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CALIFORNIA MEDICAL ASSOCIATION

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

RE: Comments on the California Advancing and Innovating Medi-Cal (CalAIM)
Demonstration and Waiver Proposal

Dear Director Lightbourne:

On behalf of more than 50,000 physician members and medical students of the California
Medical Association (CMA), we would like to thank you for considering stakeholder input on
the Department of Health Care Services' (DHCS) California Advancing and Innovating Medi-
Cal (CalAIM) Section 1115 demonstration application and Section 1915(b) waiver application to
CMS. Through a comprehensive program of legislative, legal, regulatory, economic, and social
advocacy, CMA promotes the science and art of medicine, the care and well-being of
patients, the protection of public health, and the betterment of the medical profession.
CMA's physicians are committed to working to improve the Medi-Cal program and to ensure
that patients have access to care. As we continue to participate in the various CalAIM
stakeholder groups and as the proposal evolves or changes, we will provide additional
suggestions, feedback, and comments as appropriate. CMA has been included on some of
the key workgroups and continues to seek opportunities to help develop this proposal in a
way that supports physicians and their patients.

IDENTIFYING AND MANAGING MEMBER RISK

Population Health Management Program

CMA supports the requirement that all Medi-Cal managed care plans (MCPs) maintain a
population health management program that improves the ability of physicians and other
health care providers to identify social factors and needs that impact health. We believe that
a more comprehensive strategy that accounts for screenings, health assessments, case
management, data collection and monitoring and risk stratification is a fundamental and
much-needed improvement to the overall managed care plan responsibility. However, the
plans should not develop these population health management programs in isolation. We
would recommend that the plans be required to include practicing physicians from the
plans’ geographic service areas in the development and operationalization of their program.
This local input will ensure that plans receive feedback directly from practicing physicians on
the most effective ways to improve care coordination, commmunication, and data sharing.
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Initial Risk Assessment

One of the challenges in managing high-risk populations is the inability to share appropriate
levels of data with providers in a meaningful and timely way. The Department is correct in
seeking to separate risk assessments from clinical screenings. However, it is important that
the results of the member-contact screening also be shared with assigned primary care
physicians or specialists and not just between the plan and the DHCS. Physicians and
patients would greatly benefit from additional information about a patient’s social needs,
including their access to food, clothing, household goods and transportation. If a health plan
is obtaining this information through its assessment, CMA would recommend that a
mechanism be developed to appropriately and legally share this patient information with the
physicians that are caring for the patients directly. This information should also be available
electronically, integrated with the patient’s existing health records, and updated in a timely
fashion.

The data should also be collected in such a way that it can be easily transmitted in a usable
format and incorporated into the risk stratification process. We recommend that initial risk
assessment be standardized to the extent that DHCS is able to compare data across plans
and develop methods to evaluate the success of their population health management
programs. Additionally, to the extent that member-contact screening requirements are
passed down to physicians, DHCS should make sure there is adequate reimbursement for
such screenings. Screening tools should be separate from screenings used for clinical
screenings, cost-effective, and not negatively impact medical care or create additional
burden for physicians. DHCS should also implement enhanced education on effective
screening practices.

Risk Stratification

The CalAIM proposal requires Medi-Cal managed care plans to risk stratify the population to
determine the level of intervention that members require based on all available data sources,
as well as the results of the member-contact screening. CMA urges the department to
ensure that it implements efforts to identify and address bias in the use of these risk
stratification algorithms and to avoid introducing or exacerbating health care disparities in
connection with the use of these tools, particularly since they will be used for vulnerable
populations. While recognizing there is some proprietary intellectual property in the
development of risk stratification algorithms, we would also encourage greater transparency
about how these tools are being deployed as well as the underlying data being used to
generate any outputs. Any algorithms used by plans should be validated nationally and
required to use as complete a set of data as possible.

The reliance of risk stratification algorithms on inputted data can lead to certain associated
risks. These algorithms require access to large quantities of high-quality data during training
and validation. Without accurate and meaningful data, algorithms may not be correct or may
not be applicable to different populations. The source of the data used during training will
impact the algorithm significantly, and models must be tested on a variety of data sets for
validation purposes in order to create an algorithm that works accurately across patient
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populations. Otherwise, an algorithm may be trained and validated, only to produce
inaccurate results when used with a population that varies based on race, gender, or
socioeconomic background, medical history, hospital setting, or geographic location.!

Furthermore, the biases of training data can risk exacerbating existing health disparities. If
models only reflect the limited populations on which they are trained, they will be less
accurate for minority groups, and majority groups will have better access to accurate
algorithms and thus superior health care.? In addition to training and validating across broad
populations, MCPs should work towards increased transparency in order to provide
opportunities to disclose and address system bias. Understanding data provenance,
including key attributes of the training data population, is necessary to evaluating the
accuracy of the risk stratification algorithms and the risks of applying the system to a
different population.®

Provider Referrals

CMA supports the establishment of a process for providers to refer patients for case
management, including a toll-free phone line for both primary care and specialists to seek
technical and referral assistance when a patient requires additional evaluation and
treatment. Physicians would greatly benefit from guidance on how to best assist a patient
needing additional services that are beyond the physician’s capacity to address, so CMA
would request that plans provide physicians with specific information on how they can
access this service on behalf of their patients. The information should be shared prominently
rather than simply posting on a website and including it in provider materials where it may
not be readily available or known about. Additionally, DHCS and MCPs should facilitate
processes to guarantee a warm handoff between physicians and social service providers so
that patients are able to easily access additional services that will support their health.

CMA also supports the provision of a 24-hour/7-day a week toll-free nurse advice line for
members seeking assistance for physical, oral and behavioral health services. While this is a
current service requirement for plans licensed under the Knox-Keene Act (28 CCR
1300.67.2.2(c)(8)), CMA is aware that some plans simply delegate this requirement to
contracting physicians, with no reimbursement for providing the service. CMA would urge
DHCS to not permit plan delegation of this function to a contracting physician practice
unless there is a mutually agreed upon contract and reimbursement rate between the plan
and its contracting physician practice for this specific service.

' See Jennifer Bresnick, Unleashing the Value of Health Data in the Era of Artificial Intelligence. HEALTH IT ANALYTICS,
available at https://healthitanalytics.com/features/unleashing-the-value-of-health-data-in-the-era-of-artificial-
intelligence.

2American Medical Association Policy H-480.940; Report 41 of the Board of Trustees (A-18) Augmented Intelligence
(Al) in Health Care, American Medical Association (2018), available at https://www.ama-assn.org/system/files/2019-
12/a18-bot-reports.pdf.

3 Report 21 of the Board of Trustees (A-19): Augmented Intelligence (Al) in Health Care, American Medical Association
(2019), available at .
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Health Information Technology to Support Integrated Care and Care Coordination

CMA supports the proposal to require MCPs to implement health information technology
(HIT) to support population health principles, integrated care and care coordination across
the delivery system. We believe the development and funding of this HIT infrastructure is key
to the success of the CalAIM proposal and would request that DHCS provide more specific
information in future stakeholder meetings and written documents as to how it will be build
and fund interoperable HIT and health information exchange infrastructure. We would also
request more details as to the data exchange protocols MCPs will be required to develop in
order to ensure care coordination with their physicians as well as between physicians and
other health care providers including behavioral health specialists.

In order to personalize health care and improve health outcomes, the healthcare industry
must share and effectively use health data. While we have the technical and operational
ability to do this today, there is a lack of willingness of all the participants in the system to
enable effective data exchange and use. For instance, currently electronic health record
(EHR) vendors lack the market imperative to ensure interoperability, partly because providers
bear most of the costs of integrating these devices and because there is an absence of an
aligned demand to drive change in the technology ecosystem. Some larger health care
providers achieve some level of medical device integration, particularly to support data to
EHR integration. However, in the perceived absence of a prominent value proposition, many
devices are not integrated with other technologies at all.

