Long Term Care Division

cc. Toby Douglas
Director
Department of Health Care Services
Director’'s Office, MS 0000
P.O. Box 997413
Sacramento, CA 95899-7413

Jane Ogle

Deputy Director

Health Care Delivery Systems
Department of Health Care Services
1501 Capitol Avenue, MS 4050
P.O. Box 997413

Sacramento, CA 95899-7413
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COALITIONror
of CALIFORNIA

May 6, 2021 Sustaining Supporters
Department of Health Care Services Alliance of Catholic Healthcare
Director's Office Sutter Health
Attn: Angeli Lee and Amanda Font Sharp HealthCare

P.O. Box 997413, MS 0000

Sacramento, California 95899-7413 Cedars-Sinai Medical Center

Blue Shield of California

Via: CalAIMWaiver@dhcs.ca.gov Snowline Hospice

RE: CalAIM Section 1115 & 1915(b) Waivers
Dear Ms. Lee and Ms. Font:

The Coalition for Compassionate Care of California (CCCC) thanks you for the opportunity to provide
comment on the CalAIM 1915(b) Waiver. CCCC is a statewide collaborative of healthcare providers,
consumers, and policy leaders working to create a future where Californians of all ages can live their
best lives possible in the face of serious illness.

In order to achieve that goal, Californians need access to palliative care — which provides relief from the
pain, symptoms and stress of a serious illness — starting at the point of diagnosis, and throughout the
course, of a serious illness. Typically, palliative care is provided alongside curative or rehabilitative care.
In addition, Californians should be provided with the support they need to think about and document
their treatment preferences, along with assurances that the healthcare system will honor those
preferences.

We believe palliative care and advance care planning are strongly aligned with — and can help achieve
the goals of — CalAIM, including but not limited to whole person care, improved quality outcomes and
value-based initiatives. We support CalAIM proposals that will make it easier to provide palliative care
to Medi-Cal beneficiaries, including the ability to address social determinants of health, increased
system flexibility, and payment reform.

We stand ready to assist DHCS with thinking through how to best fully integrate palliative care and

advance care planning into CalAIM, so that Medi-Cal beneficiaries of all ages can receive high-quality
person-centered care and decision making support during serious illness.
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With respect to the specific CalAIM initiatives, we have the following comments:

Population Health Management
A part of population health should be keeping members healthy during serious illness through palliative
and advance care planning.

Enhanced Care Management (ECM)

Some of the target population for ECM would benefit from palliative care and likely overlaps with the
population eligible for SB 1004 Medi-Cal palliative care. Yet it is unclear how ECM interfaces with
palliative care. Can palliative care be provided alongside ECM? If so, how do the two programs
interrelate? Or is palliative care a part of ECM? If neither one, where does palliative stop and ECM
start?

In Lieu of Services

We believe that In Lieu of Services could be very beneficial in meeting the whole-person and social
determinant needs of seriously ill members. With respect to seriously ill children, we strongly
recommend that CalAIM authorize the provision of and payment for expressive therapies, which was
found to be a particularly beneficial component the Pediatric Palliative Care Waiver.

Standardized Managed Care Plan Benefit

In developing standardized managed care benefits, we strongly recommend the inclusion of palliative
care as well as advance care planning as a part of and separate from palliative care. We also like to
highlight the importance and value of POLST in standardizing care for seriously ill beneficiaries, as well
as the need for a statewide electronic registry for POLST to provide seamless access to this important
information.

Serious Mental lliness

Advance care planning should be supported for individuals at risk for institutionalization with serious
mental illness through specialized forms and support services, such as the Making a Plan — Thinking
Ahead workbook, a toolkit and program developed by the Behavioral Health Division of the County of

Sonoma, the Community Network for Appropriate Technologies and CCCC.

Conclusion

Thank you for this opportunity to comment on CalAIM. CCCC is available to answer any questions you
may have or provide additional information that might be helpful. You can reach me at (916) 779-7500
or jthomas@coalitionccc.org. Please don’t hesitate to contact us.

Sincerel

Chief Executive Officer
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Department of Health Care Services
Director’s Office

P.O. Box 997413, MS 0000
Sacramento, CA 95899-7417

Delivered via email to: CalAIMWaiver@dhcs.ca.gov
Re: California Advancing and Innovating Medi-Cal (CalAIM) Section 1115 & 1915(b) Waivers

The SCAN Foundation (Foundation) commends the Department of Health Care Services’ (DHCS) bold
leadership in developing the CalAIM initiative, which has the potential to streamline services and
enhance the care experience for California’s 1.5 million dual eligible (Medicare/Medi-Cal) individuals. A
recent evaluation of the Cal MediConnect program, funded by the Foundation, offers many important
considerations for the future of integrated service delivery for dual eligible individuals in California,
particularly in regard to care coordination, data sharing, and other issues. We provide the following
recommendations to the CalAIM demonstration waiver that build from lessons learned in the Cal
MediConnect evaluation, and reflect principles that underlie a person-centered, integrated service
delivery system.

Crosscutting Issues

Alignment with the Master Plan for Aging as a Driving Vision

The Master Plan for Aging’s (Master Plan) five bold goals chart a path forward for comprehensive
system reform over the next ten years, including streamlined access to services and supports. While
the goals of CalAIM —to improve the quality of life and health outcomes of Medi-Cal members — align
conceptually with those outlined in the Master Plan, there is no reference to the Master Plan in the
1115 and 1915b waiver proposals and it is easy to lose sight of how the two initiatives relate.

e We recommend that the 1115 and 1915b Waiver proposals acknowledge the broader vision
outlined in California’s Master Plan, particularly as they align with Master Plan goals to better
integrate/coordinate care across health care, long-term services and supports, and social
determinants of health.

Equity as the Basis for CalAIM

California’s low income adults served by the Medi-Cal program represent racial, ethnic, linguistic, and
cultural diversity while having extensive health needs and daily living support needs. To address
disparities in health care, high mortality rates and access to services in underserved communities, any
model of integrated care must prioritize equity in service delivery to ensure access across race,
ethnicity, sexual orientation, and gender identity.

3800 Kilroy Airport Way, Suite 400, Long Beach, CA 90806 | Tel: 888-569-7226 | Fax: 562-308-2707 | www.TheSCANFoundation.org
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e We recommend establishment of a consumer advisory committee comprising the diversity of
voices impacted by CalAIM, in order to ascertain the extent to which program initiatives are
addressing equity concerns and meeting the needs of the target population.

e We recommend that the DHCS utilize the Master Plan for Aging Equity Workgroup’s equity tool
in planning and implementing the CalAIM initiative.

Part I: Integrated Care

Outline a Vision and Plan to Increase Access to Fully-Integrated Care on a Statewide Basis

Accessing health care and long-term services and supports (LTSS) is a cumbersome process for many
older adults and families. All too often, individuals cannot access the range of services they need to
remain at home, leaving them at-risk of institutionalization. Dual eligible individuals often face the
greatest challenges, with significant health and functional needs that often fall through a care gap.
California should work toward achieving the fullest amount of care delivery and associated financing
integration possible; yet true integration is illusive with the majority of LTSS carved out of the Medi-Cal
managed care delivery system. Additionally, the importance of behavioral health services, specialty
mental health services, and substance use disorder services must be recognized, particularly for dual
eligible individuals who are maneuvering two systems and multiple funding streams.

Utilizing the basic Duals-Special Need Plan (D-SNP) structure and managed LTSS (MLTSS) can be a good
first step in expanding access to integrated care throughout the state. However, LTSS carve-outs and
care coordination structures create barriers to offering fully-integrated care options. The state and
Medi-Cal Managed Care Plans (MCPs) should examine all potential pathways to offer fully-integrated
care options for dual eligible Californians.

e We recommend DHCS develop and communicate a comprehensive vision, strategy, and work
plan, in concert with the D-SNP transition proposal timeline, to move toward fully-integrated
and streamlined services for dual eligible Californians living in any county. This plan should
clarify the provision of Enhanced Care Managed (ECM) and In Lieu of Services (ILOS) for dual
eligible individuals, coordinated with carved-out services and supports (e.g., behavioral
health/specialty mental health services, substance use disorder services, In-Home Supportive
Services), as well as quality, accountability, and oversight.

Part ll: Managed Long-Term Services and Supports

Evaluating Lessons Learned and Outlining Quality Standards for MLTSS

With the state preparing for the rollout of MLTSS on a statewide basis, it is critical to understand how
well MLTSS under the Coordinated Care Initiative (CCl) is serving individuals and where there may be
opportunities for improvement. Yet, the state lacks MLTSS data on beneficiary access to services,
including care coordination and LTSS.

In order for the state to identify whether MLTSS beneficiaries’ needs are being met, we recommend
DHCS take the following actions:
e Establish access standards for the Community-Based Adult Services (CBAS) and nursing facility
(NF) carved-in services, as well as future MLTSS home-and community-based benefits to ensure
individuals can access needed services that align with their goals and preferences
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Report on beneficiary access to services in MLTSS, including referrals to CBAS, NF, transitions,
care coordination, and use of other carved-out services (including behavioral health). If these
data are not available, the state should identify a data point that can be collected to better
understand MLTSS delivery and beneficiary experience.

Contract with a University of California entity to conduct an evaluation of existing MLTSS
system including timely access to services, care coordination and beneficiary satisfaction to be
completed prior to MLTSS expansion.

Require MCPs to submit a MLTSS transition plan to ensure system readiness for MLTSS
implementation. The transition plan shall be reviewed for network adequacy, care coordination
standards, and access to services and supports.

Require MCPs to report the new LTSS HEDIS measures, and require NCQA accreditation that
includes the LTSS Distinction Survey.

Implement Policies That Afford the Strongest Consumer Choice and Protection

Regardless of enrollment choice, all dual eligible individuals and Medi-Cal only Seniors and People with
Disabilities should be ensured access to MLTSS and care coordination for identified needs. As an
example, Minnesota has developed strong requirements for their MLTSS plans.

We recommend DHCS develop strong consumer protections and quality standards for MLTSS
that includes LTSS assessment, person-centered care planning, and strong care coordination

standards to ensure dual eligible individuals can access the services they need no matter their
enrollment choice.

Standardization of Benefits and Equity Considerations

We applaud DHCS’ recognition of the importance of non-medical services, including home- and
community-based services (HCBS), in meeting a person’s broader health care needs. As part of
CalAIM’s MLTSS program, standardization of identified benefits is critical for equity considerations, in
order to ensure access to services for all eligible individuals. We offer the following considerations with
regard to program authority and statewide access to MLTSS benefits:

Authority for Enhanced Care Management and In Lieu of Services: We recognize that the 1915b
waiver application provides the authority for Medi-Cal Managed Care Plans, and authority for
both Enhanced Care Management (ECM) and In Lieu of Services (ILOS) will likely be provided
through the plan contracts and policy directives.

o Given that the success of the MLTSS program relies on the success of both ECM and ILOS
as a statewide benefit, we recommend that the 1915b waiver application outline core
principals and program components, including data collection and progress
measurement, for both ECM and ILOS.

Standardization of ILOS as a Statewide Benefit: The proposed framework for ILOS is bold and, if
successful, will make significant progress towards achieving an integrated service delivery
system. However, we also recognize that the proposal presents challenges in regard to
achieving equity and statewide access to services. Given that ILOS are voluntary for MCPs, some
beneficiaries will have their needs better met than others, depending on the MCP and county of
residence. We believe this is inconsistent with DHCS’ efforts to move towards statewide
standardized Medi-Cal benefits.
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o We recommend that DHCS provide a blueprint for infrastructure development and plan
readiness, including technical assistance to develop the systems and community
capacity necessary for statewide ILOS adoption. Additionally, DHCS should identify the
statewide access needs for CBAS through the HCBS Gap Analysis/Roadmap.

e Community-Based Adult Services (CBAS): In 2012, the Adult Day Health Care program was
discontinued as a Medi-Cal State Plan benefit, then renamed CBAS and transitioned to the 1115
waiver as a managed care benefit. CBAS is a critical component of the HCBS system, providing a
range of services in an outpatient setting to at-risk older adults and people with disabilities,
including individual assessment; professional nursing services; physical, occupational, and
speech therapies; mental health services; personal care; nutritional counseling; and
transportation, among others. While CBAS is identified as a benefit of the MLTSS program, it is
available in only 30 of the state’s 58 counties. This reality runs counter to DHCS’ efforts to
standardize benefits statewide. Further, DHCS has included CBAS in the 1115 waiver proposal,
but has transitioned all other MLTSS and related components to the 1915b waiver authority. It
is unclear why CBAS remains as a demonstration program rather than including it as a
permanent program as a managed care benefit.

o We recommend that DHCS provide a blueprint for CBAS to be adopted as a permanent
program through the 1915b waiver authority. Additionally, DHCS should identify the
statewide access needs for CBAS through the HCBS Gap Analysis/Roadmap.

Additional Strategies for Increasing Access to HCBS

With appropriate incentives, MCPs can contribute to rebalancing LTSS, bolstering HCBS, and reducing
avoidable nursing facility use. As part of Cal MediConnect, the Health Plan of San Mateo and Inland
Empire Health Plan increased access to LTSS to help individuals transition out of nursing facilities.
These MCPs dedicated funding from their reserves to provide access to services such as assisted living
and independent housing. The use of these strategies was included in a CHCS report, Facilitating
Community Transitions for Dually Eligible Beneficiaries. The waiver proposal allows for in lieu of
services to begin to address HCBS needs, but these services are not standardized across plans and are
only available to targeted populations thereby potentially limiting access.

e We recommend that DHCS work with counties, MCPs, and other stakeholders, such as
consumer advocates and labor representatives, to devise a fiscal arrangement that encourages
appropriate incentives and allow for HCBS as alternatives to institutionalization where feasible
and in accordance with an individual’s needs, desires, and preferences.

Part lll: Consumer Assistance

Ensure Access to Ombudsman Services Specializing in Integrated Care for Dual Eligible Individuals
(building off the Cal MediConnect Ombudsman Program)

California’s Cal MediConnect Ombudsmen program is essential to helping dual eligible individuals
residing in CCl counties understand their choices, navigate appeals, advocate when mistakes were
made, and help resolve system issues across Medicare and Medi-Cal programs. Under the CalAIM
proposal, it is unclear how the state Ombudsman program will address the needs of this population
once the Cal MediConnect ombudsman program ends. When other states, such as Virginia and
Massachusetts, have engaged in similar transitions, they continued to engage an integrated care
ombudsman program and expanded it to serve other allied Medicaid populations.
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e We recommend the Cal MediConnect ombudsman program expand statewide and continue to
serve dual eligible individuals as part of the CalAIM demonstration, with consideration given to
how ombudsman services will be provided for MLTSS enrollees who are not eligible for or
enrolled in an integrated care program.

Thank you for the opportunity to review and comment on the proposed CalAIM demonstration.
California is at a critical transition point. The important provisions outlined in CalAIM and the Master
Plan for Aging, along with creation of the Office of Medicare Innovation and Integration, provide
opportunities to think strategically through an equity lens about the future of aging in our state. Please
feel free to contact us for any additional information.

Sincerely,

Sarita A. Mohanty, MD, MBA, MPH
President and CEO
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May 6, 2021

Submitted via Email: CalAIMWaiver@ dhcs.ca.gov

Department of Health Care Services
Director’s Office

Attn: Angeli Lee and Amanda Font
P.O.Box 997413

MS 0000

Sacramento, California 95899-7413

Re: State of California Department of Health Care Services (DHCS) Medi-Cal (CalAIM) 1915(b)
Waiver Public Comment Opportunity

GlaxoSmithKline (GSK), in conjunction with ViiV Healthcare, appreciates this opportunity to submit
comments on the State of California Department of Health Care Services’ (DHCS) Medi-Cal (CalAIM)
1915(b) Waiver Application. GSK is a science-led global healthcare company. We have three world-
leading businesses that research, develop and manufacture innovative pharmaceutical medicines,
vaccines, and consumer healthcare products. GSK supports policy solutions that transform our
healthcare system toone that rewards innovation, improves patient outcomes and achieves higher-
value care.

ViiV is the only independent, global specialist company devoted exclusively to delivering advancements
in human immunodeficiency virus (HIV) treatment and prevention to support the needs of people with
HIV. From its inception in 2009, ViiV has had a singular focus to improve the health and quality of life of
people affected by this disease and has worked to address significant gaps and unmet needs in HIV care.
In collaboration with the HIV community, ViiV remains committed to developing meaningful treatment
advances, improving access toits HIV medicines, and supporting the HIV community to facilitate
enhanced care and treatment. We respectfully offer the following comments related to the 1915(b)
waiver application:

GSK urges DHCS to add the Viral Load Suppression (VLS) measure back into the MCAS

In 2019, GSK supported DHCS' proposal torequire Medical Managed Care Plans (MCPs) to report
measures, including the HIV Viral Load Suppression (VLS) measure, in the Managed Care Accountability
Set (MCAS). However, despite the proposal outlined in the Comprehensive Quality Strategy (CQS) to
include the VLS measure,! it appears it has been removed from the MCAS measure list for reporting
years 20212 and 2022.3

! https://www.dhcs.ca.gov/Documents/Managed-Care-Accountability-Set-Reporting-Year-2020.pdf
2 https://www.dhcs.ca.gov/dataandstats/reports/Documents/RY202 1-MCAS-2020-12-01.pdf
3 https://www.dhcs.ca.gov/dataandstats/reports/Documents/RY202 2-MCAS-12-31-2020.pdf
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Although finalization of the CQS has been delayed due to COVID,* it is more important than ever to
make sure MCPs are doing everything they can to make sure their patients are adhering to their VLS
medication because retention in care and adherence to VLS medication has been severely affected by
COVID-19. Forinstance, there has been a 31% drop in VLS rates in San Francisco’s Ward 86 HIV clinic,
compared to pre-COVID level.> This needs to be a priority to get our most vulnerable patients backto
being virally undetectable.

