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February 24, 2012

Toby Douglas, Director

Department of Health Care Services
Office of Medi-Cal Procurement
MS 4200

1501 Capitol Avenue, Suite 71.3041
P.O. Box 997413
Sacramento, CA 95899-7413

Re: California’s Dual Eligibles Demonstration Project Request for Solutions (RFS)

Dear Mr. Douglas:

Community Health Group (CHG) is pleased to submit its application to become a
participant in California’s Dual Eligibles Demonstration Project.

CHG is comprised of two legal entities. CHG is the Sole Member of CHG
Foundation. Both organizations are non-profit public benefit corporations. The
purpose of both organizations is to provide comprehensive health care services
on a prepaid basis by operating organized health maintenance and health care
delivery systems. CHG provides health care services to members under the
Healthy Families Program in the County of San Diego and portions of the County



of Riverside and to members eligible for Medicare and Medi-Cal in the County of
San Diego under a Dual Eligible Special Needs Plan (D-SNP). CHG Foundation
(dba: Community Health Group Partnership Plan) provides healthcare services
under the California Medi-Cal Program in the County of San Diego. Both
organizations are licensed by the State of California as a Health Care Service Plan
pursuant to the Knox-Keene Health Care Services Act. Unless otherwise stated,
both organizations are collectively referred to as “CHG” or “The Plan” in the Dual
Eligibles Demonstration Project Application.

CHG has operated in San Diego County since 1982. Using a member-centered,
cost-effective model of managed healthcare, CHG currently manages the care of
over 139,000 Medi-Cal and Healthy Families members and D-SNP members that
often require integration of services, including coordinating acute, behavioral
health, substance use and long-term care services. CHG has been managing a D-
SNP program and providing managed care services for the dual eligible population
since January 1, 2008. In addition, CHG has extensive experience in managing
quality healthcare services for the most vulnerable populations in San Diego
County, including an established track record of providing high quality and cost
effective care in an integrated care coordination model for members who have
multiple and/or complex conditions.

Enclosed please find our responses to the Department of Health Care Services’
(DHCS) Request for Solutions for California’s Dual Eligibles Demonstration Project.
We look forward to assisting the DHCS and the Centers for Medicare and
Medicaid Services (CMS) to achieve optimal value and care for the dual-eligible
beneficiaries in San Diego County.

CHG has made its best efforts to answer the RFS completely and according to your
instructions. If for any reason we have made an omission or if you have any
further questions or require additional information, please feel free to contact me
or our RFS contact Ann Warren.
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Norma Diaz
Chief Executive Officer
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Tab 1- Checklists



Applicant Name: |[Community Health Group T

Date:

February 24,

California Dual Eligible Demonstration Request for Solutions

Proposal Checklist

(Please Refer To Tab 5 for Table of Appendices)

Check
box to

certify

If no, explain

Applicant has a current Knox Keene License oris a
COHS and exempt.

Applicant is in good financial standing with
DMHC. (Attach DMHC letter)

3a

Applicant has experience operating a Medicare D-
SNP in the county in which it is applying in the last
three years.

3b

Applicant has not operated a D-SNP in the county
in which it is applying last three years but agrees
to work in good faith to meet all D-SNP
requirements by 2014.

Applicant has a current Medi-Cal contract with
DHCS.

Applicant will work in good faith to subcontract
with other plans that currently offer D-SNPs to
ensure continuity of care.

Applicant will coordinate with relevant entities to
ensure coverage of the entire county’s population
of duals.

7a

Applicant has listed all sanctions and penalties
taken by Medicare or a state of California
government entity in the last five years in an
attachment.

7b

Applicant is not under sanction by Centers for
Medicare and Medicaid Services within California.

Signature:
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7c

Applicant will notify DHCS within 24 hours of any
Medicare sanctions or penalties taken in
California.

8a

Applicant has listed in an attachment all DHCS-
established quality performance indicators for
Medi-Cal managed care plans, including but not
limited to mandatory HEDIS measurements.

8b

Applicant has listed in an attachment all MA-SNP
quality performance requirements, including but
not limited to mandatory HEDIS measurements.