A report published by the West Health Institute in 2013 estimated that wide-spread medical
device interoperability could eliminate at least $36 billion of waste in inpatient settings alone
(West Health Institute, 2013). It was estimated that functional interoperability leads to
increased efficiency, lower costs, and better quality of care through four primary drivers:
reducing adverse events because of safety interlocks ($1.9 billion); reducing redundant
testing ($1.5 billion); reducing clinician time spent manually entering information ($12 billion);
and shortening length of stay through more timely transmission of critical information such
as lab results ($18 billion). Technologically and financially, physician practices, hospitals, and
clinics in California range from large and sophisticated systems to small, strained offices and
facilities. Under any statewide policy requiring stakeholders to meaningfully share health
information, it is reasonable for certain providers with limited infrastructure and means—
such as independent physicians, rural hospitals, and safety-net clinics—to expect public
subsidies and incentives to help defray the costs of participation. Moreover, other states’
efforts to advance health information sharing through both strong requirements and
funding have seen success.* We would recommend that DHCS consider incentive payments
to physicians for adoption of new technology, and that DHCS offer electronic equipment, as

4 The state of Michigan helps fund its statewide health information-sharing platform, and as a result, providers
receive daily ADT and emergency room notifications for more than 7 million patients (out of 10 million residents).
See Michigan Health Information Technology Commission Update, May 2018;
https://www.michigan.gov/documents/mdhhs/May_2018 HIT_Commission_Presentation_Final Version 631723 7.pdf
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well as technical support, to ensure that every provider can participate in meaningful data
exchange and a patient’s health record is truly comprehensive.

Additionally, we ask that DHCS take this opportunity to create the position of state
“coordinator for connected care,” or its equivalent. This coordinator position would oversee all
HIT efforts, including general HIT coordination among payers and providers, health IT
upgrades for county mental health billing, consistency in telehealth offerings across
programs, MCP and provider participation in HIE, and the promotion of interoperability
among health IT systems, especially EHRs. In past experiences, such as the creation of the
position of deputy secretary of health information technology within CHHS, the state was
able to play a critical role in facilitating the policy, statutory, and regulatory changes needed
to advance electronic health record adoption and health information exchange.

While DHCS currently has the Information Management Division, there is no individual who
is tasked with such coordination efforts, especially to provide guidance to payers and
providers on how to navigate the myriad billing, health records and other IT systems that are
in place among and often within organizations. While we thank DHCS for expanding the
breadth of telehealth-enabled services now reimbursed by the Medi-Cal program, we note
that these impediments to better care coordination are likely to continue and compound for
physicians serving the Medi-Cal population and DHCS as well, particularly since most Medi-
Cal beneficiaries receive their services in multi-payer environments where payers may use
different technology platforms with providers to provide services, and where physicians are
utilizing different electronic health records vendors that make integration difficult.

Enhanced Care Management Benefit

CMA strongly supports the addition of this new benefit to the Medi-Cal program. As
documented in several studies, including a recent Commonwealth Fund report,® five percent
(5%) of the population accounts for fifty percent of the health care costs. As noted in the
report, identification of the high-risk population is not enough. There must be an overall
effort to change the way care is delivered through innovative methods including alternative
payment models, systemic change and supporting providers in changing their own
organizations. CalAIM will not be successful if this approach is not supported with the right
financing and programmatic flexibility.

CMA supports efforts to promote well-coordinated and adequately funded case managers
for people with complex medical and social needs. Many social and economic conditions
often lead to health disparities, or differences in health outcomes, and vary by socioeconomic
status, race/ethnicity, geographic location, educational attainment, sexual orientation,
gender, and occupation. Strong evidence has accumulated over the last decade that links

5 Kushal Kadakia et. Al, COMMONWEALTH FUND, ADAPTING PROMISING INNOVATIONS TO MEET THE NEEDS OF HIGH-NEED, HIGH-
COST POPULATIONS (April 4, 2019), available at https://www.commonwealthfund.org/blog/2019/adapting-promising-
innovations-meet-needs-high-need-high-cost-populations.
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unmet social needs with poor health status.®” A recent study found that when organizations
had greater flexibility over spending, health care leaders made investments in a range of
services to address housing, food, legal, and other social needs, as well as capacity-building
interventions to strengthen health care and community-based organizations’ ability to
respond to these needs.®

We understand from the CalAIM proposal and from previous stakeholder meetings that the
ECM benefit is designed to be provider-based and in-person, and that MCPs will contract out
for these services. Additionally, we would ask DHCS to clarify in its written policies, that unlike
the existing case management and complex case management benefits provided by the
MCPs, ECM will be done at the provider level. We would encourage the utilization of existing
provider relationships and networks, and for MCPs to continue to build on the success of
existing programs like the Whole Person Care pilots. Additionally, we strongly support
contracted models where MCPs will provide direct funding for physician practices to hire
additional case managers who can provide this benefit to patients.

While supporting the addition of this important benefit that holds a lot of promise for
tackling the most high-cost and high-risk populations, physicians report to CMA that
oftentimes when managed care plans are given additional requirements for enhanced care
management that require high-touch, on the ground and face-to-face contact, either
programmatic or data-related, that these requirements tend to be delegated downstream to
treating physicians, often without discussion or additional financing to support the new
requirements. Providers, both physical and behavioral health, will be key to successfully
driving these changes with individual patients. However, in order to successfully implement
this new benefit, plans cannot simply add additional unfunded contract requirements to
provider contracts and expect this to be absorbed into practice flows. CMA would urge the
Department to require plans to include any additional requirements and associated
reimbursement for enhanced care management responsibilities in physician contracts.

Quality Metrics

We also understand from previous stakeholder meetings that funding for these benefits, and
for incentive-based contracts with physicians, will be based on reporting on quality metrics.
We strongly encourage limiting the number of data points on which physicians need to
report so that physicians can spend their time providing medical care instead of completing
administrative tasks. We encourage DHCS to consider the following guiding principles for
selecting incentive measures:

e The quality performance standards tied to value-based payment models must be
physician specialty-validated clinical measures.

¢ C. Mansfield and L. F. Novick, “Poverty and Health: Focus on North Carolina,” North Carolina Medical Journal, Sept.-
Oct. 2012 73(5):366-73.

7'S. H. Woolf and P. Braveman, “Where Health Disparities Begin: The Role of Social and Economic Determinants—
And Why Current Policies May Make Matters Worse,” Health Affairs, Oct. 2011 30(10):1852-59.

& Hugh Alderwick, Carlyn M. Hood-Ronick, and Laura M. Gottlieb. Medicaid Investments To Address Social Needs In
Oregon And California. Health Affairs 2019 38:5, 774-781.
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e Quality reporting measures should be consistent and aligned with other programs
and payers. Developing mechanisms for sharing standardized quality measure data
among different programs will reduce time and resources spent reporting duplicative
or redundant measures.

e The development and revision of these measures should be an ongoing process that
reflects new clinical evidence and quality data.

e When new quality measures are adopted, other measure should be reviewed and
evaluated before being retained.

Minimizing additional administrative burdens on physicians should be a priority. Currently,
physicians are required to report multiple quality measures in different ways to different
entities. This imposes significant burdens on physician practices and impedes
comprehensive improvement in overall quality of care. A recent study?® indicates physicians
and their staff can spend upwards of 15 hours per week dealing with various quality
measures with different payors. The physician time alone spent dealing with quality
programs is estimated to be enough time to care for approximately nine additional patients
and the staff time spent is incredibly costly to practices.

We encourage DHCS to emphasize quality measures that can be assessed based on available
data, and to use existing encounter data rather than requiring physicians to complete
additional reporting. Ensuring these measures can be automatically extracted from
encounter data would reduce the need for physicians and their staff to manually extract and
manipulate data measures according to the individual specifications of each entity requiring
gquality data reporting.

CMA strongly supports using existing sources of data when evaluating physician
participation in this program and that any assessment of the proposed measures be done
through existing encounter data. CMA also strongly opposes any measures that require
increased manual review of medical records by physicians, their staff, or external auditors.