GSK supportstherequirementthat all MCPs be accredited by NCQA and encourages DHCS to include
the Adult Immunization Status (AlS) and Prenatal Immunization Status (PRS) measures into the MCAS

To align with the National Committee for Quality Assurance (NCQA) accreditation, GSK encourages DHCS
to include NCQA’s Adult Immunization Status (AlS) and Prenatal Immunization Status (PRS) measures
into the MCAS. Importantly, the PRS measure was added to the Child Medicaid Core Set ® and beginning
in fiscal year 2024, states will be required to report quality measures in the Child Core Set.” Therefore,
DHCSshould start to prepare for that requirement.

NCQA’s AlSmeasure is a powerful tool to help prevent illness, increase uptake of immunizations, and
promote health among adults. Increasing age-appropriate vaccine uptake among adults has been
identified as a national priority in order to prevent infection, reduce the spread of disease, and
contribute to safer environments for adult populations.® Given the dramatic decreases in routine adult
immunizations due to COVID-19, promoting vaccine uptake is crucial to preventing other outbreaks of
other diseases, reducing hospitalizations due to vaccine-preventable diseases, and promoting wellness
and prevention.

Thank you for this opportunity to comment on the 1915(b) waiver proposals. If you have any questions
or GSK can provide additional insight, please do not hesitate toreach out to me at 201.715.1048 or
margaret.n.mann@gsk.com.

Respectfully submitted,

Margaret Mann
VP, US Public Policy
GlaxoSmithKline

4 https://www.dhcs.ca.gov/services/Pages/DHCS-Compre hensive-Quality-Strategy.aspx

> https://www.medscape.com/viewarticle/940879

6 https://www.mathematica.org/-/media/internet/features/2020/coreset/2021 csr_final_report.pdf?la=en

7 https://www.healthaffairs.org/do/10.1377/hblog20200817.901186/full/

8 https://health.gov/healthypeople/objectives-and-data/browse-objectives/vaccination/increase-proportion-
adults-age-19-years-or-older-who-get-recommended-vaccines-iid-d03
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May 6, 2021

Department of Health Care Services
Director's Office

Attn: Angeli Lee and Amanda Font
P.O. Box 997413, MS 0000
Sacramento, California 95899-7413

Delivered by email to: CalAIMWaiver@dhcs.ca.gov

Re: Opposition to CalAIM proposal to expand mandatory managed care

Dear Department of Health Care Services:

We write to reiterate the concerns previously expressed by MCH Access and other consumer and provider
organizations opposing the CalAIM proposal to expand mandatory managed care to the Accelerated
Enrollment, Child Health and Disability Prevention (CHDP), and Pregnancy-Related Medi-Cal programs. We
appreciate the opportunity to summarize those concerns and present several additional points as part of
this latest state comment period.

As far as we are aware, the Department anticipates neither program cost savings nor improved health
outcomes from these mandatory managed care proposals. A 2015 Urban Institute county-by-county study
of the non-elderly found that there is no evidence managed care cut Medicaid costs-- but it did increase
the likelihood of ER visits, difficulty seeing specialists, and unmet need for prescriptions. Apparently, the
Department’s reason for including the mandatory managed care proposals in the CalAIM waiver is to
simplify administration, but administrative convenience should not outweigh serious health
consequences for pregnant women and their families.

Other alternatives to mandatory managed care that could benefit Medi-Cal consumers exist and should be
considered, such as voluntary managed care and “managed fee-for-service” during pregnancy.

Children

Accelerated Enrollment: The proposal to make Accelerated Enrollment mandatory to managed care would
reduce the amount of time families have in fee-for-service to find and visit pediatric providers and then
decide on a plan for their children. The shortened time raises a number of concerns, as explained by a
provider at a pediatric specialty center:

The process is so confusing for families. If they have been [supported] in this process, they may be

! Urban Institute (2015): The Expanding Role of Managed Care in the Medicaid Program: Implications for
Health Care Access, Use, and Expenditures for Nonelderly Adults,
https://iournals.sagepub.com/doi/full/10.1177/0046958015575524?rfr _dat=cr pub%3Dpubmed&url ver=
Z39.88-2003&rfr id=ori%3Arid%3Acrossref.org
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trying to stay with their same provider. If they are new to the system [or] need a new provider, the
challenge is finding someone taking patients, let alone someone that you connect with, has the
expertise they are looking for, etc. Families will look at the list and start calling and learn that
providers are not open to new patients. It is an arduous process for some.

Another provider concurs:

Honestly, they need more time, folks still struggle with this—by shortening the time, they are
asking that clients know the clinic’s provider codes, etc. And at times the codes provided in the
booklets are not accurate. Our own patients get defaulted. . .

For families facing particularly challenging situations, either because of the child’s health condition or other
circumstances—e.g., an essential worker with two jobs caring for her children with limited child care;
homeless families; residents of neighborhoods ravaged by drug addiction and violence—the more time the
better, to facilitate locating providers and picking an appropriate plan or to connect with a Navigator for
help getting through the selection process with the best provider and plan fit possible.

During the COVID pandemic, it has been taking MCHA much longer to help clients find the right providers
and plans, since families have both been disproportionately affected by COVID-19 and have also been
moving a lot, disrupting routines and neighborhood knowledge base. In addition, some individuals need to
be seen in person, but arranging such visits now requires much more time, due to staffing limitations for
even answering the phone, and the reliance on telehealth for social distancing. As telehealth becomes
integrated into Medi-Cal, families will continue to need the additional time in fee-for-service during AE to
connect with providers and research plan networks.

CHDP Deemed Eligible Infants: Incidents like the one described in our correspondence of February 16,
2021-- of a newborn with infections and a collapsed lung who had a dangerous six-week delay in getting an
appointment with the pediatrician she needed to see after discharge from a Neonatal Intensive Care Unit—
are unfortunately not isolated. Instead, they flow from the Department’s policy to enroll newborns into the
mother’s plan when the newborn is referred to the county, without even notifying the family that the plan
enrollment will occur, what to do if enroliment in the mother’s plan is not what the family wants, and how
to prevent delays in accessing specialty or other care until the infant’s plan can be switched. The existing
policy and lack of protections are inconsistent with existing state law. Such significant, impactful changes
to longstanding consumer protections should not be extended through the CalAIM waiver to CHDP infants.

Pregnancy and Postpartum

* Reducing access to midwifery services: The shortage of OBs and other pregnancy care providers in
California could become worse if more pregnant women have to enroll in Medi-Cal managed care. This
because plans are permitted to contract with as few as one certified nurse midwife and one licensed
midwife, with some plans having failed to do even that much in the recent past. By eliminating fee-for-
service access to midwifery services for all citizen and lawfully present immigrant women, the CalAIM
proposal would effectively reduce the number of pregnancy care providers in Medi-Cal overall.

Losing fee-for-service access to midwives also negatively impacts consumers for the additional reason
that midwifery services improve birth outcomes among the Medicaid population, as extensive
research by the federal government and others shows.? Experts agree that midwifery is key to
reversing the U.S. maternal mortality crisis, as explained in a 2021 study co-chaired by Kathleen
Sebelius and Tommy Thompson, both former Governors and U.S. Secretaries of Health and Human

? See, e.g., Midwifery and Birth Centers Under State Medicaid Programs: Current Limits to Beneficiary Access
to a High-Value Model of Care (2020): https://www.milbank.org/quarterly/articles/midwifery-and-birth-centers-
under-state-medicaid-programs-current-limits-to-beneficiary-access-to-a-high%E2%80%90value-model-of-care/.
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Services:

Midwifery-led care and freestanding birth centers are two models with significant evidence

.. .demonstrating that they can reduce maternal mortality and morbidity, providing high-quality,
patient-centered, accessible care for the vast majority of pregnancies, which are low risk. Yet
significant barriers within the Medicaid program and related state laws and regulations limit the
adoption of these models. In order for Medicaid to reach its potential in addressing the maternal
mortality crisis, it must emerge from historical policies, many of which have racist origins, and be
reimagined around women'’s health needs.?

* Reducing access to perinatal specialty centers: These providers treat the most highly at-risk
individuals. Some perinatal specialty centers decline to participate in Medi-Cal managed care contracts
but do accept fee-for-service beneficiaries. As it unlikely that all centers will be required to contract
with Medi-Cal plans as a condition of participating in Medi-Cal at all, the practical effect of the CalAIM
proposal is to further reduce access to specialty care for many very high risk women.

» Case examples of negative impacts for consumers deprived of fee-for-service access to medical care
during pregnancy: It is extremely difficult under the Department’s rules for a pregnant woman to be
granted a “medical exemption request” (MER) from mandatory managed care when a provider declines
to participate in a “continuity of care” arrangement with the plan. The following are but a few
examples of cases for which we have provided assistance or reviewed fair hearing decisions involving
pregnant women denied MER approval because they did not meet the Department’s criteria. The
CalAIM proposal would place even more women in a similarly untenable position.

© MERs are automatically denied when the woman has been in a plan for more than 90 days
even before becoming pregnant: Many women enroll in Medi-Cal before becoming pregnant
or even without intending to become pregnant. Under the Department’s rules, being in a plan
over 90 days results in automatic MER denial, as occurred in each of the following cases:

= One woman developed complications during her two prior pregnancies and had to
have emergency C-sections both times. For her second pregnancy, she had found a
doctor she could trust and wanted to be in his care for her third pregnancy as well.

* Another woman, who had had a difficult pregnancy and suffered a miscarriage, feared
that having to see a doctor who lacked the experience of having treated her before
could increase the risk of losing her current pregnancy.

* A woman with multiple autoimmune problems and diabetes had had two premature
deliveries. According to the non-networked perinatologist who the woman wanted to
see again, she would require bed rest for her current pregnancy, weekly progesterone
injections, and perinatal specialty services unavailable in her plan’s network.

= Another woman had severe abdominal pain with unknown causes and a family history
of Down Syndrome.

= Another wanted to deliver her baby at the hospital located only 15 minutes from her
home instead of at the plan hospital an hour away because, for her previous child, she
had almost given birth in the car on her way to the hospital closest to her home.

Had these women, and many others like them, been in Medi-Cal fee-for-service instead of having to

3Reversing the U.S. Maternal Mortality Crisis (2021) (page 12):
https://www.medicaidinnovation.org/ images/content/AHSG-Reversing the US Maternal Mortality Crisis-

Report 2021.pdf

934


https://www.medicaidinnovation.org/images/content/AHSG-Reversing_the_US_Maternal_Mortality_Crisis-Report_2021.pdf

enroll and remain in a managed care plan, they would have been able to preserve continuity of care
with providers they knew and trusted.

o MERs to preserve continuity of care are also denied for women whose medical conditions are
not deemed “complex”: In each of the following cases, the woman wanted to remain with her
current fee-for-service provider but her MER was denied because, according to the state, her
medical condition wasn’t complex or serious enough.

®* One woman had a prior C-section and wanted to have her current doctor perform the
C-Section for her latest pregnancy.

* Another woman'’s fee-for-service provider had diagnosed her with low pregnancy-
associated plasma protein A.

= Problems with vulvar varicose veins during a previous pregnancy, low blood pressure,
and hyperthyroidism were the reasons one woman wanted to stay in the care of her
fee-for-service provider.

= Foranother woman, being in the third trimester with a history of miscarriages and
shortened cervix that created a risk of premature birth or C-section was not considered
sufficiently complex.

®* Nor was uncontrolled and untreated anxiety disorder that had led to a recent panic
attack and ER visit for another woman. The MER was denied even though the woman
trusted her current provider to assist with her mental health condition.

SDOH services under CPSP are missing from Medi-Cal plans: Adequate food and nutrition, help with
housing, getting transportation to medical appointments, and protection from domestic violence are
among the many “social determinants of health”(SDOH) interventions that are covered by the
Comprehensive Perinatal Services Program (CPSP). Yet the Department has never even included this
part of the CPSP benefit package in any of its reviews or audits of the Medi-Cal plans. Our experience
with clients indicates that plans have taken this as a cue to provide little if any SDOH services for
pregnant or postpartum members.

While the Department intends to include CPSP’s SDOH services in plan audits in the future, until the
Department can show that Medi-Cal plans are delivering SDOH interventions under CPSP at adequate
levels, more pregnant women should not be required to enroll in managed care.

To be sure, there are many challenges with CPSP in fee-for-service as well, but the solution is not to
make more women enroll in plans. Other alternatives should be considered, such as “managed fee-for-
service”.* In the meantime, Perinatal Health Coordinators in each of the 58 counties and three city
public health systems, who are responsible for reviewing the charts of fee-for-service providers, can
better work with such providers to connect their patients to SDOH interventions.

Confusion and fear for the undocumented: Under Obamacare, the Department certified that fee-for-
service “pregnancy-related” Medi-Cal provides essentially the same scope of services as full scope
Medi-Cal does through managed care plans. But confusion about the intended scope of pregnancy-

4 State of Conn (2/22/2016); Wall Street Journal (3/18/16): Conn Moves Away from Private Insurers:
https://www.wsj.com/articles/connecticut-moves-away-from-private-insurers-to-administer-medicaid-

program-1458325696; Harvard Report (March 2016): Innovations and Insights in Medicaid Managed Care:

https://www.chlpi.org/?s=Innovations+and+Insights+in+Medicaid+Managed+Care:

Connecticut Health Policy Project (Jan 2017): Busting Medicaid Spending Myths:
https://cthealthpolicy.org/index.php/2017/01/09/busting-medicaid-spending-myths/.
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related services persists since Department policies consistently describe pregnancy-related coverage as
“limited” or “restricted”, i.e., as less than “full”. Providers who fear that the state will reject a claim as
insufficiently pregnancy-related may decline to accept the patient’s Medi-Cal. The CalAIM proposal
would make access problems flowing from ambiguity about the scope of pregnancy-related Medi-Cal
even worse for the one group of women who would remain in limited scope fee-for-service Medi-
Cal— undocumented women— while all others are in full scope during pregnancy.

In addition, undocumented immigrants, already reluctant in many instances to participate in public
benefits programs, would have yet another reason to fear being singled out by enrolling in Medi-Cal.

Sincerel

ynn Kersey, \ ,
Executive Director, MCHA

ccC:

Will Lightbourne, Director

lacey Cooper, Medi-Cal Director

Senate Health and Senate Budget Committees
Assembly Health and Assembly Budget Committees
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ALCOHOL AND DRUG SERVICE PROVIDERS ASSOCIATION
OF SAN DIEGO COUNTY

Alcohol and Drug Services Provider Association of San Diego (ADSPA)
CalAIM Stakeholder Feedback
May 4, 2021

About ADSPA

The Alcohol and Drug Services Provider Association (ADSPA) is a diverse coalition that represents 36

legal entities, 75 SUD-related programs, and over 160 contracts with San Diego County Behavioral
Health Services (BHS). We pride ourselves on broad representation, with ADSPA’s member organizations
providing nearly 100% of San Diego’s DMC-ODS services that reach more than 18,500 San Diegans
annually.

Documents Reviewed

e California Advancing & Innovating Medi-Cal (CalAlM) Proposal (January 2021)

e Medicaid Section 1115 Demonstration Five-Year Renewal and Amendment Request: CalAIM

Demonstrate; Draft for Public Comment (April 2021)

e CalAIM 1915(b) Waiver Overview (April 2021)

Stakeholder Feedback

e In support of CalAIM’s goals:

>

ADSPA’s highest recommendation is that DHCS identify additional administrative relief for DMC-
ODS providers and reconsider the purpose of disallowances, limiting their use to material
discrepancies (i.e. not administrative errors) and/or evidence of fraud, waste, and abuse.

To support an integrated approach for individuals who have co-occurring conditions, clarify that
therapy delivered by an LPHA is an allowable, billable component of DMC-ODS services. Given
the high rates of trauma amongst individuals with a SUD, for example, EMDR is highly effective
and should be an available intervention for individuals served in the DMC-ODS.

To support increased access to care for individuals with behavioral health conditions, identify a
funding mechanism to support outreach as a distinct and billable service.

Network adequacy remains more important than ever in the wake of COVID-19 and with the
rising behavioral health needs of our community. While the DMC-ODS significantly increased the
volume of individuals served, the residential capacity has remained relatively stagnant in our
County and, in the case of residential withdrawal management, has significantly decreased. It is
critically important that — at a minimum — we retain the existing capacity, especially for
residential programs with conditional use permits. Current data collection practices have failed
to capture the true need for residential services (i.e. requirements to report “no waitlist”), and
additional investment is needed to ensure true network adequacy.

e Residential stay limits: We are supportive of removing the limit on the number of residential stays;
however, the State’s 30-day average should not be treated as a target and, instead, medical
necessity should determine the length of stay (LOS).
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Criteria for services: Especially as it relates to pre-release beneficiaries, ensure that Medi-Cal

beneficiaries have access to ECM and ILOS, regardless of whether they are assigned to a managed

care plan.

MAT expansion: Further clarify that OTPs may serve youth and ensure network adequacy for both

youth MAT and tapers from benzodiazepines.

Recovery services: In support of clarifying that beneficiaries are not prohibited from accessing

recovery services while they are receiving long-term MAT, revise the same-day billing matrix to

allow same-day billing for RS and OTP services.

Evidence-based practices: Many underserved communities have been traditionally excluded from

the research that validates EBPs, so limiting interventions to EBPs may inadvertently perpetuate

such disparities. While the proposed language adds — but does not limit — EBPs to include

contingency management, DHCS should encourage providers to identify and utilize community-

informed practices.