Applicant will work in good faith to achieve NCQA
Managed Care Accreditation by the end of the
third year of the Demonstration.

10

Applicant will make every effort to provide
complete and accurate encounter data as
specified by DHCS to support the monitoring and
evaluation of the Demonstration.

11

Applicant will fully comply with all state and
federal disability accessibility and civil rights laws,
including but not limited to the Americans with
Disabilities Act (ADA) and the Rehabilitation Act
of 1973 in all areas of service provision, including
communicating information in alternate formats,
shall develop a plan to encourage its contracted
providers to do the same, and provide an
operational approach to accomplish this as part
of the Readiness Review.

12

Applicant has provided materials (as
attachments) to demonstrate meeting three of
the five criteria for demonstrating local
stakeholder involvement.

13

Signature:

Applicant certifies that no person who has an
ownership or a controlling interest in the
Applicant’s firm or is an agent or managing
employee of the Applicant has been convicted of
a criminal offense related to that person’s
involvement in any program under Medicaid
(Medi-Cal), or Medicare.
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14

If Applicant is a corporation, it is in good standing
and qualified to conduct business in California. If
not applicable, leave blank.

15

If Applicant is a limited liability company or
limited partnership, it is in “active” standing and
gualified to conduct business in California. If not
applicable, leave blank.

16

If Applicant is a non-profit organization, it is
eligible to claim nonprofit status. If not
applicable, leave blank.

17

Applicant certifies that it has a past record of
sound business integrity and a history of being
responsive to past contractual obligations.

18

Applicant is willing to comply with future
Demonstration requirements, requirements,
which will be released timely by DHCS and CMS to
allow for comment and implementation.
Applicant will provide operational plans for
achieving those requirements as part of the
Readiness Review.

Signature:
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Answer

Additional explanation, if

needed

How many years experience does the
la . . Four
Applicant have operating a D-SNP?
Has the Plan reported receiving significant CHG received a sanction
sanction or significant corrective action in 2008 that was not
2 No -
plans? How many? significant.
See Appendix #7
Do the Plan’s three —years of HEDIS results See Appendix #8a
3 | indicate a demonstrable trend toward Yes
increasing success?
Does the Plan have NCQA accreditation for See Appendix #9
4 | . Yes
its Medi-Cal managed care product?
5 Has the Plan received NCQA certification for Yes See Appendix #9
its D-SNP Product?
6 How long has the Plan had a Medi-Cal 25
contract? years
Does the plan propose adding supplemental The plan anticipates
benefits? If so, which ones? adding: limited dental,
7 Ves vision, non-‘emergency
transportation and
worldwide emergency
services.
Did the Plan submit letters from County The Director of County of
officials describing their intent to work SD HHSA who oversees:
together in good faith on the Demonstration IHSS/Public Authority,
3 Project? From which agencies? Ves AlS, Social Services,
Behavioral Health and
MSSP have provided a
Letter of Agreement.
See Appendix #26
Does the Plan have a draft agreement or The LOA to Work in Good
contract with the County IHSS Agency? Faith outlines the County
of SD commitment to
9 No work with plans to
engage in a formal
agreement.
See Appendix #26

Signature:
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Does the Plan have a draft agreement or
contract with the County agency responsible
for mental health?

CHG has a signed MOA
with County of San Diego
Behavioral Health

10 Yes Services which will be
updated as needed.
See Appendix #27
Does the Plan express intentions to contract CHG has contracts with
with provider groups that have a track record Community Clinics which
of providing innovative and high value care are actively participating
11 | to dual eligibles? Which groups? Yes in Home-Health Grant,

Technology and CMMI
Grant applications.
See Appendix #28

Signature:
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Check
Box to
certify
)

If no, explain

2.2.1

Applicant will develop a contract with the
County to administer IHSS services, through
individual contracts with the Public Authority
and County for IHSS administration in Year 1,
which stipulates the criteria in the RFS.

23.1

Applicant will provide an operational plan for
connecting beneficiaries to social supports that
includes clear evaluation metrics.