Data Sharing for Care Coordination

Ensuring data sharing among physicians, behavioral health providers, and social service
agencies will be necessary to ensure the success of the enhanced care management benefit.
Physicians face a confusing maze of legal and regulatory requirements around state and
federal privacy laws. The federal Health Insurance Portability and Accountability Act (HIPAA)
regulates how physicians maintain records, the security and confidentiality of medical
records, patient access to their records, how physicians use and disclose records, and what to
do when there is a breach of security to medical information. In addition to HIPAA, California
law also governs how medical records are kept pursuant to the Confidentiality of Medical
Information Act (CMIA). Certain kinds of medical records, such as mental health records and

® Lawrence P. Casalino, et al., US Physician Practices Spend More Than $15.4 Billion Annually to Report Quality
Measures, HEALTH AFFAIRS (March 2016), available at https://www.healthaffairs.org/doi/10.1377/hlthaff.2015.1258.
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substance abuse records are also subject to additional laws depending on the practice
setting, who and how the information was gathered. Physicians also need to be mindful of
federal and California law that governs how electronic consumer data is collected, stored,
used, and disclosed.

CMA would request clear guidance from DHCS to both plans and physicians on how to share
data and structure data-sharing agreements in compliance with state and federal
requirements. CMA supports efforts to research historic data and promote data-sharing
among social service, physical health and behavioral health providers, and correctional
facilities, consistent with state and federal privacy laws, in order to provide continuous and
coordinated care for people with social needs that may impact their health. Finally, given the
myriad of medical records laws and regulations, and lack of clarity about compliance, CMA
supports further education for physicians on their legal obligations regarding these laws.

Shared Risk, Shared Savings and Incentive Payments

The key to successfully implementing a majority of the CalAIM proposal rests on the
financing and alignment of incentives. As the Department develops the mechanisms for the
financial incentive payments, CMA requests that it, along with other physician organizations,
be given an opportunity to offer input at key points in the rate and incentive payment
process. The reason for this is two-fold:

e The CalAlIM initiative will place a number of additional requirements on contracting
managed care plans, their delegated entities and ultimately, the treating physician.
CMA would like to ensure that these requirements are not only appropriately
delegated, but appropriately reimbursed (as noted above).

e According to the proposal, the incentive funds are intended to build capacity for both
enhanced care management and in-lieu of services. We believe that there will be
greater pressure on the plans to support and build the in-lieu infrastructure (i.e., build
additional facilities, bed capacity) and this could occur to the detriment of supporting
the enhanced care management benefit. The two must be equally supported and
CMA would like to ensure any such incentive structure recognizes and supports both
appropriately.

Lastly, the CMA requests that the Department consider dedicating a portion of the incentive
payments to some of the underlying fundamentals associated with the managed care
delivery system. There are currently a very large number of plans subject to Corrective Action
Plans (CAP) with 20 MCPs placed under a CAP in July 2019 for noncompliance with the
Annual Network Certification requirements.'® MCPs continue to rely heavily on alternative
access standards, with approximately 6,500 requests being approved in most recent network
certification process, down from around 10,000 the previous year." To date, the state has

0 Department of Health Care Services, July 2019 Annual Network Certification Corrective Action Plan Report,
https://www.dhcs.ca.gov/formsandpubs/Documents/2019-July-Corrective-Action-Plan-Findings.pdf

T Department of Health Care Services, 2019 Approved Alternative Access Standards Report (Jan. 30, 2019),
https://www.dhcs.ca.gov/formsandpubs/Documents/AB 205 _AAS Report 2019.pdf.
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never offered plans an incentive payment for achieving or exceeding network adequacy
standards. Given the necessity of keeping an adequate network and meeting time-and-
distance standards for all Medi-Cal beneficiaries, the CMA would suggest that a portion of the
new incentive dollars be provided to plans that not only meet, but exceed their minimum
requirements in these critical access measures.

MOVING MEDI-CAL TO A MORE CONSISTENT AND SEAMLESS SYSTEM BY REDUCING
COMPLEXITY AND INCREASING FLEXIBILITY

Transition to Statewide Long-Term Services and Supports, Long-Term Care and Dual
Eligible Special Needs Plans

CMA has serious concerns about DHCS's proposal to move some of California’s most
vulnerable patients into mandatory Medi-Cal managed care. CMA opposes any effort to
mandate that dual eligibles be enrolled in managed care. If the state decides to move
forward with this mandate by 2023 as proposed, then we recommend ensuring that all
efforts are made to ensure continuity of care for these patients and to learn from the lessons
of the Coordinated Care Initiative (CCl) to improve patient and physician outreach and
education. DHCS must also ensure there is no disruption in care for beneficiaries during this
transition, which did occur during CCl implementation. Additionally, DHCS and the MCPs
must provide full and clear disclosure to beneficiaries of options and implications of
managed care enrollment.

DHCS should ensure robust stakeholder engagement in this endeavor and develop
enrollment notices and educational materials for beneficiaries that are accurate, easy to
understand, and ADA accessible. Outreach, enrollment, and coordination of care must be
culturally, linguistically competent and fair for California's diverse seniors, especially those
who have Limited English Proficiency. Patients and physicians must be properly educated
about this plan and its implications for coverage and access to care. DHCS should provide
training and materials to physicians on billing, continuity of care, and plan enrollment, which
should be available well in advance of the transition in 2023. Physicians should have the
resources to make an educated decision about changing their participation status in MCPs
or Dual Eligible Special Needs Plans (DSNPs) and to share information about the program
with their patients.

As MCPs begin to operate DSNPs, they should work to maintain the same provider networks
that exist in Cal MediConnect. DHCS should make sure that all Medicare Advantage Network
Adequacy requirements are enforced and encourage DSNP plans to contract fairly with
physicians and to reimburse physicians at the Medicare Fee Schedule or higher. CMA
strongly opposes any passive or default enrollment into DSNP for patients. Additionally,
patients who do to choose to enroll should be permitted to disenroll after 30 days.
Beneficiaries should have clear notice rights that they are not required to enroll in a DSNP
and clear instructions about how to opt out.
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Annual Medi-Cal Managed Care Plan Open Enrollment

Given the number of changes that CalAIM proposes to make in terms of greater
standardization of managed care benefits (including the addition of enhanced care
management and in-lieu of services) and the emphasis that the Department is making on
care coordination for all populations in Medi-Cal, the CMA is supportive of the concept of
annual open enrollment. This concept, if implemented and enforced appropriately, will allow
plans and their network providers to invest the necessary time and resources in patient care
coordination. Itis difficult, and almost impossible, to coordinate complex patient care if the
patient is changing their plan multiple times in a year, especially if the changes are because
of administrative burden or access issues. CMA’s support of this particular CalAIM concept is
based on the consumer-friendly exemption process as currently proposed, especially as it
allows a patient to keep their primary care physician or specialist if a physician contract has
been terminated with an existing Medi-Cal managed care plan as long as the physician is
contracting with a different network/plan in the same region.

Regional Managed Care Capitation Rates

Since the passage of Proposition 56 in 2016, the Department of Health Care Services and CMA
have worked closely to design and implement the supplemental payments for physicians.
This collaboration has been both productive and instructive in how these supplemental
payments can be targeted to incentivize certain services (i.e., preventive screenings) as well
as provide necessary funding to support existing Medi-Cal providers and the work they do in
stabilizing our safety net. The CMA supports the important work done by the Department
when it comes to rate-setting and overseeing the supplemental payments directed through
the managed care plans. As the state moves to regional rate setting, the CMA understands
that this will dramatically reduce the number of rates that must be developed by the
department and approved by the federal government. While we are pleased that the State
has increased the availability of supplemental Medi-Cal payments for certain services, this
should not be viewed as a reason for plans to reduce base Medi-Cal rates. As the Department
begins to implement these regional rates, CMA would urge caution as the potential
downward pressure on capitated rates that some plans may experience because of this shift
to regional rates may result in downward pressure in physician contracted rates. Physicians
already struggle to participate in the Medi-Cal program due to low reimbursements, and
further reductions in already low rates could have serious negative consequences for
network adequacy and access to care.

Improving Beneficiary Contact and Demographic Information

The CMA is strongly supportive of efforts to improve beneficiary contact and demographic
information, especially as it pertains to the increasing emphasis on care coordination and
face-to-face interactions for the highest cost/highest complexity patients in Medi-Cal. CMA
supports efforts to improve the Medi-Cal enrollment process to require as few client contacts
and follow-ups as possible, and to expedite and simplify inter-county transfers. Additionally,
CMA supports allowing eligible uninsured patients to enroll in Medi-Cal and other publicly
funded health care programs at the time that they receive care. Historically, the beneficiary
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information has been inaccurate and is a significant factor in preventing a provider from
contacting a patient for follow-up care or referral information.