Administrative integration and fiscal reform:

> While we acknowledge and support the need to achieve administrative efficiencies and
integration, it is important to recognize that there are clear and distinct differences between
mental health and SUD services, which may serve the same populations but still require some
level of specialty care. Similarly, while we support fuller integration with physical health, it is
important to acknowledge the uniqueness and value of SUD care and ensure that specialty care
remains largely accessible outside of “mainstream healthcare” settings.

> In an effort to promote equity, as well as linguistic and cultural diversity, of the behavioral
health workforce — and to support recruitment and retention challenges — reduce
documentation burdens in behavioral health settings.

> Based on lessons learned under the 1115 demonstration and the challenges in reconciling
individual, time-based services with group visits that must be allocated across the number of
participants, ensure that the proposed mixture of HCPCS Level Il codes and CPT codes for DMC
allow for flexible service delivery, “apples to apples” reporting, and a reduction in overall
administrative requirements.

> Incorporate provider feedback into the new rate-setting methodology.
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Dear Esteemed Colleagues:

I write to endorse the request for a demonstration (waiver) to transform important components
of the California Medicaid (Medi-Cal) system on January 1, 2022 to:
1. Identify and manage member health risk and health needs via Social Determinants of
Health and whole-person care approaches;
2. Facilitate Medi-Cal to be more consistent and seamless by increasing alignment across
delivery systems, reducing complexity and increasing flexibility; and
3. Improve quality outcomes, reduce health inequities, and foster delivery system
transformation and innovation via value-based initiatives, system modernization, and
payment reform.

In particular some recent projects in Los Angeles and San Mateo have shown important gains in
children’s health — both oral health and general health — with dental and medical integration, so
dental-medical integration should be included and approved in this demonstration (waiver)
request. Moreover, transitioning the Dental Transformation Initiative will be important to sustain
the gains achieved and diffuse innovative good practices for adaptation.

Thank you for your time and work on these important initiatives and in incorporating
stakeholder feedback.

Sincerely,
Dr Stuart Gansky

Stuart Gansky, DrPH
Professor and Lee Hysan Chair of Oral Epidemiology
Associate Dean for Research, School of Dentistry

Director, Center to Address Disparities in Children's Oral Health (known as CAN DO)

Division of Oral Epidemiology & Dental Public Health
Dept of Preventive & Restorative Dental Sciences
University of California San Francisco

3333 California St, Ste 495

Box #1361

San Francisco, CA 94143

(couriers: 94118)

v: 415-502-8094

f: 415-502-8447

stuart.gansky@ucsf.edu
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May 5th, 2021

Department of Health Care Services \

Director’s Office

Attn: Angeli Lee and Amanda Font L I N co L N
P.O. Box 997413, MS 0000 CHANGING Lives L

Sacramento, California 95899-7413
Further Changes Needed to CalAIM Section 1115 & 1915(b) Waivers

Dear DHCS Directors:

On behalf of Lincoln Families, which provides preventative support services that disrupt cycles of poverty and trauma in
Alameda and Contra Costa counties, | urge DHCS leadership to reconsider the changes to the CalAIM proposal regarding
waivers. CalAlM is a once in a generation opportunity for reform to our behavioral health systems of care, and a necessary
response to the COVID-19 pandemic and growing youth mental health crisis. We commend DHCS for working with advocates
and stakeholders on this initiative and hope to see a return to some of the initial elements of the proposal.

Specifically, the CalAIM 1915(b) waiver proposal does not go far enough to directly address the impact of racism and poverty
on the social and emotional health of children. The proposal must be revised to:

e  Resist pathologizing adversity—as evidenced by proposed tools to “screen in for a high risk score” for ongoing
services. We must honor the wisdom and intelligence of low income communities to determine their own definition
of medical necessity. Lincoln serves low and extremely low income families and youth in the Bay Area, knowing first
hand that our current systems of care fail to recognize the impact of poverty, racism, and oppression. To improve
inclusivity and access, any positive screen, and more importantly, any request for support from a beneficiary should
qualify a child for services and support.

e Fully honor the commitment to no wrong door by removing the future creation of a level of care tool and plan--or if
such a tool is to be used it must only be used during the course of treatment and treatment cannot be stopped or
interrupted until or if there is a transition in care. These changes to the original proposal create further barriers to
care for youth already experiencing complex trauma.

e Clarify unanswered questions about the potential risks related to moving county mental health plans from a
Certified Public Expenditure (CPE) methodology to Intergovernmental Transfer (IGT). We are excited to see a move
to IGT but are equally concerned about the lack of transparency on these key specifics.

The time has come for California to place a higher priority on children’s behavioral health and ensure children and families
receive the services and supports they need to grow and thrive. Please contact me at 510.867.0944 or
allisonbecwar@lincolnfamilies.org if you have questions. Thank you so much for committing to this transformative work.

Sincerely,

Allison Staulcup Becwar
President & CEO
Lincoln

Lincoln | 1266 14t Street | Oakland, CA 94607 T.510.273.4700 | F. 510.530.8083 | LincolnFamilies.org
940


mailto:allisonbecwar@lincolnfamilies.org
http://www.LincolnFamilies.org

COUNTY cir Los ANGELES
Public Health

BARBARA FERRER, Ph.D., M.P.H., M.Ed. BOARD OF SUPERVISORS

Director

Hilda L. Solis
MUNTU DAVIS, M.D., M.P.H. First District
County Health Officer Holly J. Mitchell

Second District
MEGAN McCLAIRE, M.S.P.H. Sheila Kuehl
Chief Deputy Director Third District

Janice Hahn
313 North Figueroa Street, Suite 806 Fourth District
Los Angeles, CA 90012 Kathryn Barger
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May 3, 2021

Department of Health Care Services
Director’s Office

Attn: Angeli Lee and Amanda Font
P.O. Box 997413, MS 0000
Sacramento, California 95899-7413

SUBJECT: CALAIM SECTION 1115 AND 1915(b) WAIVERS PUBLIC COMMENT
Dear Director Lightbourne,

The Los Angeles County Department of Public Health (DPH) appreciates the opportunity to
comment on the Department of Health Care Services (DHCS) California Advancing and
Innovating Medi-Cal (CalAIM) Section 1115 and 1915(b) waiver applications.

As the local entity responsible for the provision of specialty substance use disorder (SUD)
treatment services under the Drug Medi-Cal Organized Delivery System (DMC-ODS), DPH
supports DHCS'’ efforts to create a patient-focused SUD service delivery system and move the
field towards parity with physical and mental health systems. The renewals and policy changes
included within the 1115 and 1915(b) waiver applications are a significant step forward in
improving care and outcomes for individuals with emerging and chronic SUD needs. However,
operationalizing these policies in a timely manner will likely require significant State-level system
updates, alignments, and clarification to ensure the intent of these progressive actions are
quickly and meaningfully implemented upon approval.

We look forward to collaborating further to ensure a successful implementation for the providers
we work with and the communities and patients we serve.

CalAIM 1915(b) Waiver Overview April 2021

1915(b) SMHS: Documentation Requirements

Under the Specialty Mental Health Services (SMHS) Program, it states that “DHCS proposes to
remove the following requirements: point-in-time treatment plan, and requiring that each chart
note tie to the treatment plan” and additionally “proposes to remove the requirement for clients to
sign the treatment plan, as evidence does not show that shared decision-making is achieved
through signature requirements” (page 27). For parity with SUD systems and to encourage
process alignments that will support the transition to a single behavioral health contract, DHCS
should offer these same allowances to DMC-ODS participants.
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1915(b) DMC-ODS: EPSDT Eligibility and Payment

DHCS emphasizes counties’ responsibility in providing Early and Periodic, Screening, Diagnosis
and Treatment (EPSDT) services to youth and young adults. We ask for further clarification
regarding how these services are funded and operationalized within DMC-ODS.

DHCS’ proposal indicates “beneficiaries under age 21 are currently, and will remain, eligible to
receive DMC-ODS services without a diagnosis” (page 11), and goes on to say “Counties are
responsible for the provision of medically necessary DMC-ODS services pursuant to the EPSDT
mandate” (page 34) and reiterated under services to say “DHCS is reiterating the counties’
obligation under the EPSDT mandate” (page 43) when describing SBIRT services. We agree
that youth and young adults should receive EPSDT services and that nothing in DMC-ODS
overrides EPSDT requirements, however the disconnect lies in whether counties can actually
submit these claims for payment via the Short-Doyle system and receive federal financial
participation (FFP) funds from DHCS, or if “responsibility” means that counties must identify non-
DMC (i.e., local) funds to pay for the full cost of this service. There remains a significant lack of
clarity State-wide on how SUD services under EPSDT impacts DMC specifically and separately
from what is allowable under the SMHS Program.

DPH was permitted to offer at-risk EPSDT services (i.e., services for those under age 21 without a
diagnosis but who have demonstrated risk for SUDs) until July 2020, when DHCS removed it from
the State/County Interagency Agreement, and DHCS has subsequently denied similar efforts by
other counties to offer at-risk services. Furthermore, claims without a qualifying Diagnostic and
Statistical Manual of Mental Disorders (DSM) diagnosis are being denied by the State. For these
reasons, counties are currently unable to be compliant with the EPSDT mandate to provide
services to those under age 21 as medically necessary, even if services are prior to a diagnosis,
under DMC-ODS unless these pre-diagnosis services are paid with 100% local funds. We are
hoping that the State’s inclusion of this language in the initial DMC-ODS Special Terms and
Conditions and the current 1915(b) application signals a commitment to resolve this long-standing
problem which adversely impacts the ability of young people to address their substance use
issues before it progresses into a chronic condition. Updating DHCS’ claims system to include
qualifying diagnosis will significantly help counties in operationalizing this mandate.

1915(b) DMC-ODS: Non-Residential Only Pre-Diagnosis Reimbursement

DPH fully supports the ability to receive FFP for services delivered prior to completion of the
American Society of Addiction Medicine (ASAM) assessment and establishment of medical
necessity, especially given the challenges engaging this difficult to reach population and the
possibility that patients cease participation prior to completion of this assessment process. State
guidance is still needed on how this will be operationalized, particularly how allowable diagnosis
will be expanded to account for this and ensure the ability to be reimbursed for claims.
Unfortunately, DHCS indicates these pre-diagnosis services are only proposed in non-residential
settings (page 11), presumably because of residential preauthorization requirements. However,
additional clarity is needed since “a full ASAM Criteria assessment shall not be required to begin
receiving DMC-ODS services” (page 35) and the Initial Assessment and Treatment Services
section indicates the ability to establish a DSM diagnosis within 30- to 60-days without reference
to setting. If this excludes residential treatment (ASAM 3.1, 3.3, 3.5) and residential or inpatient
withdrawal management (3.2-WM, 3.7-WM, 4-WM), these residential and inpatient providers will
be at risk for disallowance if required documents are not completed before discharge (page 33).
From a patient-facing perspective, DHCS should consider applying the same pre-diagnosis
criteria in residential and inpatient levels of care (ASAM 3.1, 3.3, 3.5, 3.2-WM, 3.7-WM, 4-WM)
as it does in outpatient levels of care.
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1915(b) DMC-ODS: Initial Assessment and Treatment Services and Level of Care

Again, DPH fully supports the ability to receive federal FFP for services delivered prior to
completion of the ASAM assessment and establishment of medical necessity and further
appreciates the flexibility of up to 60 days of reimbursement based on the need for persons
experiencing homelessness (PEH).

DHCS should also expand the 60-day timeframe to include individuals under the age of 21 as the
subsequent Level of Care section indicates that “for beneficiaries under 21, the ASAM Criteria
assessment shall be completed within 60 days of the client’s first visit” (page 34) which means
that the County/provider would not be reimbursed between the 315t and 60" days if the individual
did not complete the assessment process even though DHCS permits the extended time period.
Similarly, the Level of Care section indicates that “for beneficiaries 21 and over, the ASAM
Criteria assessment shall be completed within 30 days of the client’s first visit” (page 34), but it
does not outline allowances for the PEH population. For auditing and payment purposes, we
recommend that information from the Initial Assessment and Treatment Services and Level of
Care sections align.

Furthermore, DHCS should clarify that counties/providers would be reimbursed under DMC and
receive FFP if the patient leaves treatment before the ASAM assessment is completed, but
medical necessity with a qualifying diagnosis is established, as outlined under the Services After
Assessment section. It is also essential that allowable diagnoses in the Short-Doyle payment
system be updated to accommodate these payment changes.

1915(b) DMC-ODS: SBIRT (ASAM 0.5) Services

Clarification is needed on whether the scope of SBIRT services for adults 21 years of age and
older is limited to DMC-reimbursable pre-diagnosis services given the statement that “SBIRT
also represents components of assessment and treatment services when done by DMC-ODS
providers” (page 42). Otherwise, it is unclear what services DMC-ODS counties are specifically
responsible for other than EPSDT for those under the age of 21.

1915(b) DMC-ODS: Residential (ASAM 3.1, 3.3, 3.5) and Inpatient (ASAM 3.7, 4.0) Services

Table 2 — Required and Optional Services for Participating DMC-ODS Counties (page 42) and
the Residenial Treatment description (page 45) lists levels 3.7 and 4.0 under residential
treatment as opposed to inpatient treatment. The ASAM criteria specify different staffing in
hospital-level (inpatient) and residential settings; therefore, DHCS should not classify 3.7 and 4.0
as residential levels of care and instead appropriately classify them as inpatient levels of care.
Without this distinction, it is unclear how residential (ASAM 3.1, 3.3, and 3.5) and inpatient
(ASAM 3.7, 4.0) are different. Counties would also need to make this distinction when setting
rates for ASAM 3.7 and 4.0. For this reason, we recommend adding a different service level for
inpatient.

Residential treatment service components include “Incidental Medical Services (IMS)” (page 46);
however, the subsequent section Medication Services indicates this is not required. Therefore,
we recommended that DHCS indicate that IMS is optional as indicated under DHCS Information
Notice 18-031.

Regarding Medications for Addiction Treatment (MAT) (page 47), we recommend including
guidance on requiring admission of patients prescribed MAT and verifying that providers need to
properly store and safeguard controlled medications onsite to prevent individuals from being
turned away. MAT should not be treated differently than other medications; therefore, IMS should
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not be required for this purpose and if the patient is self-administering their medications. As Los
Angeles County seeks to reduce access barriers due to prescribed MAT, we support the
protections DHCS has emphasized for beneficiaries needing or utilizing MAT under the Access
to MAT section.

1915(b) DMC-ODS: Group and Patient Education Services

Further clarification is needed on, “All services provided....can be provided in person, by
synchronous telehealth, or by telephone (audio-only)” (pages 43, 44, 45, 50) for outpatient,
residential, inpatient and recovery levels of care as by definition this would include group
counseling and patient education sessions which typically benefit from at minimum visual
interaction and discussion among participants, and this change to offer groups and patient
education session by telephone would represent a departure from traditional practice. For this
reason, we recommend that group/patient education generally be practiced using a video
platform (telehealth) where patients have the option to not use the camera function rather than
giving providers the option to deliver these services solely via telephone.

1915(b) DMC-ODS: Contingency Management

The inclusion of contingency management as an evidence-based practice is a welcomed
opportunity. As it appears that this is limited to individuals with a stimulant use disorder in
outpatient only settings, more information is needed on if the “DHCS-approved mobile or
computer application” (page 44) will require providers to verify a qualifying diagnosis and
appropriate outpatient level of care, and if DHCS rather than counties will be responsible for
paying and submitting any associated claims under DMC. Additionally, explicit clarity from DHCS
would be helpful around if Medi-Cal will be reimbursing the noncash rewards of contingency
management up to the maximum cumulative allowable amount per beneficiary of $599 per
calendar year.

1915(b) DMC-ODS: Additional MAT

While DHCS indicates that “DMC-ODS counties may choose to reimburse providers for
medications, including long-acting injectables, in DMC facilities under this optional provision”
(page 49), it would be helpful to clarify further that this is available outside of the DMC
reimbursable benefit but rather as a Medi-Cal pharmacy benefit to avoid confusion. Current
language frames this as a DMC benefit that counties have the option to offer, which may result in
confusion that counties are restricting access to MAT when this is already a covered Medi-Cal
pharmacy benefit.

1915(b) DMC-ODS: Recovery Services

DPH strongly supports and appreciates DHCS’ clarification that individuals can access services
“based on self-assessment or provider assessment of relapse risk” and that “the diagnosis of
‘remission’ is not required to access recovery services” (page 49). We look forward to changes in
the Short-Doyle billing system for implementation and claims submission. It will also be critical to
ensure that recovery services are a separate level of care, rather than what is presumed to be
tied to the last level of care according to DHCS MHSUDS 17-045, to prevent denied claims. This
is also critical to enable access to recovery services “after incarceration with a prior diagnosis of
SUD” (page 49).
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1915(b) DMC-ODS: Professional Staff

To honor the contribution of registered and certified counselors, particularly given the dominance
of these staffing levels in the delivery of SUD treatment, we recommend changing “staff” and
identifying another term such as “clinician” (page 51). Otherwise, it may be interpreted that
counselor positions are not considered “professional.”

1915(b) DMC-ODS: Medi-Cal Benefits

The transfer of Medi-Cal benefits between counties has been and continues to be a major barrier
in access to care and financial liability for the receiving County.