5.1

Applicant will be in compliance with all
consumer protections described in the
forthcoming Demonstration Proposal and
Federal-State MOU. Sites shall prove compliance
during the Readiness Review.

521

During the readiness review process the
Applicant will demonstrate compliance with
rigorous standards for accessibility established
by DHCS.

533

Applicant will comply with rigorous
requirements established by DHCS and provide
the following as part of the Readiness Review.
A detailed operational plan for beneficiary
outreach and communication.

An explanation of the different modes of
communication for beneficiaries’ visual, audio,
and linguistic needs.

An explanation of your approach to educate
counselors and providers to explain the benefit
package to beneficiaries in a way they can
understand.

5.6.1

Applicant will be in compliance with the appeals
and grievances processes described in the
forthcoming Demonstration Proposal and
Federal-State MOU.

Signature:

vaw:y. A

Page 7



6.1.1

Applicant will report monthly on the progress
made toward implementation of the timeline.

7.7

Applicants’ sub-contractual relationships will not
weaken the goal of integrated delivery of
benefits for enrolled beneficiaries.

7.8

Applicant will meet Medicare standards for
medical services and prescription drugs and
Medi-Cal standards for long-term care networks
and during readiness review will demonstrate
this network of providers is sufficient in number,
mix, and geographic distribution to meet the
needs of the anticipated number of enrollees in
the service area.

7.9

Applicant will meet all Medicare Part D
requirements (e.g., benefits, network adequacy),
and submit formularies and prescription drug
event data.

8.3

Applicant will work to meet all DHCS evaluation
and monitoring requirements, once made
available.

Signature:

N Bia S

Page 8



Tab 2 - Mandatory Qualification Requirements



Mandatory Qualification Requirements

All Applicants must certify the following.

1. Knox-Keene License

Applicants must have a current unrestricted Knox-Keene License showing
authority to operate in the State in order to participate in this RFS. Applicants
must provide a copy of a current Knox-Keene License and has no adverse actions
with regard to enforcement, or quality management. COHS plans would not need
to seek separate Medi-Cal Knox-Keene licensure for purposes of participating in
the Demonstration. COHS plans are exempt from Knox-Keene licensure for Medi-
Cal pursuant to Welfare and Institutions Code Section 14087.95.

CHG has current and unrestricted Knox-Keene Licenses, which reflect authority to
operate in the State of California. (Please refer to Tab 1 — Request For Solutions
(RFS) Proposal Checklist and Tab 5, Appendix #1, attached.)

2. Financial Condition

Existing Knox-Keene Licensed Applicants must be in good financial standing with
DMHC. Applicants must submit a letter from DMHC demonstrating that the
Applicant is in good standing with DMHC. DHCS reserves the right to request
additional information in the event DMHC does not provide a qualified letter of
good standing.

CHG is in good financial standing with the Department of Managed Health Care
(DMHC).
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See attached letter from DMHC. (Please refer to Tab 1 — RFS Proposal Checklist
and Tab 5, Appendix #2, attached.)

3. Current Medicare Advantage Dual Eligible Special Needs Plan (D-SNP)

There must be experience operating a D-SNP in each Demonstration county.
Criteria for D-SNP experience will vary by type of county. All Applicants must
provide responses to all SNP Model of Care Elements and Standards, as modified
to reflect the Dual Demonstration Application (See Appendix C).

a. Two-Plan Model Counties

At least one of the Applicants must have experience in the last three years
operating a D-SNP in that county. The other Applicant must certify that it will
work in good faith to meet all the D-SNP requirements in that county the next
year.

Please refer to sub-section C below.

b. County-Organized Health System (COHS) Counties

The Applicant must have experience in the last three years operating a DSNP.
Please refer to sub-section C below.

c. Geographic Managed Care Counties

At least one of the Applicants must have experience in the last three years
operating a D-SNP in that county. All other County Applicants that do not have a
D-SNP must certify that it will work in good faith to meet all the D-SNP
requirements in that County in the next year.
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San Diego County is a Geographic Managed Care County (GMC). CHG has
successfully operated a Dual Eligible Special Needs Plan (D-SNP) in good standing
with the CMS since January 1, 2008. (Please refer to Tab 1 — RFS Proposal
Checklist and Tab 5, Appendix #3, attached.)