CMA supports the addition of Welfare and Institutions Code Section 14184.600(c) to direct
DHCS to convene a workgroup to develop and implement one or more initiatives designed
to improve the collection and use of beneficiary demographic and contact information in
administering the Medi-Cal program and other applicable public assistance programs.

Extending the CalAIM Implementation Timeline

CalAIM is an ambitious, multi-year initiative by DHCS to improve the quality of life and health
outcomes of our population by implementing broad delivery system, program, and payment
reform across the Medi-Cal program. DHCS released a revised CalAIM proposal on January 8,
2021 with a proposed implementation timeline that envisions that the bulk of the
implementation will be completed by December 2023, with additional deadlines for NCQA
accreditation occurring in 2026. CMA is generally concerned about the timing, both the short
timeframe for the rollout of these proposals, but also how the timing of the implementation
of CalAIM matches up with other large proposals such as Medi-Cal Rx. It is likely that
implementation of the various program components will be interdependent and need to
take place simultaneously. Providers will need time to be trained on how the new programs
will operate, make necessary changes to their practices, and to educate their patients. As
demonstrated by the current issues and delays with the implementation of the Medi-Cal Rx
rollout, it is critical to set flexible deadlines to avoid disruptions to provider practices and
patient care.

CONCLUSION

Thank you in advance for your consideration of our comments on DHCS's CalAIM Section 1115
demonstration application and Section 1915(b) waiver application to CMS. California’s
physicians look forward to working with you to develop strategies and recommendation that
improve quality care for Medi-Cal beneficiaries. We hope this letter will serve as guidance as
this proposal is developed and implemented. If you have additional questions, please contact
Jessica Rubenstein, Associate Director of Health Policy, at jrubenstein@cmadocs.org.

Sincerely,

Peter N. Bretan, Jr., M.D.
President
California Medical Association

Page 11 of 1

1439


mailto:jrubenstein@cmadocs.org

. caads

CA Association for Adult Day Services
COMMUNITY | CONNECTION CHOICE

Comments on the Proposed CalAIM Section 1115 Demonstration Application

CAADS appreciates the continued inclusion of Community Based Adult Services (CBAS) in the Section 1115
Demonstration Application and notes the expectation of increased enroliment 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.

In general, 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. CalAlM 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.

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. 2 We would like to see a

1 Sadarangani, T., Missaelides, L., Eilertsen, E., Jaganathan, H., & Wu, B. (2019). A Mixed-Methods Evaluation of a Nurse-Led
Community-Based Health Home for Ethnically Diverse Older Adults with Multimorbidity in the Adult Day Health
Setting. Policy, politics & nursing practice, 20(3), 131-144. https://doi.org/10.1177/1527154419864301
2\ora, P., Missaelides, L., Trinh-Shevrin, C., & Sadarangani, T. (2020). Impact of Adult Day Service Center Closures in the
Time of COVID-19. Innovation in Aging, 4(Suppl! 1), 949. https://doi.org/10.1093/geroni/igaa057.3472
Tina Sadarangani, Jie Zhong, Paayal Vora & Lydia Missaelides (2021) “Advocating Every Single Day” so as Not to be
Forgotten: Factors Supporting Resiliency in Adult Day Service Centers Amidst COVID-19-Related Closures, Journal of
Gerontological Social Work, 64(3), 291-302, DOI: 10.1080/01634372.2021.1879339
1107 9* Street @ Suite 701 © Sacramento CA 95814-3610
T:916-552-7400 @ F: 866-725-3123 @ E: caads@caads.org @ W: www.caads.org
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1) research component built into CalAIM specific to CBAS, building on existing literature and the national
movement toward common outcome measures.

2) 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
homelessness, nursing home placement or hospitalization. Case studies of these negative impacts of
approval delays can be provided as examples.

3) 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.

4) 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.

5) 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.

Tina Sadarangani, Jie Zhong, Paayal Vora & Lydia Missaelides (2021) “Advocating Every Single Day” so as Not to be
Forgotten: Factors Supporting Resiliency in Adult Day Service Centers Amidst COVID-19-Related Closures, Journal of
Gerontological Social Work, 64(3), 291-302, DOI: 10.1080/01634372.2021.1879339

Sincerely yours,

Jennifer Hurlow-Paonessa, LCSW
Board President

1107 9* Street @ Suite 701 © Sacramento CA 95814-3610
T:916-552-7400 @ F: 866-725-3123 @ E: caads@caads.org @ W: www.caads.org
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May 6, 2021

Will Lightbourne, Director

California Department of Health Care Services
1500 Capitol Avenue

Sacramento, CA 95814

Will be submitted via email to CalAIMWaiver@dhcs.ca.gov

RE: Public Comments on California 1115 & 1915(b) Waiver Proposal
Dear Director Lightbourne,

Redwood Coast Medical Services (RCMS) appreciates the opportunity to comment on the proposed
CalAIM Section 1115 and Section 1915(b) Waiver Amendment and Renewal Applications.

RCMS commends the Administration’s commitment to implement CalAIM, an initiative that will lead to
broad delivery system, program, and payment reforms across Medi-Cal. We see many positive changes
in the proposal. However, we do have concerns and recommendations, and would like to share them
below for your review and consideration. Specifically, In the paragraphs below, we detail the following:
e DHCS must continue to delay the transition of pharmacy benefits into FFS and consider
removing the pharmacy transition from its waiver proposal.
e DHCS needs to clarify how medically necessary services can be provided and billed prior to a
complete SMH/SUD assessment.
e DHCS must apply network adequacy, quality and access, and clinical performance standards to
county behavioral health plans.
e DHCS must ensure community providers, including health centers, are eligible for support under
Providing Access and Transforming Health (PATH).
e DHCS must ensure the public has opportunity to review and comment on all policy changes.

We thank you for your continued work on this important initiative and look forward to working with the
Department on CalAIM implementation.

Comments

1. DHCS must continue to delay the transition of pharmacy benefits into FFS and consider
removing the pharmacy transition from its waiver proposal.

We are aware of the time and investment the state committed to the design and vision of Medi-Cal Rx.
However, providers and health plans have systems in place today that ensure pharmacy access for
Medi-Cal beneficiaries. Delaying the transition at the last minute, as was done in December 2020
and again in April 2021, will undermine already strained delivery systems and further confuse and
worry Medi-Cal beneficiaries. To that end, we ask DHCS to continue to delay the pharmacy
transition to ensure no disruption in pharmaceutical access and guarantee patient access to their
current pharmacy through the COVID-19 pandemic. Recognizing the rapidly evolving pandemic
response, as well as the current challenges and unknown resolution to conflict concerns with the
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project’s contractor vender, we recommend the department delay the pharmacy transition and
consider removing the transition from its waiver proposal.

2. DHCS needs to clarify how medically necessary services can be provided and billed prior to a
complete SMH/SUD assessment.

The CalAIM proposal will ensure that beneficiaries receive the care they need no matter how they enter
the system and where they are in the system. Currently, treatment services are not available until a
patient completes an assessment, which often can be counterproductive to patient engagement,
especially for patients in crisis or in substance withdrawal. For that reason, we applaud the
Administration proposal regarding allowing treatment during the assessment period and the “no wrong
door” proposal that will ensure provider’s ability to render necessary medical services to patients.
However, questions remain as to how providers can comply with, and bill for, those services if they are
not contracted with a county specialty mental health (SMH) and substance use disorder (SUD) health
plan. Health centers often are the entry into the SMH/SUD system, yet few health centers are
contracted providers with their county SMH/SUD health plans. This arrangement often leaves health
centers in a financially disadvantaged position where they must provide needed services under federal
law but cannot bill for those services. For that reason, we ask DHCS to provide clarification on how non-
contracted providers can provide medically necessary services prior to an assessment.

3. DHCS must apply network adequacy, quality and access, and clinical performance standards to
county behavioral health plans.