When a client moves to a new County and initiates an inter-county transfer, it is not operationally
possible for the new County to be “immediately responsible for DMC-ODS treatment services
and claim reimbursement from DHCS through the Short Doyle Medi-Cal System, as of the date
of the inter-county transfer initiation” (page 55). This is because, at minimum, Medi-Cal benefits
remain with the prior County through the remainder of the month. Therefore, it has been the
experience of Los Angeles County that a patient who requests a transfer of benefits on January
15, for example, and enrolls in treatment the same day, their benefits will not transfer until
February 1 at the earliest, assuming everything is processed per regulatory timeframes, which is
often not the case. Counties also experience delays in enroliment for individuals with new Medi-
Cal applications within the County. State guidance and support are strongly needed to ensure
patients can access new and transfer existing Medi-Cal benefits in a timely manner or
immediately upon taking residence in another County. This would ensure that lack of coverage
does not inadvertently prevent SUD treatment admissions and subsequent
reimbursement/liability at the provider and County level. Assistance in this area would greatly
improve access to care and reimbursement.

Medicaid Section 1115 Demonstration Five-Year Renewal and Amendment Request

1115 DMC-ODS: Cost- to Rate-Based Reimbursement

DPH appreciates the transition from cost-based to fee-for-service (FFS) based reimbursement,
given the anticipated opportunities to improve patient care and outcomes with more flexible
reimbursement arrangements (page 24). However, given where the State is with the
implementation process, this cannot begin with the 2022-2023 Fiscal Year. County behavioral
health systems not only need to understand the new expectations fully, but they must also have
sufficient time to establish the Intergovernmental Transfer (IGT) process, draft and execute new
contracts as applicable, and shift electronic health record (EHR) claiming codes once the options
are established. While we support an aggressive timeline, the timeline should fully account for
the time to sufficiently consider and operationalize all the complexities and system changes
needed for a successful launch. This is not a situation where DHCS can issue an information
notice without understanding and addressing system-level barriers and changes first.
Furthermore, the State should equally prioritize resolution of cost settlement which is several
years behind since many counties will critically need the pending reimbursement to ensure the
ability to make upfront IGT payments to the State.

1115 DMC-ODS: Peer Support Specialist Services

DPH supports expanding the behavioral health workforce by meaningfully including peers with
sufficient training to engage and serve patients (page 31). However, a potential unintended
consequence is that peers will have more training and experience than registered SUD
counselors (i.e., peers will be certified with at least 80 hours of completed training before being
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able to provide billable services, whereas the registered SUD counselor can begin billable
services with only 9.5 hours of training). Rather than reducing expectations for peers, we strongly
recommend that the State ends what were meant to be temporary accommodations to grow the
certified counselor workforce and increase the number of training hours for registered counselors
before being able to conduct DMC billable services. To achieve parity among the health systems
and reach the objectives of CalAIM, behavioral health workforce skills must be addressed. State
investment is needed to achieve this, especially since there is a concurrent shortage of SUD
counselors in a field with numerous competitors for shared counselors and clinicians.

1115 PATH: Providing Access and Transforming Health Supports

The specialty SUD system only recently transitioned into the managed care environment with the
launch of DMC-ODS and thus had a much shorter runway to achieve the expectations of
managed care than did the mental and physical health systems. This transition has been difficult
for both counties and community-based providers as systems and processes needed to be
overhauled to better meet patient needs. Unfortunately, the specialty SUD system has limited
access to flexible funding sources such as MHSA that can support the training and development
needs of its provider network, including growing the capacity of registered and certified SUD
counselors who need additional training opportunities to optimally perform expectations. Efforts
like PATH (page 40) should be developed and include the specialty SUD service system;
otherwise, it will remain behind physical and mental health systems while being held to similar
regulatory standards.

We appreciate DHCS’ leadership on these tremendous opportunities to improve our health and
social service systems. We are also grateful for DHCS’ continued support of the shared goal of
ensuring access to quality SUD treatment services under DMC-ODS. We hope these comments
will help further and strengthen this work and provide counties and providers with tools to
successfully achieve the expectations under CalAIM and the 1115 and 1915(b) waivers.

Sincerely,

Barbara Ferrer, Ph. D., M.P.H., M.Ed.

Director

County of Los Angeles County, Department of Public Health
BF:gt

c. Kelly Pfeifer, MD
CBHDA

946



| am writing as a licensed mental health clinician who has worked for over 20 years in our public mental
health systems with children, families, and young people. Currently, | also serve as Director of Trauma
Transformed, a program of East bay agency for children in Oakland, CA.

| am writing to express serious concerns with the 1915(b) waiver, which as currently proposed by DHCS,
erodes critical advancements in addressing the ways racism and inequity shape children and young
people’s behavioral health outcomes and exacerbate the very same systemic failures we had hoped to
reform and re-imagine.

More specifically, requiring a threshold ACEs score to be eligible for services reinforces an approach to
accessing care that prioritizes screening over treatment. Having administered many gatekeeping
programs in county behavioral health systems over the years, this approach too often translates into
over-investments in the gatekeepers and level-of-care decision-makers and under-investment in
treatment providers. This proposed workflow and approach is often referred to as the “screen and refer
to nowhere” by the assessment clinicians tasked with this gate-keeping function because while
workflows can present as clear and sound on paper, they fail when implemented into a system that is
abundant with screeners and gate-keepers (reified by higher reimbursement rates) and impoverished
with treatment providers.

Threshold ACEs scores as eligibility criteria mimics the tactics used in for-profit medical gatekeeping and
profit-motive systems that not only harm young people with complex vulnerabilities seeking care. Itis
not only coercive but problematizes families absent any contextualization and consideration of the
social determinants of health and structural adversities that increase toxic stress and distress.

| strongly recommend that those with power in this decision-making not make similar failures in courage
and imagination and NOT require threshold ACEs scores, which is another manifestation of medical
necessity, for accessing behavioral health services for children and adolescents. The risks of this
approach are widely known, which makes the harms this approach could cause, completely
preventative. While | am an advocate for ACEs science and prevention, using this tool in this way is
neither recommended by leading scholars nor by the practitioners who work daily in public and
nonprofit clinics that serve the behavioral health needs of children and adolescents.

As someone who has served in these gate-keeper and screening roles for public systems, | implore you
to hold a more bold and audacious vision for our ability to care for children and young people
experiencing distress and mental health challenges. They deserve more stories of healing and less
stories of harm. They deserve our rigorous commitment to remove barriers and “wrong doors” and
policies that fail to care for and affirm the strengths and the needs of young people while reinforcing
narratives of failure for families. We can do so much better by our young people and lead the nation in
creating systems that prioritizes and humanizes young people over the needs of our systems.

Jen Leland, LMFT
Jen.leland@ebac.org
Trauma Transformed, Center Director

Jen Leland, MFT

pronouns she/her

Director of Partnerships, Trauma Transformed
East bay agency for children
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www.traumatransformed.org

Cell: 510-504-6931

jen.leland@ebac.org

Field Director, The School Crisis Recovery & Renewal (SCRR) Project

SAMHSA NCTSI Grantee
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Re: Modernizing CBAS model under CalAIM Section 1115 & 1915(b) Waivers

| am writing in support of using the renewal of the 1115 Waiver through CalAIM to apply experience and
knowledge accumulated during the Public Health Emergency to modernize the Medi-Cal funded CBAS
model the following way:

1. Temporary Alternative Services (TAS) are an excellent fit for the person-centered approach
embedded within CBAS. These services have proven effective and efficient and need to
be adopted as an ongoing feature.

2. Incorporate telemedicine as a way of delivering traditional CBAS services.

3. Considering CBAS centers competencies and experience delivering services to participants
doorstep, adopt Home Health type of services as a feature.

4. Demographics and the importance of expanding access to non-institutional community-based
living for seniors dictate that the CBAS program must regain the status of a State Benefit.

My sincere thanks for your attention to my comments.

Best Regards,
Alexander Krul Sr.
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We write in support of the California Department of Aging proposal to renew the 1115 Waiver
through CalAIM to modernize the Medi-Cal funded CBAS model, incorporating lessons learned
during the Public Health Emergency.

In short, our suggestions are as follows:

1. Modernize existing CBAS model by permanently Incorporating Temporary Alternative Services
(TAS) flexibilities

2. Modernize ways of delivery of traditional CBAS services by incorporating means of
telemedicine. Considering our “Health Bus” and doorstep service experience (please see details
below), we propose to modernize the CBAS model by adding Home Health services for those
who would be discharged if not able to return to congregated setting.

3. We believe it would be highly beneficial for participants and providers if CBAS were to regain a
State Benefit Status.

As we had to establish off-center services, we analyzed telemedicine options that could apply.
Here are the creative things we implemented in addition to the regular services:

“Health Bus”. We transformed a few of our buses into mobile Physical Therapy/Nursing
stations. Such a bus with a therapist or a nurse onboard visits several participants residences a
day, brings each of them on board for services from their doorstep, shows them back to their
homes when done. Please see the video below
https://www.youtube.com/watch?v=NAprEHa5nuA.

Health assessments over Zoom
Activity groups over Zoom
Social Groups over Zoom
Social Groups outdoor meetings for vaccinated participants
The services below turned to be a lifeline during the pandemic and would be essential for the
disabled and elderly to continue on.

e Dietary prepared meals

e Produce and essential supply deliveries

e PPE, sanitizing, and hygiene item deliveries

e Regular phone/zoom assessments

e COVID-19 symptoms assessments

PwnNE

Adopting some telemedicine into the CBAS program can add flexibility for very disabled
participants who cannot attend the center all scheduled days and prefer to combine congregate
and remote services.

We surveyed and evaluated our participants for returning to congregated in-center services. We
discovered that at least 12% would not be able to return due to frail health. As per our estimate,
at least 58% of these people will not be able to continue living in the community as they depend
on nursing/social work case management/visits and on receiving meals prepared according to
their dietary orders. The rest, 42%, are at risk to gradually become a burden to their caregivers
and may require placement. Remote services, deliveries, and visits we have been providing
proved efficient and successful. Participants and caregivers can get a level of support; our
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activities and social work departments engage them as scheduled and allow respite to
caregivers. On the health side, our specialists regularly guide and educate participants and
caregivers and see the participants at their doorstep

Very Respectfully,

Katy Krul

OXNARD FAMILY CIRCLE
Administrator

2100 Outlet Center Dr. #380
Oxnard CA 93036
805-385-4180 main line
805-751-4153 direct line
805-385-8846 fax
www.oxnardfamilycircle.com
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My name is Suzanne Pouransari, Co-owner at Grace ADHC, A CBAS Program. We appreciates the
continued inclusion of Community Based Adult Services (CBAS) in the Section 1115 Demonstration
Application and notes the expectation of increased enrollment into CBAS over the 5-year period as dual
eligible beneficiaries are moved into MLTSS and aligned D-SNPs. We note that there is not enough
capacity within the existing center-based structure of CBAS without expansion to underserved and
unserved areas. This takes time and start-up funds. But using the lessons learned during the Public
Health Emergency, we believe there are solutions to more quickly increase access to person-center care
and these solutions, as outlined below, should be included in this next 5-year waiver period to
demonstrate innovation and creative use of existing resources, consistent with the goals of the waiver.

We support the California Department of Aging proposal to use the renewal of the 1115 Waiver through
CalAIM to modernize the Medi-Cal funded CBAS model, incorporating lessons learned during the Public
Health Emergency and aligning those lessons with the goals of the Master Plan for Aging to improve
access to Home and Community Based Services throughout the state. We believe that the flexibility
granted through a demonstration and research model lends itself to such innovation. However, we
would go further. In that spirit of improving access to community based care, we offer the following
recommendations for consideration by DHCS.

1) Adopt TAS modalities as an Ongoing Feature: The Temporary Alternative Services (TAS) model has
shown how to fully use the expertise and person-centered approach embedded within CBAS by
empowering the CBAS MDT navigate outside of the four walls of the facility to “meet people where they
are” in their home and community. This has deeply enriched the relationship between the center team
and participants, and importantly, the unpaid caregiver and others providing support. CalAIM is an
opportunity to demonstrate the durability of this PHE model that has enhanced the ability of the center
teams to flexibly navigate within and outside of the center walls in a way that combines intensive care
management with the unique benefit of center-based services delivered by an interdisciplinary team.
This aligns perfectly with the Enhanced Care Management model envisioned in CalAlM as a separate
billable service but could also be built into a “CBAS Plus” model with an enhanced rate.

2) Add Research Component for CBAS: There has already been published research on the benefits of an
ADHC-based Community Based Health Home model designed as a pilot project unique to California.
Further research has explored the impact of the COVID emergency on participants and families who lost
full access to congregate services during the PHE. We would like to see a research component built into
CalAIM specific to CBAS, building on existing literature and the national movement toward common
outcome measures.

3) Define presumptive eligibility for CBAS to expedite access to needed care: We have learned through
TAS that many people who are discharged from a hospital or nursing facility and could benefit from
CBAS right away or may need continued recovery and care management prior to being able to attend
the center for required services during a 4-hour service day. Individuals who are within 60 days of a
nursing home or hospital stay and who meet medical necessity criteria should be presumptively eligible
for enrollment in CBAS without delay. The current process for enrolling a person into Medi-Cal managed
care (if they are Medi-Cal beneficiaries or dual eligible) and being approved by that Medi-Cal managed
care organization (MCO) can stretch into many months. The extended time spent in the enrollment
process is not in the best interest of the person or the Medi-Cal system, as these periods of transitions
back into the community are critical, as proper care can help prevent re-admission to institutionalized or
acute care. The current process has also been a problem during wildfire emergencies when delays in
getting approval for CBAS enrollment has delayed lifesaving care and, in some cases, led to preventable

952



homelessness, nursing home placement or hospitalization. Case studies of these negative impacts of
approval delays can be provided as examples.

4) Encourage Enhanced Care Management as a feature of CBAS and CBAS Plus: We would like to see
active encouragement of MCOs to contract with CBAS providers for Enhanced Care Management now in
order to meet the demand for services when dual eligibles transition to Medi-Cal Managed Care as well
as the growing population Medi-Cal only beneficiaries. See also recommendation #1 for building a CBAS
Plus model for efficiency.

5) Create a CBAS STCs & SOP Work Group: The ability of DHCS, CDA and the CBAS leadership to work
together during the PHE toward a common goal of supporting access to services while ensuring safety of
participants and caregivers was exemplary. We would like to offer the expertise of the Vision Team that
was first mobilized during the PHE to continue to work with DHCS and CDA to modernize the STCs and
SOPs for CBAS. There are obsolete provisions and fresh refinements based on the ten years of
experience in managed care should be incorporated to continue to evolve the CBAS program.

6) Transition to State Plan: Federal policy is leading in the direction of prioritizing and expanding access
to non-institutional settings in the community. We would like to see CBAS transitioned back to a State
Plan Benefit by the end of the next 1115 Waiver demonstration period.

Regards,

Grace ADHC (CBAS)

Suzanne Khaghani Pouransari
Grace Adult Day Health Center
3010 Olcott St.

Santa Clara, CA 95054

Tel: 408-731-8686

Fax: 408-516-9527
suzanne@graceadultcare.com
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NOTE: UCSF is a contracted with Alameda County as the skills development lead to support cross-sector
learning and sector knowledge development in their Whole Person Care project. The following
comments to the proposed CalAIM renewal and amendment application are given through this lens:

e We are disappointed that there is scant mention in the application about cross-training,
technical assistance, workforce development, or quality improvement. It is difficult to imagine
the integration of the current 1115 waiver initiative activities into 1915 without some
acknowledgement and plan on this transition and the needed support to increase and sustain
skills of those staff involved in this process.

e We are also concerned that with all of the additional population focus mentioned (e.g., recently
released incarcerated) or focus on social determinants of health, there is no mention of the skills
development needed for all related entities to successfully work across programs and to
successfully engage with consumers. Again, we urge the state to include some focus in this
application on strengthening the workforce.

e We recognize that the lack of details in these areas may be a strategy from the state to only talk
about the high-level changes and that further details may be worked out in the implementation
phase. However, we believe a plan that articulates the expected challenges and planned
mitigation strategies would strengthen this application and the state’s ability to reach the three
CalAIM goals.

Thank you for your consideration of these comments.

Prescott Chow

Prescott Chow, MUP
Director

Pacific AIDS Education & Training Center | University of California, San Francisco

A ETC AIDS Education &
Training Center Program

Pacific

email: Prescott.Chow@ucsf.edu
phone: 415.476.6141
www.ucsf.edu/paetc

mail:

UCSF MailCode 0661
550 16 Street, 3 Floor
San Francisco, CA 94143
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Big Valley Health Center
P.O. Box 277

554-850 Medical Center Drive
Bieber, CA 96009

(530) 999-9010

Fax (530) 294-5392

Burney Health Center
37491 Enterprise Drive
Burney, CA 96013
(530) 999-9030

Fax (530) 335-3060

Burney Dental Center
20615 Commerce Way
Burney, CA 96013
(530) 999-9031

Fax (530) 335-5558

Butte Valley Health Center
P.O.Box 170

610 West 3rd Street

Dorris, CA 96023

(530) 999-9070

Fax (530) 397-4567

Fall River Valley Health Center
P.O. Box 490

43658 State Hwy. 299E

Fall River Mills, CA 96028
(530) 999-9020

Fax (530) 335-5166

Mount Shasta Health Center
101 Old McCloud Rd.