4. Current Medi-Cal Managed Care Plan

Applicants must have a current contract with DHCS to operate a Medi-Cal
Managed Care contract in the same county in California as the proposed dual
eligible site.

a. Two-Plan Model Counties

For Applicants in Two-Plan Model Counties, Applications will only be considered if
both plans submit an individual Application.

Note: DHCS encourages cooperation and collaboration between local plans.
Applications that demonstrate such collaboration will receive additional
consideration.

Please refer to sub-section C below.

b. County-Organized Health System (COHS) Counties

For Demonstration site Applications in COHS Counties, only the current COHS may
apply.

Please refer to sub-section C below.
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c. Geographic Managed Care Counties

For Demonstration site Applications in Geographic Managed Care Counties, at
least two entities with a current Medi-Cal managed care contract must apply for
the Applications to be considered.

Note: DHCS encourages cooperation and collaboration between local plans.
Applications that demonstrate such collaboration will receive additional
consideration.

CHG possesses a current Medi-Cal contract with DHCS. Through the Healthy San
Diego Collaborative, CHG is aware of at least three other Medi-Cal Managed Care
Health Plans who are submitting applications. CHG is collaborating through
Healthy San Diego and San Diego County’s Aging and Independence Services’ (AlS)
Long Term Care Integration Project (LTCIP) with other health plans and
stakeholders on the Dual Eligibles Demonstration Project. (Please refer to Tab 1 —
RFS Proposal Checklist and Tab 5, Appendix #4, attached.)

5. Subcontracting

Applicants must work in good faith to subcontract with other plans that currently
offer D-SNPs to ensure continuity of care.

CHG agrees to work in good faith to subcontract with other Dual Eligible Special
Needs Plans (D-SNP) to ensure continuity of care. (Please refer to Tab 1 — RFS
Proposal Checklist, attached.)

6. Countywide Coverage

Successful Applications will demonstrate ability to cover a county’s entire
population of dual eligibles, as required by their existing Medi-Cal contracts. To be

¥ Community
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considered, Applicants must certify they will coordinate with relevant entities to
ensure coverage of the entire county’s population of duals. (Certain exceptions
will be allowed in rural areas of large counties, as currently allowed by Medi-Cal
managed care contracts.)

For both Medi-Cal and Medicare lines of business, CHG is able to cover San Diego
County on its own and certifies it will coordinate with relevant entities as needed
to ensure coverage of San Diego County’s entire population of Dual Eligibles.
(Please refer to Tab 1 — RFS Proposal Checklist, attached.)

7. Business Integrity

Applicants must demonstrate business integrity by:
Listing all sanctions, penalties and corrective action plans issued by Medicare

or a state of California government entity taken in the last five years, including
information about the reason for the corrective action plan and the resolution. An
action taken does not necessarily result in disqualification. (Include this list in an
attachment. It will not count against the page limit.)

CHG had one sanction imposed by DMHC in connection with a 2008 claims audit.
The sanction has been resolved and there are no other DMHC sanctions pending.
(Please refer to Tab 1 — RFS Proposal Checklist for details of the 2008 sanction,
and Tab 5, Appendix #7, attached.)

Certifying that they are not under sanction by Centers for Medicare and Medicaid
Services within California.

CHG certifies that its entity is not under any sanctions by CMS within California.
(Please refer to Tab 1 — RFS Proposal Checklist, attached.)
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C. Certifying that it will notify DHCS within 24 hours of any Medicare sanctions
or penalties taken in California.

CHG certifies that DHCS will be notified within 24 hours of any future Medicare
sanctions or penalties, should such sanctions or penalties occur. (Please refer to
Tab 1 — RFS Proposal Checklist, attached.)