The Cal AIM proposal will integrate county mental health plans and Drug Medi-Cal Organized Delivery
Systems into a single behavioral health plan. Although we recognize a statewide need to enhance access
to both sets of services in a coordinated manner, we see several issues that need to be addressed in
order to ensure that counties are prepared to adequately meet the demand for services and
patients/families can be assured they are receiving the highest quality of care. Most notably, we are
concerned with how the state will hold county behavioral health plans accountable for performance
with managed care responsibilities, especially when the administration of two discrete programs are
consolidated. Recent statewide audits of SMH plans found that counties were deficient in meeting
quality and timely access goals. In fact, 2017/18 External Quality Review Organization (EQRO) reported
that several SMH plans did not have performance improvement plans, functioning quality improvement
committees, and failed to meet culture-specific and community defined best practices for communities,
perpetuating ongoing disparities in access and care. Thus, while RCMS agrees that the integration of
SMH/SUD into specialty behavioral health is necessary, there must be necessary safeguards to ensure
access to timely and quality SMH/SUD services.

4. DHCS must ensure community providers, including health centers, are eligible for support
under Providing Access and Transforming Health (PATH).

RCMS is pleased to see the inclusion of Enhanced Care Management and In-lieu-of Services in the Cal
AIM proposal as well as the Administration’s commitment to ensure adequate funding is allocated for
these services in this year’s budget. However, to ensure successful implementation of these elements, it
is important that community-based organizations, including health centers, have the tools and resources
needed to work together. We are encouraged by the inclusion of the Providing Access and Transforming
Health Supports, which is necessary to transition existing services and build up capacity, including
payments for new staffing and infrastructure. Supports are also needed to guarantee data exchange,
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establish payment relationships, measure value and outcomes, and ensure that beneficiaries remain at
the center of care.

We are concerned with several program elements that might impact their current operation and
infrastructure, namely implementation of a new care management system and process, new care
referral process or new claim submission process, new patient assignment process and other. Yet more
is needed. Therefore, we respectfully ask DHCS to ensure ample resources and support available to ECM
and ILOS providers.

5. DHCS must ensure the public has opportunity to review and comment on many policy changes
that are described in the waivers but are not included as part of the waiver proposal.

While we appreciate the opportunities to comment on the 1115 and 1915(b) waivers and expect DHCS
will release other policy changes for public comment in the future, we would like to underscore the
importance of gathering and incorporating stakeholder input into final policies. Specifically, we request
extensive public comment and engagement on the following items noted in the proposal:

e A standardized screening tool for county Behavioral Health plans and Medi-Cal managed care
plans to use to guide beneficiaries toward the delivery system that is most likely to meet their
needs.

e 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.

e Aprocess for facilitated referral and linkage from county correctional institution release to
county specialty mental health, Drug Medi-Cal, DMC-ODS, and Medi-Cal MCPS when the inmate
was receiving behavioral health services while incarcerated, to allow for continuation of
behavioral health treatment in the community.

%k k¥

As providers continue to support the Administration in COVID-19 vaccination effort, the January 1, 2022
implementation date is ambitious and requires careful planning to ensure successful implementation
while avoiding disruption to current operation.

Again, RCMS appreciates this opportunity to submit comments on the waiver proposal. We look forward
to working with you to implement these major changes. If you have any questions, please contact us.

Sincerely,

Ara Chakrabarti
Chief Executive Officer

LR VN

COMMUNITY HEALTHCARE

Redwood Coast Medical Services, Inc.
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PO Box 1100

46900 Ocean Drive

Gualala, CA 95445-1100
www.rcms-healthcare.org
achakrabarti@rcms-healthcare.org

Tel: (707) 884 - 4050
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May 6, 2021

Will Lightbourne

Director

Department of Health Care Services
P.O. Box 997413, MS 0000
Sacramento, California 95899-7413

RE: CalAIM Section 1115 & 1915(b) Waivers
Dear Mr. Lightbourne,

On behalf of Children’s Institute (Cll) we applaud the improvements in the California Advancing and
Innovating Medi-Cal (CalAIM) process and believe there is great opportunity to redefine behavioral
health as essential for healthy development.

Children’s Institute is one of the largest and oldest human service agencies serving Los Angeles
County working to transform the lives of children exposed to adversity and poverty. Central to our
work is a dual-generation wraparound strategy, providing trauma-informed, evidence-based services
including early education, behavioral health and family strengthening programs for 30,000 children
and family members annually. Children who disproportionately suffer from toxic levels of exposure
to trauma have been hit the hardest by COVID-19, and the inequities have only compounded for
communities of color. Furthermore, mental health needs such as anxiety and depression have
increased during this pandemic, with suicidal ideation and attempts occurring at younger ages.

As a specialty mental health provider, we know that increased access through presumptive eligibility
for transition aged youth in foster care, children experiencing homelessness, and children exposed to
toxic stress is critical to positive learning, wellbeing and success in life. We believe all children
deserve equal and equitable access to receive behavioral health service, regardless of adversity
screening “scores” and it is critical to remove barriers to quality care. The initial CalAIM proposal
offered meaningful changes for specialty mental health; however, the 1915(b) waiver compromises
these advancements in the following contradictory requirements and we advocate for the following:

1) Remove the medical necessity requirement for a high trauma score as a mandate for services.
Any positive screen and more importantly request for support ensures our system is
authentically centering the needs of children and families for immediate support.

2) Maintain consistency of care where children are screened and provided with mental health
services, not sent elsewhere. The goal of a child being served in the system in which they
originally present their need is eroded by the level of care proposal and accompanying screening
tools.
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3) Clarify related impacts for payment reform. There are unanswered questions and concerns
around the potential risks related to moving county mental health plans from a Certified Public
Expenditure (CPE) methodology to Intergovernmental Transfer (IGT).

Thank you for the opportunity to submit comments. Please feel free to contact me at
tkim@childrensinstitute.org with any questions.

Sincerel

erry Kim
Director of Government Relations & Advocacy
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UNIVERSITY OF CALIFORNIA, SAN DIEGO

BERKELEY - DAVIS - IRVINE - LOS ANGELES - MERCED - RIVERSIDE - SAN DIEGO - SAN FRANCISCO SANTA BARBARA - SANTA CRUZ

DEPARTMENT OF PSYCHIATRY

May 7, 2021

To Director Will Lightbourne and the broader DHCS,

I write to you as a clinical psychologist with expertise in treating children and transitional age youth with mental
health problems, and a Health Sciences Assistant Clinical Professor at University of California San Diego in the
Department of Psychiatry.

While the initial CalAIM proposal offered ambitious, tangible, and critically needed changes for specialty mental
health care for children and their families, language in the 1915(b) Waiver appears to overturn key aspects of these
advancements. My colleagues and I assert that these erosions of the original CalAIM proposal will lead to perpet-
uation of a broken system of services for vulnerable families in our state. The science of healthy early childhood
development and the services that promote it clearly demonstrate that behavioral health is an essential support for
healthy development, not a response to pathology. To address these concerns and promote lasting family wellness,
we urge timely revision of the proposal in the following manners:

1. 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. Any request for support from a beneficiary, regardless of screening score,
should qualify a child for services and support.

2. 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.

3. Provide the public with answers to questions about the potential risks related to moving county mental health
plans from a Certified Public Expenditure (CPE) methodology to Intergovernmental Transfer (IGT).

Thank you for reading this letter and considering these revisions. With concerted effort, the CalAIM proposal will
make significant strides to meet the mental health needs of California’s children and families.

In partnership,

Kristen Duarte, Ph.D.

HS Assistant Clinical Professor
University of California San Diego
Department of Psychiatry

kjezior @health.ucsd.edu

1448


mailto:kjezior@health.ucsd.edu

DEP&- LO

pe <000 ffmﬁ Child ren’s UnitEd
AN :i defense fund Way

0 S

\ @

United Ways of California

Via email

Secretary Mark Ghaly

Director of Health and Human Services
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: CalAIM Section 1115 & 1915(b) Waiver

Dear Secretary Ghaly:

Thank you for your commitment to children and families enrolled in Medi-Cal. We know that
considerable effort has been made to improve the health and wellbeing of our state’s most
vulnerable citizens. We are encouraged by the Administration’s commitment to innovation to
improve their lives.

Our organizations are deeply committed to the improvement of Medi-Cal to ensure that families
and children not only have access to critical services and programs, but make sure that they
fully utilize available and appropriate resources. For the last few years our organizations have
been advocating for a modernized version of Healthy Start - AB 1117 (Wicks) - an innovative
system which would integrate supports for families and students in new ways to lead to
improved academic and health outcomes. It is through our advocacy that we have learned some
lessons on how to make improvements to Medi-Cal to maximize its effectiveness for families
and children.