Mount Shasta, CA 96067
(530) 999-9040

Fax (530) 926-1859

Tulelake Health Center
P.O. Box 725

498 Main Street
Tulelake, CA 96134
(530) 999-9060

Fax (530) 667-2562

Weed Health Center
50 Alamo Ave.
Weed, CA 96094
(530) 999-9050

Fax (530) 938-2662

Mountain Valleys

HEALTH CENTERS

May 5, 2021

Department of Health Care Services
Director’s Office
Attn: Angeli Lee and Amanda Font

Re: Public Comment Regarding the Medi-Cal Rx Initiative as Incorporated in
the CalAIM Section 1115 and 1915(b) Waiver Proposals

Dear Director Lightbourne:

Mountain Valleys Health Centers (MVHC) writes to object to the incorporation of
the Medi-Cal Rx initiative as part of the CalAIM Demonstration. To the extent the
CalAIM Demonstration incorporates Medi-Cal Rx into its framework, MVHC urges the
Department of Health Care Services (DHCS) to consider the negative effects on
federally-qualified health centers (FQHCs) and their patients. Medi-Cal Rx creates
unnecessary barriers to healthcare access and hinders FQHCs' efforts to provide high-
quality care to California’s most vulnerable and underserved patients.

Mountain Valleys Health Centers consists of 7 FQHC's that care for Medi-Cal
and uninsured patients in Shasta, Lassen & Siskiyou counties. Our mission is to provide
comprehensive, high-quality health care services to those who need it most. The
majority of our Medi-Cal patients are among the 11 million beneficiaries enrolled in
Medi-Cal managed care. In addition to the many services we provide, we have
integrated pharmacy services into our practice through the utilization of 16 contract
pharmacies.

Integrating pharmacy and medical services within the Medi-Cal managed care
delivery system allows MVHC to better serve patients. We can serve as a one-stop-
shop for all of our patients’ medical needs, which enables us to help patients readily
follow their treatment plan. Doctors can directly coordinate all of the patient’s care,
monitor their medication compliance, and provide additional services as necessary.
This model of care leads to better health outcomes and removes barriers for
traditionally underserved patients.

Additionally, MVHC annually saves an estimated $1.5 Million through
participation in Medi-Cal managed care and the 340B Drug Discount Program. The
savings allow MVHC to provide vital services to more patients, such as transportation
assistance, subsidized prescriptions, substance abuse treatment programs, and
expanded clinician availability. These benefits are not available to FQHCs when
reimbursed for pharmacy on a FFS basis. As a result of the current managed care
system, MVHC patients have better access to more services, just as Congress intended
in enacting the 340B program.’

' The purpose of the 3408 program is to enable FQHCs to “stretch scarce federal resources” to
provide expansive, high-quality services to the Medi-Cal patients who need them most. (H.R.
Rep. No. 102-384, pt. 2, at 10.)
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Department of Health Care Services
May 5, 2021
Page 2

As Health & Human Services Secretary Xavier Becerra has stated, “the more
medical care 340B covered entities can provide with their limited resources and state
reimbursement, the further state-Medicaid budgets will go in serving the States’
uninsured and underinsured residents.” As California’s Attorney General, Secretary
Becerra recognized that 340B savings are vital to expanding access to medication and
other services that “help create a continuum of care for patients,” which ultimately leads
to improved public health outcomes.

Yet, Medi-Cal Rx will impede our and other FQHCs’ ability to provide these
critical services to patients. The proposed FFS reimbursement, compounded by the
loss of 340B savings, will force FQHCs to reduce services. This directly undermines the
whole-person care approach and the purpose of Medi-Cal, which is to improve access
to healthcare and reduce health inequities.

Please see the attached public comment from the Community Health Center
Alliance for Patient Access (“CHCAPA”) raising concerns about the impact of Medi-Cal
Rx on the 11 million Medi-Cal patients who would be directly impacted by Medi-Cal Rx,
which MVHC incorporates by reference into this letter. MVHC fully shares CHCAPA’s
concerns and agrees with its conclusion that DHCS has not fully considered or
examined the heavy costs of Medi-Cal Rx.

In conclusion, Mountain Valleys Health Centers urges DHCS not to include
implementation of Medi-Cal Rx as part of CalAIM, to fully analyze the impact it will have
on the Medi-Cal program, and to provide a transparent process for stakeholders to
provide meaningful input and alternatives for DHCS’ consideration. Doing so will enable
Mountain Valleys Health Centers and DHCS to “work in partnership to provide
individuals access to affordable healthcare, including prescription drugs” as now-
Secretary Becerra described.

Thank you for your time and consideration. Mountain Valleys Health Centers
looks forward to working with DHCS on this critical issue that affects over 11 million
Medi-Cal beneficiaries.

Shannon Gerig, CEO

Mountain Valleys Health Centers
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Children 1404 Franklin Street, Ste 700 Phone (510) 763-2444
Oakland, California 94612 info@childrennow.org
NOW® www.childrennow.org
Additional office located in Sacramento, with
staff in Los Angeles and Orange County

May 6, 2021

Department of Health Care Services
Director’s Office

Attn: Angeli Lee and Amanda Font

P.O. Box 997413, MS 0000

Sacramento, California 95899-7413
Submitted via: CalAIMWaiver@dhcs.ca.gov

RE: CalAIM Section 1115 & 1915(b) Waivers
Dear Ms. Lee and Ms. Font,

Children Now is writing in response to the call from Department of Health Care Services (DHCS)
for public comment on the “CalAIM Section 1115 & 1915(b) Waivers” documents, with a
particular emphasis on the impact of the CalAIM proposed policies for children and youth.
Children Now is a non-partisan, whole-child research, policy development and advocacy
organization dedicated to promoting children’s health, education, and well-being in California.
The organization also leads The Children’s Movement of California, a network of more than
4,100 direct service, parent, youth, civil rights, faith-based and community groups dedicated to
improving children’s well-being.

Medi-Cal managed care authority. We appreciate that DHCS has made the long-term
commitment to the Medi-Cal managed care delivery system; however, stronger efforts are
needed for DHCS’ core responsibility of accountability enforcement and quality oversight.
Currently 92% of kids in Medi-Cal are enrolled in a contracted managed care plan for the
majority of their health care. DHCS' first-ever Preventive Services Report showed an alarmingly
low number of children and youth in Medi-Cal managed care are receiving preventive health
care check-ups and screenings, and that Black, American Indian or Alaskan Native, Native
Hawaiian or other Pacific Islander, and children living in households that speak a language other
than English are even less likely to receive crucial preventive services to which they are entitled.
Regardless of the legal area of authority from the federal government, accountability of Medi-
Cal managed care plans by the state is critical. Numerous state audits have identified major
areas with insufficient access to care for children due to DHCS’ poor oversight of contracted
health plans. The oversight, monitoring, and enforcement actions by DHCS make up the critical
foundation from which CalAIM benefits and incentives are built on. Fundamentally, there is a
financial disincentive in Medi-Cal managed care, where plans are currently paid with little
regard to quality or performance. DHCS must rectify years of poor quality of and access to care
for children by using the accountability levers — especially the financial ones —to hold plans
accountable for delivering basic care and for meaningful quality improvement.
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Capitation and other incentive payments to health plans must be clearly tied to performance
and quality. For example, the state should establish capitation payment arrangements using
withholds and incentives to encourage plans to improve care for children and youth, and the
State should ensure that plans are spending a minimum amount on children’s preventive care
guaranteed under EPSDT. Further, to facilitate plans in coordinating care, DHCS must do better
at oversight and data sharing with other child-serving Medi-Cal programs and delivery systems,
such as Medi-Cal Dental, California Children’s Services (CCS), and Child Health and Disability
Prevention (CHDP). This is particularly true for the Enhanced Care Management (ECM) benefit,
which would effectively coordinate all services, including oral and behavioral care, under EPSDT
for child enrollees. The Special Terms and Conditions should require better financing for and
monitoring of basic care coordination for children enrolled in managed care, especially the new
populations required to mandatorily enroll in managed care under CalAIM (e.g., individuals
participating in accelerated enroliment, Child Health and Disability Prevention infant deeming,
etc.).

Dental managed care authority and dental fee-for-service. Similar to the accountability and
oversight issues with Medi-Cal managed care described above, Medi-Cal Dental also suffers
from insufficient oversight and enforcement. Specifically, oversight of the fee-for-service Medi-
Cal Dental program needs to be integrated with the physical health side of Medi-Cal,
particularly Medi-Cal managed care. Existing state statute (AB 2207 from 2016) requires health
plans to make dental referrals for their members, conduct a dental assessment as part of a
member’s initial health assessment, and put dental liaisons in place to facilitate access to care.
Despite these longstanding requirements, the state has not provided compliance standards or
outcome metrics by which to measure these requirements, allowing for far too few children to
receive preventive dental care. In addition to ensuring compliance with previous legislation, the
State should provide Medi-Cal managed care plans with dental fee-for-service data on a
monthly basis to assist plans in facilitating the care coordination of dental services for their
members. Currently, managed care plans do not have access to this data and so do not have
any way of knowing or tracking the utilization of the dental benefit by their members. There is
evidence to show that sharing of dental data with the medical community can yield positive
results. In a study of the Los Angeles medical-dental coordination pilot, when dental utilization
data was shared with primary care providers, an increase in the utilization of dental visits
increase by over 50 percent among children ages 3 to 6. As evidence of the potential for
improved systems integration, the CalAIM waiver proposal includes a pilot project at the Health
Plan of San Mateo (HPSM) which would “carve in” the historically “carved out” dental benefit.
The Special Terms and Conditions of the waiver should require robust outcome metrics and
evaluation of the HPSM pilot’s successes and challenges.

Dental Transformation Initiative (DTI). At the end of 2020, DHCS submitted a request to the
Centers for Medicare & Medicaid Services to extend the DTI by 12-months, allowing the State
sufficient time to begin implementation of the dental proposal within the CalAIM initiative in
January 2022. Per previous communications with DHCS, we understand that the department’s
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preliminary analysis of funding indicates that DTI funding will run out in June 2021, which will
have a detrimental impact on providers and beneficiaries. We look forward to reviewing the
results of the final analysis and impact of the budget that DHCS said would be released with the
Governor’s May Revise, and the department’s proposed options to implement CalAIM to avoid
gaps in benefits and provider incentive payments.

Specialty Mental Health Services (SMHS) criteria for enrollees under 21. We are very pleased
that DHCS has proposed adding the experience of trauma as an explicit pathway of eligibility for
specialty mental health services (SMHS) and that children accessing SMHS based on criteria 1
will not need a mental health diagnosis in order to receive supports and services to address
their trauma. Nevertheless, key aspects of criteria 1 need further clarification. Criteria 1 allows
for eligibility if “..the beneficiary is at high risk for a future mental health disorder due to
experience of trauma, evidenced by: scoring in the high-risk range on a DHCS approved trauma
screening tool, or involvement in the child welfare system, or experience of homelessness.”
While Children Now strongly supports the proposal to provide automatic eligibility for SMHS for
children involved in the child welfare system and/or youth experiencing homelessness, we
recommend clarifying that the reference to “children involved in the child welfare system”
includes children currently or formerly involved in the child welfare system. Additionally, for
children who are not involved in child welfare or experiencing homelessness, we are very
concerned that there is insufficient information on what “scoring in the high-risk range on a
DHCS approved trauma screening tool” might look like, and this is a critical component of the
decision-making process. We believe DHCS should have to share this tool and discuss and
develop scoring guidelines with stakeholders before CalAIM is approved.

Criteria 2 as proposed is over complicated, lacks specificity for key definitions like “significant
impairment,” and is likely to lead to confusion. While not the Department’s intent, the inclusion
of on the phrase “impairment level” is likely to lead to some children being wrongfully denied
SMHS as has occurred in the past. Instead, we recommend the following language be adopted:

Criteria 2A: The beneficiary must have at least one of the following:
® A reasonable probability of significant deterioration in an important area of life
functioning, or
e A reasonable probability a child will not progress developmentally as appropriate;
® Requires mental health services that are not included within the mental health; benefits
that managed care plans are required to provide.

We believe the above options will allow for a broad-based understanding by providers on how
to determine need. Additionally, under criteria 2 when services are provided based on a
suspected mental disorder the DHCS proposal does not define if a diagnosis must be ultimately
given and if so what timeframe it must be given within. We recommend that a mental health
diagnosis not be required for these children to continue receiving services unless clearly
indicated and clinically necessary.
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Drug Medi-Cal Organized Delivery System for Enrollees Under 21. We appreciate the
proposal’s inclusion of the American Society of Addiction Medicine’s 0.5 within the Drug Medi-
Cal Waiver as we believe prevention is an important piece of the continuum of care. However,
we would like to see more specificity on how youth can receive treatment under Drug Medi-Cal.
In California, as many as 60% to 75% of adolescents with substance use disorders are estimated
to have a co-occurring mental illness. In some cases, substance use may begin as a strategy for
self-medicating to manage psychiatric symptoms. Given the need, we are concerned the
proposal does not address how the CalAIM changes will provide for the needs of youth. While
youth are guaranteed access to substance abuse treatment through the EPSDT benefit, data
shows many have difficulty accessing these services. Currently, the American Society of
Addiction Medicine’s criteria, which outlines how to uniquely support youth in recovery, is
included in the DMC-ODS pilot. As such, we see an opportunity for the DMC-ODS pilot to
expand services for young people. However, DMC-ODS is not statewide. DHCS should outline
how it will ensure EPSDT-SUD services are available statewide through CalAIM.

Special Programs for Current and Former Foster Youth. We appreciate and support the State’s
proposal to seek renewal of the waiver to provide ongoing Medi-Cal until age 26 for out-of-
state former foster youth and would welcome additional details on the clarifications being
sought related to the Family Urgent Response System (FURS) and the Family First Prevention
Services Act (FFPSA).

The state should take the CalAIM waiver opportunity to systemically and sustainably improve
Medi-Cal for children and youth, especially after years of poor levels of care and persistent
racial and linguistic disparities. Please contact Mike Odeh, Director of Health Policy, at
modeh@childrennow.org if you have any questions.

Sincerely,

ed Lemper
President,
Children Now
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BlueCross : Request for Public Comment

May 6, 2021

Department of Health Care Services

Director’s Office

Attn: Angeli Lee and Amanda Font

P.O. Box 997413, MS 0000

Sacramento, CA 95899-7413

Via Electronic Mail: CalAIMWaiver@dhcs.ca.gov

RE: CalAIM Section 1115 & 1915(b) Waivers

To Whom It May Concern:

In response to your call for public comment, Anthem Blue Cross is pleased to provide feedback
and input relating to the following documents:

= Medicaid Section 1115 Demonstration Five-Year Renewal and Amendment Request: CalAIM
Demonstration

= California Advancing and Innovating Medi-Cal (CalAIM) 1915(b) Waiver Overview April 2021

= Proposed CalAIM Section 1115 Demonstration and Section 1915(B) Waiver Amendment and
Renewal Applications

We support and applaud the Department of Health Care Services’ (DHCS’) ambitious reforms to
improve the quality of life and health outcomes of Medi-Cal beneficiaries through CalAlIM.

We know that successful programs begin with successful partnerships, and Anthem Blue Cross
is fully prepared to support DHCS in its implementation of CalAIM.

Sincerely,

Interim President, CA Medicaid Health Plan
Anthem Blue Cross

California Advancing and Innovating Medi-Cal Page 1
Department of Health Care Services (DHCS)
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CalAIM Waiver Public Comment
Request for Public Comment

Anthem. g

BlueCross

1. Medicaid Section 1115 Demonstration Five-Year Renewal and Amendment Request:
CalAIM Demonstration

Key Section 1115 demonstration initiatives in order to meet the physical, behavioral, developmental, long term services and supports (LTSS), oral health, and
health-related social needs of all Medi-Cal beneficiaries

Associated Topic Section and Page Comment/Question
Number

Services for Justice-Involved Populations 30 Days Pre-Release  Section 3 — Medi-Cal  We suggest expediting the relationship with the Medi-Cal Managed

(effective January 1, 2023) — To ensure continuity of health Five-Year Renewal Care Plan (MCP) to prevent individuals from falling through the
coverage and care for justice-involved populations—who Request, Services for  cracks during the 30- to 60-day period when Medi-Cal eligibility is
experience disproportionately higher rates of physical and Justice-Involved re-established.

behavioral health diagnoses—DHCS requests authority to Populations 30 Days

provide targeted Medi-Cal services to eligible justice-involved  Pre-Release, In addition, please clarify if this provision includes early enrollment
populations 30 days pre-release. These Medi-Cal services Page 19 or reinstatement of Medi-Cal benefits, as well as early assignment
include ECM and limited community-based clinical consultation and hand off to an MCP. To be most effective, we believe it is
services provided via telehealth or e-consultation and a 30-day imperative for DHCS to implement data changes and to facilitate
supply of medication for use post-release into the community. partnerships with jail/prison systems and MCPs.

As discussed in Section 5 below, the independent evaluation of ' Section 3.1 — The Please provide additional detail regarding which entity determines,
the GPP found that the program has been successful in Global Payment facilitates, and monitors the payments.

rewarding and incentivizing value-based, cost-effective care Program, Renewal

rather than volume of services. For this reason, the State seeks ' Request, Page 21
federal approval to continue the GPP using Medicaid DSH and

SNCP dollars through the five-year renewal period (ending

December 31, 2026).

DHCS is currently negotiating program modifications to take Section 3.2 — DMC- To support optimal ECM/In Lieu of Services implementation, we

effect in 2021. Pending CMS approval of these modifications, ODS, Proposed recommend that DHCS play an active role in facilitating

DHCS seeks to continue the following programmatic features Improvements to communication and data exchange between MCPs and county

using appropriate federal authorities: DMC-ODS DHCS Seeks = Substance Use Disorder (SUD) providers. Data privacy is a critical

= Removal of the limitation on the number of residential to Establish in 2021, concern related to data sharing, and we recommend that DHCS
treatment episodes that can be reimbursed in a one-year Page 24 identifies and addresses any legal impediments towards the
period exchange of SUD-related information between organizations.