We are concerned that CalAIM Section 1115 & 1915 (b) waiver does not go far enough and
does not fully take advantage of all the opportunities available in the Medicaid program,
especially with children and families in mind.

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. Any positive
screen, and more importantly, any request for support from a beneficiary should qualify a
child for services and support.
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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 can not be stopped or interrupted until or if there is a
transition in care.

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 can not be stopped or interrupted until or if there is a
transition in care.

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).

Thank you for your careful attention to our comments on CalAIM. We welcome any opportunity
to participate in addressing the issues that we are addressing here. Thank you for your efforts to
respond to comments presented by advocates and stakeholders. We look forward to the
opportunity to collaborate with you to design the best possible Medi-Cal program for California’s
children and families

Sincerely,

Shimica Gaskins
Executive Director
Children’s Defense Fund - California

President & CEO
United Ways of California
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May 6, 2021
RE: Dental managed care authority and dental fee-for-service.
To Whom it May Concern:

There is a disconnect between the Medi-Cal and Denti-Cal in providing preventive dental care to
children and this is something that the Marin County Dental Society, the Oral Health Committee
(of which | am a member) and other community organizations are interested in remedying.

The following letter was penned by Children Now that details the issues:

The Medi-Cal Dental Program 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 CalAlIM 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 in order to form any plans to scale this model other parts of
the state.
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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 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 CalAlIM to avoid gaps in benefits and
provider incentive payments.

Thank you for your kind consideration,

Carissa

Carissa Green | Executive Director

Marin County Dental Society

175 N. Redwood Dr., Ste 130

San Rafael, CA 94903

T: 415.472.7974 (Public) | T: 415.472.7973 (Members) | F: 415.472.7894
www.mcdsweb.org

NOTICE: This communication, including any attachments, is confidential and may be protected by privilege. If you are not the intended recipient,
any use, dissemination, distribution or copying of this communication is strictly prohibited. If you have received this communication in error,
please immediately notify the sender by telephone or e-mail, and permanently delete all copies, electronic or other, you may have. The foregoing
applies even if this notice is embedded in a message that is forwarded or attached.
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Ravenswood
Family Health Network

South County Community Health Center, Inc.
dba Ravenswood Family Health Network

May 6, 2021

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

Department of Health Care Services
Director’s Office

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

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

Dear Director Lightbourne:

Ravenswood Family Health Network (RFHN) writes to object to the incorporation of the
so-called “Medi-Cal Rx” initiative as part of the CalAIM Demonstration Application and 1915(b)
Waiver Proposals (collectively, “Cal-AIM”). To the extent CalAIM incorporates Medi-Cal Rx into
its framework, RFHN 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.

RFHN

RFHN is an FQHC that cares for Medi-Cal and uninsured patients in the Cities of East
Palo Alto, Belle Haven in Menlo Park and North Fair Oaks in San Mateo County, as well as Palo
Alto, Mountain View and Sunnyvale in the County of Santa Clara. 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 one in-house pharmacy and twenty-two contract pharmacies.

Integrating pharmacy and medical services within the Medi-Cal managed care delivery
system allows RFHN 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, RFHN annually saves an estimated $1.2 million through participation in
Medi-Cal managed care and the 340B Drug Discount Program. The savings allow RFHN 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
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of the current managed care system, RFHN 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 staté 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. RFHN incorporates by
reference the CHCAPA public comment letter into this letter. RFHN 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, RFHN 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 RFHN 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. RFHN looks forward to working with DHCS
on this critical issue that affects over 11 million Medi-Cal beneficiaries.

Luisa Buada, RN BSN MPH
Chief Executive Officer

Encl.

" 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/inews/press-releases/attorney-general-becerra-leads-bipartisan-coalition-340b-drug-
pricing-program.

17471841.2
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Medi-Cal Policy Brief

Preventing IPV through Medi-Cal Policy: Comments on the CalAIM
Proposal

Overview

The California Advancing and Innovating Medi-Cal (CalAIM) proposal presents an opportunity to
improve the health and well-being of beneficiaries by addressing a major social determinant of health:
intimate partner violence (IPV). IPV is a widespread, multigenerational threat that profoundly affects
health. Medi-Cal can use the CalAIM proposal to enact policies that prevent IPV and provide health care
and social support services for survivors. This brief describes the health impacts and prevalence of IPV
among Medi-Cal beneficiaries and details specific policy recommendations that would prevent IPV,
identify those at risk, and provide health care and social support services for survivors.

Impact of IPV on Medi-Cal beneficiaries

IPV is pervasive in California. Among California residents, 35 percent of women and 31 percent of men
report experiencing IPV or stalking by an intimate partner in their lifetimes.! While IPV occurs across
racial, ethnic, and socioeconomic groups® > low-income populations, which Medi-Cal serves, experience
greater barriers to leaving violent relationships and may be more vulnerable to poor health outcomes
related to IPV.*>

Experiencing IPV is linked to profound, long-term impacts on the survivor’s physical, reproductive, and
behavioral health, and overall well-being. More than one in four women injured by an intimate partner
require medical care for their injuries.® In addition to acute injuries, women and men disclosing IPV are
more likely to experience asthma, chronic pain, irritable bowel syndrome, headaches, poor sleep, and
activity limitations. Women are more likely to experience sexually transmitted infections, unintended
pregnancy, pregnancy complications, and genitourinary problems.’ Behavioral health conditions that are
significantly more common among survivors of I[PV than the general population include depression,
anxiety, post-traumatic stress disorder, suicidal ideation, and alcohol and drug use.® In California
specifically, studies suggest adult survivors of IPV were three times more likely to report experiencing
serious psychological distress over the previous year than adults who were not exposed, and 33 percent of
survivors reported needing help for a mental, emotional, or alcohol or other drug-related problem.’

Beyond physical and behavioral health conditions, survivors are more likely to experience a range of
social needs. For example, experiencing domestic violence (DV) is a significant contributor to
homelessness for women, with about 50 percent of all homeless women reporting DV as the immediate
cause of homelessness.'® ! Survivors of IPV are at also at high risk for experiencing food insecurity,
unemployment, and lack of transportation.'> '* In addition, compared to non-survivors, survivors tend to
have less social support, such as friends and family members who can provide childcare, financial
assistance, or safe places to stay.'*

IPV is not just an issue that affects adults; many children witness domestic violence, an experience that
affects their health and well-being. For example, about one in five children in the United States witness
the assault of a parent before age 18.!> Witnessing DV is associated with adverse behavioral health
outcomes in children, including symptoms of post-traumatic stress disorder and difficulty with regulating
emotions.'® Also, strong evidence links experiencing or witnessing violence in childhood to increased
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likelihood of perpetrating or experiencing IPV later in life, thereby creating a multigenerational cycle that
perpetuates the negative sequalae.'” '*

Interrupting the cycle of IPV requires effective and meaningful interventions that provide targeted health
care and social support services for survivors and their families. These services should intervene at critical
periods in the life course and address root causes such as poverty, housing instability, health inequities,
and gender perceptions and bias.'®***2' Successful interventions require building partnerships across
health care and social service providers to address the diverse challenges facing people affected by IPV,
including physical and behavioral health needs, unstable housing, and unemployment.??

Because Medi-Cal insures one-third of California residents and serves low-income populations that are
more vulnerable to the impacts of [PV, it is critical that Medi-Cal recognize the effects of [PV and
implement evidence-based strategies to support survivors. Over the past several years, Medi-Cal and its
partners have increasingly focused on improving quality of care and outcomes for vulnerable populations,
including those with high behavioral health needs and those who experience social risk factors and health
disparities.?* Survivors of IPV should also be a focus of these efforts. By preventing [PV, and providing
more effective health care and social support services to survivors, Medi-Cal has an opportunity to
improve health outcomes and the lives of individuals and to interrupt the intergenerational cycle of IPV.