= Clarification of criteria for services requirements (including
determination by a licensed provider and treatment post-
incarceration) and reimbursement for nonresidential services
prior to diagnosis

California Advancing and Innovating Medi-Cal Page 2
Department of Health Care Services (DHCS)
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CalAIM Waiver Public Comment
Request for Public Comment

Associated Topic Section and Page Comment/Question
Number

= Clarification of the allowable components of recovery
services, describing when and how beneficiaries, including
justice-involved individuals, may access recovery services and
the availability of recovery services to individuals receiving
MAT

= Requirement for counties to mandate that all DMC-ODS
providers demonstrate they either directly offer or have
effective referral mechanisms for MAT

In this renewal application, the State seeks authority to extend
this important coverage initiative to continue to provide
necessary health benefits to low-income pregnant women.

DHCS is mandating all counties implement an inmate pre-
release Medi-Cal application process by January 1, 2023, to
ensure all eligible inmates in county jails, including those who
are not in suspended status, receive timely access to Medi-Cal
services upon release from incarceration.

California is seeking to implement Medi-Cal coverage 30 days
pre-release by January 1, 2023. Recognizing the need for
system and operational changes, the State may consider a
phased rollout, commencing first with State prisons and
counties that elect to opt in to the first phase.

Projected expenditures for CBAS for the period DY 18 through
DY 22

Section 3.4 — Low-
Income Pregnant
Women, Renewal
Request, Page 33

Section 3.7 — Services
for Justice-Involved
Populations 30-Days
Pre-Release, Californi
Efforts to Support
Justice-Involved
Populations, Page 37

Section 3.7 — Services
for Justice-Involved
Populations 30-Days
Pre-Release,
Demonstration
Implementation,
Page 39

Section 7 —
Demonstration
Financing and Budget
Neutrality, Table 10:
Projected
Expenditures CalAIM

We support extension of this coverage initiative and suggest
extending coverage to 12 months post-delivery. Increasingly, data
indicate the value of this 12-month post-delivery coverage,
including its impact in reducing health disparities.

We recommend a complementary MCP auto assignment process
upon enrollment for a smoother transition into MCP services and
supports (ECM, for example). We suggest flagging newly released
beneficiaries within the 834 enrollment file to make certain the
MCP can initiate ECM services immediately upon enrollment.
Further, we recommend that DHCS extend the pre-release Medi-
Cal application process to eligible justice-involved detainees,
including state and federal detainees and juvenile detainees.

Please clarify if the proposed 2023 implementation of ECM for jail
re-entry populations can be revisited to potentially align with this
multi-phased approach. MCPs will face challenges in providing ECM
services if the 30 days pre-release demonstration is not
implemented.

We believe the projected CBAS expenditures for DY 18 through DY
22 do not align with CBAS expenditure trends over the past eight
years. We suggest additional review of these projections.

California Advancing and Innovating Medi-Cal
Department of Health Care Services (DHCS)
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Anthem @ CalAIM Waiver Public Comment

BlueCross Request for Public Comment

Associated Topic Section and Page Comment/Question
Number

Demonstration (Row

4), Page 72
Projections assume mandatory enrollment of dually eligible Section 7 — We would like to better understand the basis for these projections.
beneficiaries statewide as of 1/1/23. Demonstration Currently, dually eligible beneficiaries must already enroll with

Financing and Budget | managed care to receive CBAS. If the projections are accurate, we
Neutrality, Table 10: are concerned about capacity. To assure long-term sustainability of
Projected the CBAS model and capacity to serve an expanded population, we
Expenditures CalAIM | recommend connecting CBAS to ECM or other alternative models.
Demonstration

(Footnote 2), Page 73

2. California Advancing and Innovating Medi-Cal (CalAIM) 1915(b) Waiver Overview April 2021

Framework encompassing broad-based delivery system, program, and payment reform across the Medi-Cal program

Associated Topic Section and Page Comment/Question
Number

DHCS is also proposing to transition both components of CCl Medi-Cal Managed To truly integrate LTSS for dual eligibility beneficiaries, a significant
(i.e., Cal MediConnect and mandatory MCMC enrollment and Care, Populations, percentage of beneficiaries must be enrolled in a D-SNP under this
LTSS carve-in) into a statewide aligned enrollment structure, in  Page 6 model. What efforts will DHCS take, or allow MCPs to take, to
which dual eligible beneficiaries will enroll in a Medi-Cal MCP outreach to and engage beneficiaries to ensure adequate

and have the option to enroll in a dual eligible special needs enrollment?

plan (D-SNP) operated by the same parent company to allow for
greater integration and coordination of care. This will be an
important step to achieving integration of long-term services
and supports (LTSS) into MCMC for dual eligible beneficiaries in
all counties. DHCS plans to begin the transition to aligned
enrollment in the seven CCl counties starting in 2023, and will
expand this approach statewide by 2025.

Benefits. Dental services are currently provided through Dental | Dental Managed Currently, Dental MC is offered by a limited number of plans,

MC plans in two California counties—Sacramento and Los Care, Benefits, creating challenges for MCPs in effectively providing ECM. For this
Angeles. In the remaining counties, dental services are available | Page 7 reason, we recommend that Dental MC be periodically evaluated
through FFS. While the managed care authority for Dental MC for effectiveness and clinical outcomes to assist MCPs in evaluating
will change, no programmatic changes to Dental MC will be care coordination efforts and identifying gaps in care.

requested in the CalAIM 1915(b) waiver.

California Advancing and Innovating Medi-Cal Page 4
Department of Health Care Services (DHCS)
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Associated Topic Section and Page Comment/Question
Number

SMHS are currently provided by 56 county MHPs covering all 58  Specialty Mental
counties throughout the state, including two joint-county Health Services,
arrangements in Sutter/Yuba and Placer/Sierra. The MHPs are Page 8

required to provide or arrange for the provision of SMHS to

beneficiaries in their counties who meet criteria for services,

consistent with beneficiaries’ mental health treatment needs

and goals.
Benefits. MHPs will continue to provide the following specialty | Specialty Mental
mental health services in the consolidated 1915(b) waiver: Health Services,
= |Intensive Care Coordination (for beneficiaries under age 21) Benefits,

Page 9

Special Programs for Foster Children and Caregivers. As part of  Specialty Mental
the CalAIM 1915(b) waiver, DHCS will also clarify the authority Health Services,

for county mobile response and stabilization teams to provide Special Programs for
SMHS services through the Family Urgent Response System Foster Children and
(FURS) to current and former foster children and youth and Caregivers, Page 10
their caregivers. In addition, DHCS will clarify authority for SMHS

delivered as part of the Family First Prevention Services Act

(FFPSA) requirements for services to children, youth, and

families in the child welfare system, including certain FFPSA

programs that are limited to counties that opt to provide them.

Medi-Cal has long provided coverage of certain SUD treatment | Drug Medi-Cal
benefits through its DMC program, which is authorized through | Organized Delivery
California’s Medicaid State Plan and administered by counties. | System, Page 10
To improve the SUD delivery system and expand services, the

State created the DMC-ODS program under its Medi-Cal 2020

We recommend adding language in the proposal that requires the
MHPs to coordinate and share additional data with the MCPs. This
will help ensure a more integrated approach to better serve the
population.

Children in child welfare/foster care are a target group for ECM,
and these children are also eligible for Intensive Care Coordination
(ICC) under the Specialty Mental Health Services provided by
county MHPs. Both ECM and ICC services have components that
significantly overlap and appear to be somewhat duplicative. This
includes comprehensive assessment and care planning within the
context of multi-system collaboration, engagement of family
supports, and linkages to services in and outside of the healthcare
system. We request clarification on whether DHCS intends to
exempt children in ICC from ECM, or otherwise how the State
would recommend that these services be coordinated to avoid
duplication and overlap.

We request clarification on the process by which findings from the

Foster Care Model of Care Workgroup will be incorporated into the
waiver process. We believe recommendations from this workgroup
have implications related to a potential shift to a regional managed
care model.

We recommend including language in the proposal that requires
the DMC providers to coordinate and share additional data with
the MCPs. This will ensure a more integrated approach to better
serve the population.

California Advancing and Innovating Medi-Cal
Department of Health Care Services (DHCS)
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Associated Topic Section and Page Comment/Question
Number

1115 demonstration authority to expand access to treatment,
standardize service delivery across participating counties, and
provide a broader continuum of high-quality, evidence-based
SUD treatment services.

In tandem with the consolidated 1915(b) waiver, DHCS will
update the DMC-ODS criteria for services to clarify that
individuals leaving incarceration are eligible to receive DMC-
ODS services if they had at least one SUD diagnosis prior to
being incarcerated or during incarceration. The consolidated
1915(b) waiver will also clarify that DMC-ODS assessment and
treatment services are reimbursable prior to diagnosis in
nonresidential settings (similar to SMHS).

For each of the MCMC delivery systems encompassed in the
1915(b) waiver, DHCS will document and maintain data, and
report results in these focus areas to CMS. Many of the
monitoring activities are tied to existing Medicaid managed care
requirements, such as network adequacy validation,
programmatic reporting, quality strategy implementation,
quality assurance and performance improvement program
reviews, and annual external reviews conducted by a qualified
organization independent from DHCS and Medi-Cal MCPs.

MCMC — Mandatory Enrollment of Additional Aid Code Groups

and Populations

= Trafficking and Crime Victims Assistance Program (except
beneficiaries with a share of cost)

= |Individuals participating in accelerated enrollment

= Child Health and Disability Prevention infant deeming

= Pregnancy-related Medi-Cal (pregnant women only, 138-213
percent FPL citizen/lawfully present)

= American Indians and Alaska Natives in non-COHS counties

= Beneficiaries with other health care coverage in non-COHS
counties

Drug Medi-Cal
Organized Delivery
System, Population,
Page 11

Federal Authorities

Requested Under the

1915(b) Waiver,
Monitoring
Approach, Page 15

Attachment 1:
Overview of CalAIM
1915(b) Waiver
Programs, Program
Modification /
Improvement for
1915(b) Delivery
System (table),
Page 18

Individuals with an SUD diagnosis and leaving incarceration require
timely, seamless care coordination. We recommend that DHCS
develops systems to assure individual-level communication
between transition coordinators within the correctional setting and
MCPs, such that beneficiaries can be engaged in appropriate
services and supports immediately upon discharge. Further, we
recommend this process be applied to eligible individuals exiting
county jails, Department of Corrections facilities, State juvenile
facilities, and federal prisons.

We suggest describing in further detail what, if any, changes are
expected to these existing reporting requirements.

We request county-level estimates of individuals who will be
impacted.

California Advancing and Innovating Medi-Cal
Department of Health Care Services (DHCS)
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Associated Topic Section and Page Comment/Question
Number

= Beneficiaries living in rural zip codes in non-COHS counties

MCMC — Mandatory Enrollment of Dual Eligibles

All dual and nondual individuals eligible for long-term care
services All partial and full dual aid code groups, except share
of cost or restricted scope

= Ensure beneficiaries are assessed and provided treatment
regardless of the delivery system where they initially request
treatment

= Clarify that beneficiaries may receive nonduplicative,
coordinated services in multiple delivery systems

= Develop a standardized transition tool for MHPs and MCPs to
use when a beneficiary’s condition changes and they would be
better served in the other delivery system

Criteria 1: The beneficiary has a condition that puts the child or
youth at high risk for a mental health disorder due to
experiencing trauma, evidenced by any of the following: scoring
in the high-risk range on a DHCS-approved trauma screening
tool, or involvement in the child welfare system, or experience
of homelessness.

Attachment 1:
Overview of CalAIM
1915(b) Waiver
Programs, Program
Modification /
Improvement for
1915(b) Delivery
System (table),
Page 19

Attachment 2:
Overview of CalAIM
Behavioral Health
Policies, Summary of
Policy Changes
(table), Page 20

We request county-level estimates of individuals who will be
impacted.

We request additional detail regarding how DHCS will assist MCPs
and other providers in coordinating care across multiple delivery
systems. In particular, we are interested in hearing more about the
processes DHCS will use to provide MCPs, counties, and other
provider organizations with information regarding services received
by beneficiaries. The availability of this information is critical in
delivering coordinated, appropriate, and non-duplicative services
by MCPs and other providers across delivery systems.

Attachment 2:
Overview of CalAIM
Behavioral Health
Policies, Summary of
Policy Changes
(table), Page 21

Detailed CalAIM
Behavioral Health
Policy Descriptions,
County Mental
Health Plan
Responsibilities,
Criteria 1, Page 25

Our experience is that beneficiary support needs fluctuate between
severe and mild/moderate. Rather than repetitively using the
transition tool, we suggest building more adequate coordination
and CHR/HIE utilization to deliver ongoing co-management.

We request clarification as to whether this criterion means that
every child in child welfare/foster care and enrolled in managed
care will be receiving mental health services through the county
MHPs.

California Advancing and Innovating Medi-Cal
Department of Health Care Services (DHCS)
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Associated Topic Section and Page Comment/Question
Number

If the patient has an SUD, the screening tool shall be used to Detailed CalAIM We request clarification as to whether sharing a beneficiary’s
refer to the appropriate SUD treatment system. Behavioral Health screening tool results with the treating provider will require
Policy Descriptions, | consent from the beneficiary.
4. Standardized
statewide screening
tool, Page 28

To ensure all county inmates receive timely access to Medi-Cal  Detailed CalAIM We suggest expediting the relationship with the MCP, to prevent
services upon release from incarceration, DHCS proposes that Behavioral Health individuals from falling through the cracks during the 30- to 60-day
California mandate the county inmate pre-release Medi-Cal Policy Descriptions,  period when Medi-Cal eligibility is re-established.

application process by January 2023. Additionally, DHCS 7. Facilitated referral

proposes mandating that jails and county juvenile facilities and linkage from

implement a process for facilitated referral and linkage from criminal justice to

county institution release to county specialty mental health, behavioral health,

Drug Medi-Cal, DMC-ODS, and Medi-Cal MCPs when the inmate Page 29
was receiving behavioral health services while incarcerated, to

allow for continuation of behavioral health treatment in the

community.

3. Proposed CalAIM Section 1115 Demonstration and Section 1915(B) Waiver Amendment and
Renewal Applications

Notice of intent to submit to CMS an amendment and five-year renewal of California’s Section 1115 demonstration and a corresponding amendment and
renewal expanding the existing Section 1915(b) waiver

Associated Topic Section and Page Comment/Question
Number

Global Payment Program (GPP) — The GPP provides a pool of A. Description, We request clarification as to whether GPP includes the sunsetting
funding for value-based payments to participating designated Global Payment PRIME and existing QIP program. If so, we request that DHCS
public hospital systems providing care for California's uninsured Program, Page 6 consider consolidating these programs into one program for

by allocating federal Disproportionate Share Hospital (DSH) and hospitals.

uncompensated care (UCC) funding. These payments support
designated public hospital systems’ efforts to provide health
care services for the uninsured while promoting the delivery of
more cost-effective and higher-value care.

California Advancing and Innovating Medi-Cal Page 8
Department of Health Care Services (DHCS)
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Community-Based Adult Services (CBAS) — CBAS offers services
to eligible older adults and adults with disabilities in an
outpatient facility-based setting to restore or maintain their
optimal capacity for self-care and to delay or prevent
institutionalization. California is requesting technical changes as
part of this Section 1115 demonstration renewal to align with
MCP contract changes, Medi- Cal Provider Manual updates, and
provider enrollment requirements, and to clarify both eligibility
and medical necessity criteria.

Providing Access and Transforming Health (PATH) Supports — As
California implements the CalAIM initiative statewide, the State
is requesting expenditure authority to support services and
capacity building, including payments for supports,
infrastructure, interventions, and services to complement the
array of care that will be authorized in the consolidated 1915(b)
waiver delivery system. This expenditure authority will support
California’s efforts to shift delivery systems in furtherance of its
objectives to advance the coordination and delivery of quality
care for all Medi-Cal beneficiaries. California also is requesting
federal funding of DSHPs to support CalAIM implementation,
including efforts to strengthen the effectiveness of Medi-Cal in
addressing the significant gaps in health outcomes across
beneficiaries based on race and ethnicity.

A. Description,
Community-Based
Adult Services
(CBAS), Page 7

IV. Summary of New
Medi-Cal Program
Features to Be
Included in the
CalAIM Section 1115
Demonstration,
Providing Access and
Transforming Health
(PATH) Supports,
Page 8

We request additional details regarding proposed MCP contract
changes related to CBAS. For instance, is DHCS considering changes
in contract requirements that provide MCPs greater program
flexibility or are such changes creating additional program
stringency?

We request clarification as to whether PATH provides an MCP
incentive structure or exists as a separate and additional pool of
funds. In addition, we request detail about any overlap or
intersection between these potential approaches.