Opportunities to address IPV through the CalAlIM proposal

CalAIM is a delivery system, program, and payment reform initiative that aims to improve quality of life
for all Californians, while implementing targeted approaches to improve outcomes among people enrolled
in Medi-Cal with complex needs, such as those experiencing homelessness, those with behavioral health
conditions, and those with frequent emergency department visits or hospital stays. Because a large focus
of the proposal is improving care for beneficiaries with complex needs, there are opportunities to
specifically addresses prevention of IPV and the needs of survivors. For example, the proposal has several
features:

e It calls for managed care plans to develop person-centered population health management
programs to promote beneficiaries’ wellness and identify and respond to the needs of high-risk
populations—which would include those experiencing and at risk of IPV.

e |t authorizes managed care plans to provide in lieu of services, or nonmedical services as
alternatives to standard Medicaid benefits. In lieu of services include housing transition and
navigation services, housing deposits, and housing tenancy and sustaining services, and should
include other essential services such as economic support, employment support, and family
support—which are critical services for survivors seeking to escape a violent home.

o It revises behavioral health medical necessity criteria to provide specialty mental health services
to beneficiaries before a diagnosis is made—which would help improve timely access to mental
health care for survivors.

Below we discuss policy recommendations related to each of these elements of the proposal. Exhibit 1 is
a cross-walk and summary of the waiver provisions and the related policy recommendations.
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Exhibit 1. Summary of opportunities to address IPV through the CalAIM proposal

Waiver provision Recommendations for DHCS

Population health management program

CalAIM would require managed care plans to develop a
whole system, person-centered population health
management program to promote beneficiaries’
wellness and identify and respond to the needs of high-
risk populations.

DHCS will develop a standardized, 10 to 15 question
Individual Risk Assessment (IRA) Survey Tool. Medi-Cal
managed care plans would use the IRA to assign
members to risk tiers.

Managed care plans’ population health management
programs would be required to conduct risk
assessments, stratify beneficiaries by risk level, and
implement strategies such as case management to
address identified health-related social needs.

1.

Specifically include individuals who experience or are
at risk for IPV as a high-risk population whose needs
should be identified and addressed

Promote universal education about IPV in health care
settings.

Consult with IPV advocacy organizations and service
providers to develop guidance for managed care plans
and providers about best practices to safely and
effectively screen for IPV.

Encourage managed care plans to provide guidance to
health care providers on how to safely and effectively
screen for IPV in accordance with established best
practices.

Partner with IPV advocacy organizations and service
providers to develop guidance as to how managed care
plans can promote relationships between health care
providers and community-based IPV service providers.
Include specific questions about IPV when developing the
IRA Survey Tool, which plans will use to stratify
beneficiaries into risk tiers.

In lieu of services

The CalAIM proposal would authorize managed care
plans to provide in lieu of services, or nonmedical
services as alternatives to more costly standard
Medicaid benefits.

Examples of in lieu of services specified in the CalAIM
proposal include housing transition and navigation
services, housing deposits, and housing tenancy and
sustaining services.

Consider the nonmedical needs of IPV survivors when
developing guidance for provision of in lieu of
services and/or value added services

Encourage and provide guidance to managed care plans
on how to apply a trauma-informed approach to promote
housing stability among beneficiaries experiencing or
surviving IPV.

Ensure that IPV service providers are able to participate
with managed care organizations by supporting the
unique privacy and confidentiality needs of survivors.

Partner with IPV service providers and advocacy
organizations to develop guidance for innovative
strategies managed care plans can use to safely cover
IPV services.

Encourage and provide guidance to managed care plans
on how to cover additional non-medical IPV services for
survivors.

Encourage managed care plans to cover services for IPV
survivors provided by a wide range of community-based,
non-medical support providers who have been trained in
and use trauma-informed practices, including community
health workers (CHWSs) and promotores.
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Waiver provision Recommendations for DHCS

Revisions to behavioral health medical necessity 3. Facilitate access to specialty mental health services
criteria specifically for adults and children who experience or
DHCS proposes to update and clarify medical necessity are at risk for IPV

criteria for specialty mental health services for adults o Explicitly include experiencing or witnessing IPV as a risk
and children, including allowing reimbursement of factor that qualifies children to access services through
treatment before diagnosis. EPSDT.

DHCS also proposes to clarify Early Periodic Screening,
Diagnostic, and Treatment services (EPSDT)
protections for beneficiaries younger than 21 by
developing criteria for children to access specialty
mental health services based on experience of trauma
and risk of developing future mental health conditions,
such as involvement in child welfare or experience of
homelessness.

IPV survivors need a wide array of survivor-centered services

Strategies to address IPV must promote survivor-centered approaches that prioritize survivors’ rights and
preferences, provide whole-person care, and facilitate access to a range of clinical and non-clinical
services to meet survivors’ health and social needs. Survivor-centered approaches must include health
care and social service providers who are knowledgeable about I[PV and trained in providing trauma-
informed care. Above all, survivor-centered approaches must promote the dignity and autonomy of
survivors by respecting their choices? and providing a comprehensive array of services and supports to
promote independence and wellbeing, including physical and behavioral health care as well as economic
support, employment support, child care and family support. Exhibit 2 presents a list of IPV services—
that is, essential services to support survivors of IPV as part of a survivor-centered, whole-person care
approach.
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Exhibit 2. Essential services to support survivors of IPV25

Screening and referral: Universal screening in healthcare settings for IPV, reproductive coercion,
and behavioral risk factors such as substance use and depression, and referral to services.

Trauma-informed behavioral health care: Trauma-informed care to address depression, anxiety,
PTSD, substance use, and other behavioral health conditions. Evidence-based approaches
include Cognitive Behavioral Therapy and Cognitive Trauma Therapy for Battered Women.

Comprehensive health care: Access to medical care to treat and manage survivors’ physical
health conditions, which may include physical injuries from IPV, sexually transmitted infections,
and chronic conditions. Access to reproductive healthcare.

Tailored services for survivors: Access to survivor-centered services such as hotlines, crisis
intervention and counseling, and shelters. Navigation services to help survivors access
community resources and maintain employment, such as temporary childcare, transportation
assistance, and nutrition support.

Housing support: Emergency shelters and transitional housing to support survivors leaving unsafe
relationships. Housing navigation services and flexible funds that can be used for security
deposits, rent, transportation, and other needs so as to support long-term housing stability.

Economic support, including childcare and nutrition support: Services to promote financial
security among survivors, such as income supplements and cash transfers, employment
assistance, nutrition assistance including the Supplemental Nutrition Assistance Program
(SNAP), childcare subsidies, and tax credits.

Legal advocacy services and access to civil legal protections: Legal support to help survivors
navigate the criminal and civil legal systems, and promote safety through protective orders,
supervised visitation programs, and removal of lethal weapons from perpetrators.

Evidence-based family support interventions: Interventions that provide support and education
for families, such as early childhood home visiting programs and prenatal support interventions.

Recommendation 1: Specifically include individuals who experience or are at risk for
IPV as a high-risk population whose needs should be identified and addressed in
the population health management program

The CalAIM proposal would require managed care plans to develop a whole system, person-centered
population health management program to promote beneficiaries’ wellness and identify and respond to
the needs of high-risk populations. Through the population health management program, managed care
plans would conduct risk assessments, stratify beneficiaries by risk level, and implement strategies such
as case management to address identified social needs.

Because IPV survivors comprise a high-risk population with a range of health care and social support
needs (see Exhibit 2), DHCS should incorporate the needs of survivors into the design of the population
health management program requirements.
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Specifically, we recommend that DHCS:

Promote universal education about IPV in health care settings.

DHCS can encourage managed care plans to promote universal education about IPV in health care
settings, using a model such as Futures Without Violence’s CUES (Confidentiality, Universal
Education and Empowerment, Support) intervention. CUES is an evidence-based intervention
that teaches health care providers how to provide universal education about violence and healthy
relationships, and how to create a patient-centered care plan and warm handoff to IPV services.
Providing screening and education to all patients presents opportunities for survivors to receive
education and resources, even if they do not choose to disclose their risk, and creates prevention
opportunities to interrupt the cycle of violence. Studies of this intervention in primary care settings
have shown that (1) women receiving the intervention were 60 percent more likely to end a
relationship because it felt unhealthy or unsafe and (2) patients’ knowledge of resources and harm

reduction strategies increased.?