California Advancing and Innovating Medi-Cal
Department of Health Care Services (DHCS)
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Community Health Centers

[J Administration, Finance,
and Human Resources
1275 Eighth Street
Arcata, CA 95521
(707) 826-8633

[0 Administration
670 Ninth Street, Suite 203
Arcata, CA 95521
(707) 826-8633

O Billing
1385 Eighth Street
Arcata, CA 95521
(707) 826-8642

+ Burre Dental Center
Mobile Dental Services
959 Myrtle Avenue
Eureka, CA 95501

+ Del Norte Community
Health Center
550 East Washington Boulevard
Crescent City, CA 95531

* Eureka Community
Health & Wellness Center
2200 Tydd Street
Eureka, CA 95501

+ Ferndale Community
Health Center
638 Main Street (PO Box 1157)
Ferndale, CA 95536

* Fortuna Community
Health Center
3750 Rohnerville Road
Fortuna, CA 95540

* Humbeoldt Open Door Clinic
770 Tenth Street
Arcata, CA 95521

+  McKinleyville Community
Health Center
1644 Central Avenue
McKinleyville, CA 95519

*+ Mobile Health Services/
Telehealth & Visiting
Specialists Center
2426 Buhne Street
Eureka, CA 95501

* NorthCountry Clinic
785 18th Street
Arcata, CA 95521

+ NorthCountry Prenatal Services
3800 Janes Road, Suite 101
Arcata, CA 95521

* Redwood Community
Health Center
2350 Buhne Street
Eureka, CA 95501

* Willow Creek Community
Health Center

38883 Highway 299 (PO Box 726)

Willow Creek, CA 95573

+ Member Services

550 E Washington Blvd, Suite 100

Crescent City, CA 95531

963 Myrtle Ave
Eureka, CA 95501

May 5t, 2021

Department of Health Care Services
Director’s Office
Attn: Angeli Lee and Amanda Font

Re: Public Comment Regarding the Medi-Cal Rx Initiative as
Incorporated in the CalAIM Section 1115 and 1915(b) Waiver
Proposals

Dear Director Lightbourne:

Open Door Community Health Centers (ODCHC) writes to object to the
incorporation of the so-called “Medi-Cal Rx” initiative as part of CalAIM
Demonstration. To the extent the CalAIM Demonstration incorporates Medi-
Cal Rx into its framework, ODCHC urges the Department of Health Care
Services (“DHCS”) to consider the negative effects on federally-qualified
health centers (“FQHCs”) and their patients. Medi-Cal Rx creates
unnecessary barriers to healthcare access and hinders FQHCs’ efforts to
provide high-quality care to California’s most vulnerable and underserved
patients.

ODCHC is an FQHC that cares for Medi-Cal and uninsured patients in
Humboldt and Del Norte. Our mission is to provide comprehensive, high-
quality health care services to those who need it most. The majority of our
Medi-Cal patients are among the 11 million beneficiaries enrolled in Medi-
Cal managed care. In addition to the many services we provide, we have
integrated pharmacy services into our practice through a network of 24
independent and chain pharmacies

Integrating pharmacy and medical services within the Medi-Cal managed
care delivery system allows ODCHC to better serve patients. We can serve
as a one-stop-shop for all of our patients’ medical needs, which enables us
to help patients readily follow their treatment plan. Doctors can directly
coordinate all of the patient’s care, monitor their medication compliance, and
provide additional services as necessary. This model of care leads to better
health outcomes and removes barriers for traditionally underserved patients.

Additionally, ODCHC annually saves an estimated sixteen million dollars
through participation in Medi-Cal managed care and the 340B Drug Discount
Program. The savings allow ODCHC to provide vital services to more
patients, such as transportation assistance, subsidized prescriptions,
substance abuse treatment programs, and expanded clinician availability.
These benefits are not available to FQHCs when reimbursed for pharmacy
on a FFS basis. As a result of the current managed care system, ODCHC
patients have better access to more services, just as Congress intended in
enacting the 340B program.’

' The purpose of the 340B program is to enable FQHCs to “stretch scarce federal
resources” to provide expansive, high-quality services to the Medi-Cal patients who need
them most. (H.R. Rep. No. 102-384, pt. 2, at 10.)
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As Health & Human Services Secretary Xavier Becerra has stated, “the more medical care
340B covered entities can provide with their limited resources and state reimbursement, the
further state-Medicaid budgets will go in serving the States’ uninsured and underinsured
residents.” 2 As California’s Attorney General, Secretary Becerra recognized that 340B
savings are vital to expanding access to medication and other services that “help create a
continuum of care for patients,” which ultimately leads to improved public health outcomes.

Yet, Medi-Cal Rx will impede our and other FQHCs’ ability to provide these critical services
to patients. The proposed FFS reimbursement, compounded by the loss of 340B savings,
will force FQHCs to reduce services. This directly undermines the whole-person care
approach and the purpose of Medi-Cal, which is to improve access to healthcare and
reduce health inequities.

Please see the attached public comment from the Community Health Center Alliance for
Patient Access (“CHCAPA”) raising concerns about the impact of Medi-Cal Rx on the

11 million Medi-Cal patients who would be directly impacted by Medi-Cal Rx, which ODHC
incorporates by reference into this letter. ODCHC fully shares CHCAPA'’s concerns and
agrees with its conclusion that DHCS has not fully considered or examined the heavy costs
of Medi-Cal Rx.

In conclusion, ODCHC urges DHCS not to include implementation of Medi-Cal Rx as part of
CalAlM, to fully analyze the impact it will have on the Medi-Cal program, and to provide a
transparent process for stakeholders to provide meaningful input and alternatives for DHCS’
consideration. Doing so will enable ODCHC and DHCS to “work in partnership to provide
individuals access to affordable healthcare, including prescription drugs” as now-Secretary
Becerra described.

Thank you for your time and consideration, ODCHC looks forward to working with DHCS on
this critical issue that affects over 11 million Medi-Cal beneficiaries.

Sincerely,

Tory Starr, MSN, PHN, RN
Chief Executive Officer
Open Door Community Health Centers

opendoor

mmunity Health Centers

1971 2021

2 Bipartisan Attorneys General 340B letter to former HHS Secretary Alex Azar, Dec. 14, 2020, available
at: https://oag.ca.gov/news/press-releases/attorney-general-becerra-leads-bipartisan-coalition-340b-drug-
pricing-program.
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May 03, 2021

Via Electronic Submission (CalAIMWaiver@dhcs.ca.gov)

Department of Health Care Services
Director’s Office
Attn: Angeli Lee and Amanda Font

Re: Public Comment Regarding Removal of Pharmacy Services from Medi-Cal
Managed Care in Conjunction with CalAIM Section 1915(b) Waiver Proposal

Dear Director Lightbourne:

The Community Health Center Alliance for Patient Access (“CHCAPA”), a non-profit
organization composed of 31 federally-qualified health centers (“FQHCs”) and support
organizations, writes to object to the California Department of Health Care Service (“DHCS”)
proposal to carve pharmacy benefits or services by a pharmacy billed on a pharmacy claim out
of Medi-Cal managed care in connection with implementation of DHCS’ California Advancing
and Innovating Medi-Cal (“CalAIM”). The proposed removal of pharmacy benefits and services
from Medi-Cal managed care is also known as “Medi-Cal Rx.”

Medi-Cal Rx is antithetical to the stated goals of CalAIM. Indeed, in the Background and
Overview section of the Executive Summary, DHCS touts the benefits of Medi-Cal managed
care as follows:

Medi-Cal has significantly expanded and changed over the last ten years, most
predominantly because of changes brought by the Affordable Care Act and various
federal regulations as well as state-level statutory and policy changes. During this
time, the DHCS has also undertaken many initiatives and embarked on innovative
demonstration projects to improve the beneficiary experience. In particular, DHCS
has increased the number of beneficiaries receiving the majority of their physical
health care through Medi-Cal managed care plans. These plans are able to offer
more complete care coordination and care management than is possible through
a fee-for-service system. They can also provide a broader array of services aimed
at stabilizing and supporting the lives of Medi-Cal beneficiaries. [Emphasis added.]

CHCAPA agrees that Medi-Cal managed care plans are able to offer more complete care
coordination and care management than is possible through a fee-for-service (“FFS”) system.
Carving pharmacy benefits or services by a pharmacy billed on a pharmacy claim out of
managed care, and instead reimbursing these benefits or services on a FFS basis, increases,

" Specifically, page 18 of the CalAIM Executive Summary and Summary of Changes, Proposal 3.1,
identifies as an element of “Managed Care Benefit Standardization” that benefits to be carved out include:
“4/1/21: Pharmacy benefits or services by a pharmacy billed on a pharmacy claim.”
https://www.dhcs.ca.gov/provgovpart/Documents/CalAlIM-Executive-Summary-02172021.pdf Medi-Cal
Rx was not implemented on 4/1/21, and has not been implemented to date, with no implementation date
yet announced to the public.

Community Health Center Alliance for Patient Access is a statewide organization of federally
qudlified health centers committed to ensuring access to care for underserved communities.
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rather than decreases, system fragmentation and renders care coordination and care
management more, rather than less, difficult.

Integrating pharmacy and medical services in managed care allows FQHCs to better serve
patients. The FQHCs can serve as a one-stop-shop for all of their patients’ medical needs, and
integration facilitates the FQHCs’ ability to assist patients in following their treatment plan,
including pharmacy. Doctors can directly coordinate all of the patient’s care, monitor their
medication compliance, and provide additional services as necessary. This model of care leads
to better health outcomes and removes barriers for historically underserved patients.

Additionally, providing pharmacy benefits and services in the context of Medi-Cal managed care
enables FQHCs to effectively leverage discount drug pricing available through the 340B Drug
Pricing Program. The savings available through participation in the 340B program allow FQHCs
to provide vital services to more patients, such as transportation assistance, subsidized
prescriptions, substance abuse treatment programs, and expanded clinician availability. These
benefits are not available to FQHCs when reimbursed on a FFS basis. As a result of the current
managed care system, FQHC patients have better access to more services, as Congress
intended in enacting the 340B program.?

As Health & Human Services Secretary Xavier Becerra has stated, “the more medical care
340B covered entities can provide with their limited resources and state reimbursement, the
further state-Medicaid budgets will go in serving the States’ uninsured and underinsured
residents.” As California’s Attorney General, Secretary Becerra recognized that 340B savings
are vital to expanding access to medication and other services that “help create a continuum of
care for patients,” which ultimately leads to improved public health outcomes.

Yet, Medi-Cal Rx will impede FQHCs’ ability to provide critical services to patients. The
proposed FFS reimbursement, compounded with the loss of 340B savings and COVID-19
financial losses, will force FQHCs to reduce services. This directly undermines the whole-
person care approach and the purpose of the Medi-Cal program and CalAlM, which is to
improve access to healthcare and reduce health inequities.

Finally, federal Medicaid law prohibits states from waiving the FQHC reimbursement
requirements described in 42 U.S.C. § 1396a(bb) under a 1915b waiver.* California’s Medi-Cal
program does not currently have a compliant manner of reimbursing FQHCs for Medi-Cal’s
share of the cost of providing pharmacy services outside of the managed care system.

On the dispensary side, DHCS has not implemented the requirements of Welfare & Inst. Code
§ 14132.01 relating to reimbursement of Medi-Cal drugs provided through a clinic dispensary
and has made no attempt to ensure that the dispensing fee for FQHC pharmacies or

2 The purpose of the 340B program is to enable FQHCs to “stretch scarce federal resources” to provide
expansive, high-quality services to the Medi-Cal patients who need them most. (H.R. Rep. No. 102-384,
pt. 2, at 10.)

3 Bipartisan Attorneys General 340B letter to former HHS Secretary Alex Azar, Dec. 14, 2020, available
at: https://oag.ca.gov/news/press-releases/attorney-general-becerra-leads-bipartisan-coalition-340b-drug-
pricing-program.

442 U.S.C. § 1396n(b).

17479823.2
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dispensaries reimbursed under the fee-for-service alternative payment methodology are not less
than the specific FQHC site would receive under the PPS floor. Moreover, the Mercer study
that supported the pharmacy fee-for-service dispensing fees completely failed to address the
requirements of 42 U.S.C. § 1396a(bb)(6)(B).

In addition, Medi-Cal has failed to adopt a standard for avoiding duplicate discounts on drugs
dispensed through contract pharmacies, as required under HRSA’s 2010 Contract Pharmacy
Guidance, thus the transition would eliminate use of contract pharmacies for fee-for-service
claims.

As a result, if Medi-Cal Rx is approved as part of the 1915b waiver, FQHCs will no longer be
able to dispense Medi-Cal covered drugs through clinics’ dispensaries or contract pharmacies,
and will not be reimbursed at their actual cost of providing the mandatory FQHC services
benefit, in violation of 42 U.S.C. § 1396n(b),resulting in a backdoor waiver of the FQHC
reimbursement and service requirements in violation of federal law

Please see the attached letter from CHCAPA to the Centers for Medicare and Medicaid
Services (“CMS”), dated April 16 2021, for a full description of our substantive and
procedural concerns reqgarding Medi-Cal Rx.

In conclusion, CHCAPA agrees with Secretary Becerra that FQHCs and DHCS should “work in
partnership to provide individuals access to affordable healthcare, including prescription drugs.’
Therefore, CHCAPA urges DHCS not to include implementation of Medi-Cal Rx as part of
CalAlM, to fully analyze the impact it will have on the Medi-Cal program, and to provide a
transparent process for stakeholders to provide meaningful input and alternatives for DHCS’
consideration.

Thank you for your time and consideration. CHCAPA looks forward to working with DHCS on
this critical issue that affects over 11 million Medi-Cal beneficiaries.

Sincerely,

Anthony White
President

Encl.
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KATHRYN E. DOI

PARTNER

DIRECT DIAL (916) 491-3024
DIRECT FAX (916) 491-3079
E-MAIL kdoi@hansonbridgett.com

April 16, 2021

VIA OVERNIGHT DELIVERY

Teresa DeCaro, Acting Director

State Demonstrations Group,

Center for Medicaid and CHIP Services
Centers for Medicare & Medicaid Services
7500 Security Boulevard, Mail Stop S2-25-26
Baltimore, MD 21244-1850

Re:  Community Health Center Alliance for Patient Access Request that CMS Reject
California’s Removal of Pharmacy Services from Managed Care, as proposed in
Attachment N to the State of California’s Section 1115 Waiver Extension

Dear Director DeCaro:

As follow-up to my previous letter dated March 18, 2021, please see the enclosed letter from the
Community Health Center Alliance for Patient Access (“CHCAPA”). CHCAPA's letter provides a
comprehensive description of the serious flaws and consequences of the so-called “Medi-Cal
Rx” initiative.

CHCAPA is an organization of 31 California Federally-qualified health centers and support
organizations throughout California whose mission is to ensure access to care for underserved
communities. The list of CHCAPA'’s affiliate members includes the following organizations:

Avenal Community Health Hill Country Health & Wellness San Ysidro Health
Center Center
Shasta Community Health
Clinicas de Salud del Pueblo Imperial Beach Community Clinic Center
Community Health Centers of La Maestra Family Clinic South of Market Health Center
the Central Coast
MCHC Health Centers TrueCare
Desert AIDS Project
Mission Area Health Associates United Health Centers of the
Family Health Centers of San San Joaquin Valley
Diego Omni Family Health
Vista Community Clinic
Gardner Family Health Network Open Door Community Health
Centers WellSpace Health
Golden Valley Health Centers
Ravenswood Family Health Network Central California Partnership
HealthRIGHT 360 for Health (Affiliate Support
San Francisco Community Health Organization)
Center

Hanson Bridgett LLP
500 Capitol Mall, Suite 1500, Sacramento, CA 95814  hansonbridgett.com
17454261.1
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Thank you for your consideration. Please direct any questions, follow-up discussion, or
responses to me via email or phone.

Thank you,

Kathryn E. Doi
Partner

CcC: Xavier Becerra, Secretary, Health and Human Services
Liz Richter, Acting Administrator, Centers for Medicare and Medicaid Services
Heather Ross, Project Officer, Centers for Medicare and Medicaid Services
Will Lightbourne, Director, California Department of Health Care Services
Jacey Cooper, Chief Deputy Director, California Department of Health Care Services
Rob Bonta, California Attorney General
Darrel W. Spence, California Supervising Deputy Attorney General
Joshua Sondheimer, California Deputy Attorney General

17454261.1
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April 16, 2021

VIA FEDERAL EXPRESS

Teresa DeCaro, Acting Director

State Demonstrations Group

Center for Medicaid & CHIP Services
Centers for Medicare & Medicaid Services
7500 Security Boulevard, Mail Stop S2-25-26
Baltimore, MD 21244-1850

Re: California’s Removal of Pharmacy Services from Managed Care, as proposed in
Attachment N to the State of California’s Section 1115 Waiver'

Dear Director DeCaro:

The Community Health Center Alliance for Patient Access (“CHCAPA”) writes to inform CMS of
significant problems with the California Department of Health Care Service’s (“DHCS”) proposed
Attachment N to its 1115(a) Medicaid Waiver, entitled “Medi-Cal 2020” (Project Number 11-W-
00193/9). Specifically, CHCAPA has serious concerns about the proposed removal of pharmacy
services from managed care, an initiative called “Medi-Cal Rx.”

CHCAPA urges CMS to reject the Medi-Cal Rx proposal for four reasons. First, California’s fee-
for-service (“FFS”) reimbursement method fails to adequately fund Federally-Qualified Health
Centers (“FQHCSs”) at the level that federal law requires. Second, Medi-Cal Rx deprives FQHCs
of the 340B Drug Pricing Program (“340B”) savings that currently fund numerous whole-person
care services for the most vulnerable Medi-Cal beneficiaries. Third, DHCS did not follow the
legal process for amending the 1115 Waiver, and misled the public and CMS regarding Medi-
Cal Rx’s negative effects on providers and patients. Fourth, Medi-Cal Rx undermines Medicaid’s
central objective of providing health care to low-income patients and does not produce any
significant savings.

Despite its implications for health care for over 11 million Medi-Cal beneficiaries, DHCS has not
thoroughly considered how Medi-Cal Rx affects the Medi-Cal program, Medi-Cal beneficiaries,
or overall Medi-Cal costs. At minimum, CMS should require an additional 30-day public
comment period and for DHCS to provide a detailed analysis of how Medi-Cal Rx affects
underserved beneficiaries and FQHCs. See 42 C.F.R. § 431.412(a)(2), (c)(3).

. California’s fee-for-service reimbursement method for Medi-Cal pharmacy
services will not reimburse FQHCs at the level federal law requires.

Federal law requires California to reimburse FQHCs at 100 percent of their costs. See 42
U.S.C. § 1396a(bb); Tulare Pediatric Health Care Ctr. v. Dep’t of Health Care Svc’s, 41 Cal.
App. 5th 163, 171 (2019).

" This letter provides the substantive information for CMS to consider as it evaluates Medi-Cal Rx as
promised in the earlier letter from CHCAPA'’s counsel, dated March 18, 2021 (attached as Exhibit A).

Community Health Center Alliance for Patient Access is a statewide organization of federally
qualified health centers committed to ensuring access to care for underserved communities.

17422690.4
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Managed care is California’s predominate Medi-Cal delivery system. Roughly 83 percent of
Medi-Cal beneficiaries — over 11 million people — are enrolled in managed care?. About 70
percent of pharmacy services spending occurs in managed care.®> As CMS knows, managed
care plans negotiate directly with FQHCs to establish reimbursement rates for pharmacy
services that generally reimburse FQHCS at 100 percent of their costs. Because managed care
plans cover the vast majority of pharmacy claims, California and DHCS have not addressed
deficiencies in the state’s other delivery systems.

California did not design its non-managed care delivery systems to adequately reimburse
FQHCs for their costs. First, by statute, California’s FFS methodology only pays FQHCs their
“actual acquisition cost for the drug,” plus either a professional fee or dispensary fee. See Cal.
Welf. & Inst. Code § 14105.46(d). The professional fee is capped at $10.05, or $13.20,
depending on the pharmacy’s annual claim volume. /d. § 14105.45(b)(1)(B). Similarly, the
dispensary fee is set at $12 or $17 for certain take-home drugs. /d. § 14132.01(b)(2). However,
these fee amounts did not account for FQHCs’ costs when the State adopted them®.
Additionally, DHCS has not created a billing mechanism for dispensing medication through a
dispensary license. See Francisco Castillon Decl. [ 14 (attached as Exhibit B).

Second, California’s prospective payment system (“PPS”) rate is similarly flawed. The PPS
method reimburses providers on a “per visit basis,” but California excludes a patient’s visit to a
pharmacist as a reimbursable “visit.” See Cal. Welf. & Inst. Code § 14132.100(g). Further, if an
FQHC experiences a cost increase due to changes in its scope of services, it faces an
automatic 20 percent reduction of the total new costs before the new PPS rate is set. See Dean
Germano Decl. | 19 (attached as Exhibit C).

In short, Medi-Cal Rx will replace California’s managed care delivery system with undeveloped
systems that do not comply with federal law. Therefore, CMS should reject Medi-Cal Rx.

Il. Medi-Cal Rx undermines the 340B Program by depriving FQHCs of the savings
they use to provide comprehensive care to underserved communities.

The purpose of the 340B program is to enable FQHCs to “stretch scarce federal resources” to
provide expansive, high-quality services to the Medi-Cal patients who need them most.°
Managed care currently generates necessary savings for FQHCs to do exactly that.

California FQHCs, including CHCAPA affiliates, leverage 340B savings to provide better care to
their patients and communities. For example, Family Health Centers of San Diego uses its 340B
savings to provide expanded vision services, substance abuse recovery programs, and mobile

2 See Medi-Cal Monthly Eligible Fast Facts, DHCS, February 2021, at p. 9 available at:
https://www.dhcs.ca.gov/dataandstats/statistics/Documents/FastFacts-November2020.pdf

3 “The 2019-20 Budget: Analysis of the Carve Out of Medi-Cal Pharmacy Services From Managed Care,”
California Legislative Analyst’s Office, April 5, 2019, at p. 6. (hereinafter “LAO Carve-Out Report”).

4 See “Professional Dispensing Fee and Actual Acquisition Cost Analysis for Medi-Cal — Pharmacy
Survey Report,” Mercer Government Human Services Consulting, January 4, 2017, at p. 4.

5 See H.R. Rep. No. 102-384, pt. 2, at 10.
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health services to low-income patients. Ricardo Roman Decl. { 13 (attached as Exhibit D).
Shasta Community Health Center’'s 340B savings enable it to subsidize prescription costs for
the poorest patients, some of whom will pay a maximum of $10 for their medication. Germano
Decl. [ 2. The Desert AIDS Project uses its 340B savings to employ four infectious disease
physicians and provide ongoing HIV and STD testing to combat the spread of HIV. David
Brinkman Decl. q] 7 (attached as Exhibit E). These are just a few examples of how the
managed care system enables FQHCs to use 340B savings the way Congress intended.

Nevertheless, DHCS seeks to deprive FQHCs of these 340B savings by moving all pharmacy
services into an undeveloped FFS system. California’s FFS model will not support the vital
whole-person care programs upon which the most vulnerable FQHC patients rely. Instead,
FQHCs will experience a “significant loss” in order for the State of California to gain an uncertain
amount of savings for its general fund®. Without 340B savings, FQHCs will have to cut services
to already underserved Medi-Cal patients. See, e.g., Castillon Decl. [ 12-13.

Thus, Medi-Cal Rx causes a reduction in patient services, which DHCS neither mentioned nor
even considered in its Extension Request.

1. CMS should neither excuse nor permit DHCS to obtain approval for Medi-Cal Rx
through a flawed and misleading public process.

A. DHCS improperly submitted Medi-Cal Rx as a “technical” change contrary to
federal law and the Special Terms and Conditions of California’s 1115 Waiver.

Federal law and the Special Terms and Conditions of California’s 1115 Waiver (“STCs”) require
that “substantial” changes to benefits, delivery systems, reimbursement methods, and other
“‘comparable program elements” occur as amendments to the 1115 Waiver. 42 C.F.R.

§ 431.412(c); STC lll, Section 7. Amendments require the State to follow specific public
processes and to provide detailed information and analyses on the impact of the proposed
change. STC lll, Section 8. CMS has the authority to deny or delay approval of any amendment
based on California’s violation of the STCs. /d.

Medi-Cal Rx is undoubtedly a substantial change to the delivery and reimbursement of Medi-Cal
pharmacy services. It completely removes the pharmacy benefit from the managed care
delivery system, and places it into the FFS delivery system. The FFS system, in turn, has an
entirely different reimbursement method that will underfund FQHCs, as discussed.

Moreover, Medi-Cal Rx will “fundamentally alter” how more than 11 million Medi-Cal
beneficiaries receive treatment. See Kelvin Vu Decl. |] 8 (attached as Exhibit F). For example,
doctors currently are able to access the availability of prescriptions and their patient’s
adherence to their treatment plan in real-time. /d. If a pharmacy does not have a prescription in
stock, the doctor will know immediately and can adjust the order. Id. [ 5. As a result, the patient
is more likely to get their medication and adhere to their treatment plan. /d. {[{] 5-8. But not under
Medi-Cal Rx. Instead, Medi-Cal Rx removes the doctor’s ability to coordinate with a pharmacy,
and creates a new barrier for the patient to access the prescriptions they need. Vu Decl. || 8;
Paramvir Sidhu Decl. {[{] 5-9 (attached as Exhibit G).

6 LAO Carve-Out Report, at p. 1.
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Despite these substantial changes to Medi-Cal, DHCS submitted Medi-Cal Rx as a “technical’
amendment. See Extension Request at p. 14. The only analysis DHCS provided was that Medi-
Cal Rx would “reflect the transition of pharmacy benefits to the fee-for-service delivery system
effective January 1, 2021.” Id. This is a description, not an analysis. DHCS further described
Medi-Cal Rx in the two short paragraphs, with no mention of the differences in delivery systems,
the shortcomings of non-managed care reimbursement methods, the impact on 340B savings
and the patient services they fund, or the real effects on patients and their doctors. See id.

CMS should treat Medi-Cal Rx as the substantial amendment that it is. CMS cannot allow
DHCS to avoid its obligation to fully describe and understand Medi-Cal Rx. Accordingly, CMS
should reject Medi-Cal Rx, or at the very least, require DHCS to provide additional information
and more time for public input. See 42 C.F.R. § 431.412(a), (c).

B. DHCS has been implementing Medi-Cal Rx without CMS’ approval.

Federal law and the STCs prohibit DHCS from implementing major changes to California’s
Waiver without CMS’ approval. See Cal. Ass’n of Rural Health Clinics v. Douglas, 738 F.3d
1007, 1017-18 (9th Cir. 2013); STCs lll, Sections 7-8.

DHCS is not waiting for CMS to move forward with Medi-Cal Rx. For example, it has unilaterally
set and changed two different “effective” dates that did not depend on CMS approval. See
Extension Request at p. 14”. DHCS contracted with Magellan Medicaid Administration to create
a Medi-Cal Rx customer service center. Providers have already had to register for secure Medi-
Cal Rx portals and participated in Medi-Cal Rx trainings. The State of California created a
supplemental payment pool in its state budget because of the losses FQHCs will suffer under
Medi-Cal Rx. Germano Decl. {[{[ 4-15. DHCS has begun to implement Medi-Cal Rx without CMS
approval and without understanding its consequences.

DHCS’ unapproved implementation of Medi-Cal Rx is already affecting providers. For example,
Family Health Centers of San Diego has had to undergo a complete budget review anticipating
the loss of 340B savings, and has dedicated significant staff time to enroll in Medi-Cal Rx
provider portals and to track Medi-Cal Rx updates. Fran Butler-Cohen Decl. § 9 (attached as
Exhibit H). Providers have also had to register for and participate in several different trainings,
answer readiness surveys, and provide claims information for calculating their professional
dispending fee under FFS. See, e.g., DHCS Medi-Cal Rx Monthly Bulletin (attached as

Exhibit ). These efforts distract FQHCs from patient service, such as providing free testing and
vaccines to combat the spread of COVID-19. See id. ||| 6-8.

In sum, DHCS is violating federal law and the STCs by implementing Medi-Cal Rx without CMS’
approval. CMS should not allow DHCS to do so, and should accordingly reject Medi-Cal Rx.

7 See also Medi-Cal Rx Transition home page, available at:
https://www.dhcs.ca.gov/provgovpart/pharmacy/Pages/Medi-CalRX.aspx
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C. DHCS prevented meaningful public input regarding Medi-Cal Rx through
misleading public notices and a rushed public comment process.

States must allow for “meaningful public input” when submitting 1115 Waiver amendments or
extension requests. 42 C.F.R. §§ 431.408(a)(1)(i), 431.412 (c)(2)(ii). This requires states to
provide a “comprehensive description” discussing who will be impacted by the proposals,
changes to the existing demonstration, and how the state received and considered public
comments. See 42 C.F.R. §§ 431.408(a), 431.412(a), (c).

DHCS hindered “meaningful” public input regarding Medi-Cal Rx. Specifically, DHCS claimed
that there was “no impact” to FQHCs in its Tribal Notice®. However, the state’s Legislative
Analyst’s office explicitly stated that Medi-Cal Rx would directly affect FQHC funding and patient
care coordination®. Also, DHCS held only two public hearings within 20 days of announcing the
proposed Extension.

Although CMS waived some of the technical notice requirements, it certainly did not allow
DHCS to falsely downplay the impact of the Extension Request and Medi-Cal Rx™°. As the
public was denied meaningful input into Medi-Cal Rx, CMS should not allow DHCS to
implement it.

D. DHCS’ Waiver Extension Request misled CMS by unfairly minimizing CHCAPA'’s
legitimate and detailed objections to Medi-Cal Rx.

DHCS was obligated to provide CMS with a “report of the issues” raised in public comments and
how it addressed them. 42 C.F.R. § 431.412(a)(viii), (c)(vii).

Yet DHCS did not provide an honest report of the public comments to CMS. In its Extension
Request, DHCS misrepresented CHCAPA'’s extensive concerns in one sentence: “one
commenter objected to the state’s plan to carve-out the pharmacy benefit.” Extension Request
at p. 45. The “one commenter” was a collection of nearly 20 health centers across California
that signed onto a CHCAPA-led comment letter. The “objection” was a detailed letter describing
numerous problems with the FFS and PPS reimbursement methods and the overall disruption
Medi-Cal Rx will cause. DHCS’ characterization hid serious public concerns from CMS.

DHCS’ response to CHCAPA's concerns was similarly sparse. In a single paragraph, DHCS
claimed that it “must” move the pharmacy benefit out of managed care in order for pharmacy
services to move from managed care. See Extension Request at p. 49. By contrast, DHCS
provided detailed summaries and responses for comments that were generally or strongly
supportive of its Extension proposals. See Extension Request at 44-49. DHCS cannot provide
one-sided information in order to obtain CMS’ approval of a flawed initiative.

8 DHCS Tribal Notice of Proposed Change to Medi-Cal Program, July 22, 2020 at p. 2, available at:
https://www.dhcs.ca.gov/Documents/1115-1915bWaiverTribalNotice7-22-20.pdf

9 LAO Carve-Out Report, at pp. 1, 13-14
0 See CMS Completeness Letter, dated Oct. 1, 2020

17422690.4

981


https://www.dhcs.ca.gov/Documents/1115-1915bWaiverTribalNotice7-22-20.pdf

Teresa DeCaro, Acting Director
April 16, 2021
Page 6

CMS cannot adequately evaluate Medi-Cal Rx based on the scant information DHCS provided
regarding its scope and costs. At best, DHCS failed to provide accurate and sufficient
information to CMS. Therefore, CMS should decline to approve Attachment N and Medi-Cal Rx
until these important issues have been addressed.

Iv. Medi-Cal Rx impedes Medicaid’s primary objective by depriving beneficiaries of
high-quality care, and is not likely produce the savings DHCS claims.

Any change to California’s Medicaid Waiver must promote the objectives of Medicaid. See 42
U.S.C. § 1315(a). Medicaid’s most fundamental objective is to provide comprehensive, high-
quality medical care to people who would not have access to it otherwise. See id. § 1396-1.

Medi-Cal Rx directly undermines Medicaid’s purpose in two ways. First, it will eliminate vital
patient services for beneficiaries. Because of the COVID-19 pandemic, FQHCs in California are
facing an estimated loss of $530 million dollars''. Medi-Cal Rx will exacerbate FQHCs’ financial
strain by shifting 340B savings to the state while underpaying FQHCs through FFS. These cuts
will force FQHCs to eliminate key services for their patients, including transportation assistance,
mobile health initiatives, and prescription subsidies. See, e.g., Castillon Decl. ] 12-13;
Germano Decl. q[] 2, 16; Brinkman Decl. q[ 9.

Second, Medi-Cal Rx will diminish the quality of care for the remaining FQHC services. It will
disrupt Medi-Cal care coordination, severely undermining the whole-person care model that
DHCS expects FQHCs to follow. See Vu Decl. || 8; Sidhu Decl. ] 5-9. It will also disrupt
important medical intervention programs that combat substance abuse and opioid addiction.
See Vu Decl.  10. Medi-Cal Rx will therefore lead to fewer services and worse health outcomes
during a pandemic that has claimed the lives of over 60,000 Californians.

Medi-Cal Rx will cause significant disruption without any real financial benefit to California.
DHCS has not provided any thorough analysis to support its claim of savings, and actually
excluded such claims from its final submission to CMS. See Extension Request at pp. 37, 49. In
fact, an internal DHCS analysis shows that while Medi-Cal Rx would yield a net savings of $5.8
billion, the fee-for-service pharmacy costs would grow to about $5.65 billion'2. By its own
analysis, DHCS knows that Medi-Cal Rx might save the state a maximum of $400 million over
an unknown period of time.

Studies by reputable entities also cast doubt on whether Medi-Cal Rx will yield significant state
savings, if any. The Legislative Analyst’s Office noted that even if there is some net savings, the
amount is “highly uncertain”'®. Further, an independent analysis found that moving pharmacy
benefits into fee-for-service would actually result in a net increase of as much as $757 million to

" See “Financial Impact of COVID-19 on California Federally Qualified Health Centers,” California Health
Care Foundation, available at: https://www.chcf.org/wp-
content/uploads/2021/03/FinanciallmpactCOVID19CaliforniaF QHClInfographic.pdf

2 May 2020 Medi-Cal Local Assistance Estimate, DHCS, at PC page 107, available at:
https://www.dhcs.ca.gov/dataandstats/reports/mcestimates/Documents/2020 May Estimate/M2099-
Medi-Cal-Local-Assistance-and-Appropriation-Estimate.pdf

3 LAO Carve-Out Report, at pp. 1, 11-12
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California’s General Fund over five years'. Thus, any benefits of Medi-Cal Rx are limited and
uncertain.

In sum, Medi-Cal Rx subverts — not promotes — Medicaid’s core objective of providing low-
income people with access to health care. CMS should therefore reject the proposal, especially
during an ongoing pandemic when the health care system needs stability.

V. Conclusion

Medi-Cal Rx is an undeveloped proposal that directly undermines the purpose of Medicaid.
Medi-Cal Rx will significantly disrupt patient care and create new barriers to access for the sake
of speculative state savings. DHCS cannot upend an entire delivery system affecting over 11
million Medi-Cal beneficiaries under the label of a “technical’” change to its Waiver. By providing
insufficient and misleading information to the public and to CMS, DHCS violated federal law and
its contract with CMS.

Accordingly, CHCAPA urges CMS to reject the Medi-Cal Rx proposal. At minimum, CMS should
use its authority to treat Medi-Cal Rx as a substantive amendment and require DHCS to follow
the formal amendment process specified in the Code of Federal Regulations and the Special
Terms and Conditions of the Waiver.

Thank you for your time and consideration.

Sincerely,

Anthony White
President, CHCAPA

CC: Xavier Becerra, Secretary, Health and Human Services
Liz Richter, Acting Administrator, Centers for Medicare and Medicaid Se