Consult with IPV advocacy organizations and service providers to develop guidance for
managed care plans and providers about best practices to safely and effectively screen for IPV.

DHCS should engage with IPV advocacy organizations and service providers to develop guidance for
providers and managed care plans regarding the best practices for screening for IPV and addressing
identified safety needs. An example of an I[PV advocacy organization that DHCS should engage is the
California Partnership to End Domestic Violence (CPEDV). DHCS should also engage local [PV
service providers, such as WEAVE in Sacramento, which provides crisis intervention services for
IPV survivors along with referrals to community resources for other social support services. The
CPEDV website also includes a list of [PV service providers in California that DHCS can engage.

In consultation with IPV advocacy organizations and service providers, DHCS can adapt existing
screening guidelines. As one example, the Maryland Department of Health developed a guide for
health care providers with recommendations for how to screen for IPV and connect patients to
appropriate community resources. Recommended practices include screening patients in private
without anyone else present, avoiding stigmatizing words such as abuse or battered, and using
culturally relevant language. Screening can occur during routine, preventive, and urgent visits. When
providers suspect abuse, screenings should include safety assessments—to determine if patients are in
immediate danger—and safety planning.*’

In consultation with [PV experts, DHCS can use or adapt an existing screening guide for providers,
such as the guidance developed by Maryland. Exhibits 3 and 4 also include examples of IPV
screening tools that DHCS can use to formulate IPV screening questions.

Exhibit 3. Examples of IPV screening tools

To determine appropriate questions for IPV screening, DHCS can use several tools the U.S.
Preventive Services Task Force has determined accurately detect IPV, including Humiliation,
Afraid, Rape, Kick (HARK); Hurt, Insult, Threaten, Scream (HITS); Extended—Hurt, Insult,
Threaten, Scream (E-HITS); Partner Violence Screen (PVS); and Woman Abuse Screening Tool
(WAST).28
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Exhibit 4. Example of IPV screening questions from North Carolina’s Standardized SDOH Screening
Questions?®

Do you feel physically and emotionally safe where you currently live? Yes or no

Within the past 12 months, have you been hit, slapped, kicked or otherwise physically hurt by
someone? Yes or no

Within the past 12 months, have you been humiliated or emotionally abused in otherwise by your
partner or ex-partner? Yes or no

¢ Encourage managed care plans to provide guidance to health care providers on how to safely
and effectively screen for IPV in accordance with established best practices.

After developing guidance for screening for IPV in consultation with experts, DHCS should
encourage managed care plans to disseminate and promote screening guidance to health care
providers. Educating providers is critical because there is evidence that many providers lack the
knowledge and training to effectively screen for and follow-up on IPV disclosures or may be
uncomfortable doing so.%" In addition, there are important safety concerns for survivors related to
disclosures of abuse that providers need to understand. For example, it is important to screen patients
while they are alone; if the perpetrator is present, a patient will be less likely to disclose abuse, and
the perpetrator may not allow the patient to return for care.

Managed care plans should provide trainings emphasizing that screening and universal education are
critical, and that disclosure itself is not the end goal. For example, while screening increases
disclosures, screening also encourages survivors to seek help outside of the health care system—even
in cases where survivors do not disclose to health care providers immediately. Trainings should also
emphasize that it generally takes multiple screenings for survivors to disclose to trusted providers and
that appropriate responses to disclosures require addressing survivors’ varied health and social
support needs and coordinating responses across health care and IPV service providers.*'

e Partner with IPV advocacy organizations and service providers to develop guidance as to how
managed care plans can promote relationships between health care providers and community-
based IPV service providers.

In addition to appropriately identifying survivors of IPV through screening, we recommend that
DHCS encourage providers refer to, and managed care plans to coordinate health care and social
support services with, community-based organizations that provide IPV services. To meet federal
Medicaid managed care requirements regarding care coordination and continuity of care, managed
care plans must coordinate services that beneficiaries receive from community and social support
providers. In addition, the CalAIM proposal includes requirements for managed care plans to provide
member services, referrals, transportation, health education, system navigation, and warm handoffs to
community-based providers or other delivery systems. The proposal would also require managed care
plans to mitigate Adverse Childhood Experiences (ACEs) and social determinants of health by using
community resources and providing individual social care. IPV service providers serve these roles for
survivors by offering trauma-informed services and supports—such as assistance with safety planning

and connections to other community resources.>>

DHCS should engage with I[PV advocacy organizations and service providers, such as CPEDV and
WEAVE, to develop specific guidance as to how managed care plans can best build relationships
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with community-based organizations. As DHCS engage with advocacy organizations and service
providers, it can also consider examples of partnership building from within California and in other
states. Exhibit 5 includes an example of building relationships between California providers and
community-based organizations through the Domestic Violence and Health Care Partnerships project.
The Oregon Health Care Coordinated Care Organizations, discussed in Exhibit 6, represent another
example of building connections between Medicaid managed care and community-based
organizations.

As a part of this relationship-building, DHCS should identify ways for managed care plans to
compensate [PV service providers and should engage IPV service providers in identifying appropriate
payment methods that protect the safety and privacy of survivors. In consultation with I[PV service
providers, DHCS can promote use of payment methods that North Carolina’s Medicaid program will
employ in the Healthy Opportunity Pilots. Specifically, under the pilots, I[PV community-based
organizations would receive a per-member-per-month payment for IPV case management and
violence intervention services, whereas dyadic therapy for survivors and their children and linkages to
legal supports would be reimbursed per occurrence (see Exhibit 8 for more detail). As another option,
DHCS could encourage Medi-Cal managed care plans to pursue similar arrangements as those that
they have previously used with Community Health Workers (CHWs), such as directly employing [PV
service providers or contracting with community partners that employ IPV service providers.

Exhibit 5. Example of building connections between providers and community-based organizations: The

Domestic Violence and Health Care Partnerships
A model for building provider capacity and relationships with community organizations is the
Domestic Violence and Health Care Partnerships, a collaboration of the Blue Shield of California
Foundation and Futures Without Violence. This project partnered health care safety net
providers with DV service providers and included training for health care providers regarding how
to screen for DV, discuss these topics with patients, and provide referrals to the partnered DV
organizations. The program showed an increase in the number of providers who screened for
and discussed DV with their patients. Health care providers and DV service providers also
reported greater confidence in referring clients to one another.®® The evaluation of this project
found establishing communication protocols and referral processes between health care
providers and DV organizations to be critical for building collaboration and integration across
settings. Specific communication protocols included formal agreements regarding the referral
processes and written protocols for health care providers regarding assessment and response to
DV.
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Exhibit 6. Example of building connections between managed care and community-based organizations:

Oregon Health Care Coordinated Care Organizations3*
One model for linking Medicaid managed care with community organizations is the Oregon
Health Care Coordinated Care Organizations (CCOs). CCOs are regional entities that are
responsible for the whole well-being of Oregon Medicaid managed care beneficiaries. CCOs
coordinate mental and physical health care and focus on preventive care. Oregon law mandates
they work with traditional health workers, which includes Community Health Workers (CHWSs),
peer support specialists, and doulas. As part of their mission to address upstream health issues,
CCOs may offer “flexible services funding,” which pays for nontraditional medical services, such
as advocacy services, and “community benefit initiatives,” which are investments at the
community level in care management or provider capacity. For example, one CCO granted
community investment funds to a local women’s resource center to enable the center to expand
its advocacy and build its health care partnerships. CCOs also have local advisory councils to
which they are accountable, which IPV organizations can join.

e Include specific questions about IPV when developing the IRA Survey Tool, which plans will
use to stratify beneficiaries into risk tiers.

While developing the guidance for conducting population risk assessments, DHCS can encourage
managed care plans to promote screening to identify beneficiaries experiencing or living in a
household with IPV.! In addition, given the substantial health risks associated with experiencing and
witnessing [PV, when constructing algorithms for risk stratification or segmentation, DHCS should
encourage managed care plans to consider IPV as a factor for placing beneficiaries into a higher risk
tier.

When DHCS develops the IRA Survey Tool that plans will use to validate risk tier placement, the
survey should include specific questions about experiencing IPV. Some of the suggested categories
for the IRA to cover, including emergency department use, access to basic needs, housing assessment,
and availability of social supports, a