8. High Quality

Applicants must demonstrate a capability of providing for the health and safety of dual eligible
beneficiaries. Applicants must list the most recent three years of all the following (Include this
list as an attachment. This will not count against the page limit):

a. DHCS-established quality performance indicators for Medi-Cal managed care plans,
including but not limited to mandatory HEDIS measurements.

For Medi-Cal, CHG utilizes the DHCS-established quality performance indicators, specifically:

The external accountability set performance measures - Healthcare Effectiveness and Data
Information Set (HEDIS),

Consumer Satisfaction Surveys — Consumer Assessment of Healthcare Providers
Over/Under Utilization Monitoring, and

Quality Improvement Projects (QIPS).

(Please refer to Tab 1 — RFS Proposal Checklist for the most recent three years of
Medi-Cal performance indicators and measurements, and Tab 5, Appendices #8a,
attached.)

b. MA-SNP quality performance requirements, including but not limited to
mandatory HEDIS measurements.
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For the D-SNP, CHG uses the CMS quality performance requirements, specifically:
HEDIS,

CAHPS,

Health Outcomes Survey (HOS),

Model of Care (MOC),

Chronic Care Improvement Program (CCIP), and

QIPS.

(Please refer to Tab 1 — RFS Proposal Checklist for the most recent three years D-
SNP performance indicators and HEDIS measurements, and Tab 5, Appendices
#8b, attached.)

9. NCQA Accreditation

Applicants shall certify that they will work in good faith to achieve NCQA
Managed Care Accreditation by the end of the third year of their participation in
the Demonstration.

CHG certifies that it is currently National Committee for Quality Assurance (NCQA)
accredited and has been since 2002. (Please refer to Tab 1 — RFS Proposal
Checklist, and Tab 5, Appendix #9, attached.)

10. Encounter Data

Applicants must certify that they will make every effort to provide complete and
accurate encounter data as specified by DHCS to support the monitoring and
evaluation of the Demonstration.

Page 7
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CHG certifies it will continue to provide complete encounter data as specified by
DHCS to support the monitoring and evaluation of the Dual Eligible
Demonstration Project. (Please refer to Tab 1 — RFS Proposal Checklist, attached.)

11. Americans with Disabilities Act and Alternate Format

Applicants must certify that they shall fully comply with all state and federal
disability accessibility and civil rights laws, including but not limited to the
Americans with Disabilities Act (ADA) and the Rehabilitation Act of 1973 in all
areas of service provision, including communicating information in alternate
formats, and shall develop a plan to encourage its contracted providers to do the
same. The Applicant must further certify that it will provide an operational
approach to accomplish this as part of the Readiness Review. More specific
requirements will be included in future state guidance.

CHG certifies it will fully comply with the Americans with Disabilities Act (ADA)
and the Rehabilitation Act of 1973 in all areas of service provisions, including
communicating information in alternate formats, and will develop a plan to
continue to encourage its contracted providers to do the same. CHG also certifies
that it will provide an operational approach to accomplish this as part of the
Readiness Review. (Please refer to Tab 1 — RFS Proposal Checklist, attached.)

12. Stakeholder Involvement

Applicants must demonstrate a local stakeholder process that includes health
plans, providers, community programs, consumers, and other interested
stakeholders in the development, implementation, and continued operation of
the project. As such, Applicants must certify that 3 of the following 5 are true:

The Applicant has at least one dual eligible individual on the board of directors of
its parent entity or company.

Page 8
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CHG has elected to certify compliance with items 3-5 below.

The Applicant has created an advisory board of dually eligible consumers
reporting to the board of directors (or will do so as part of the Readiness Review).

CHG has elected to certify compliance with items 3-5 below.

The Applicant has provided five letters of support from the community, with
sources including individual dual eligible consumers, advocates for seniors and
persons with disabilities, organizations representing LTSS, such as community-
based organizations, and/or individual health care providers.

CHG certifies it has five letters of support from the community. (Please refer to
Tab 1 — RFS Proposal Checklist, and Tab 5, Appendix #12a, attached.)

The Applicant sought and accepted community-level stakeholder input into the
development of the Application, with specific examples provided of how the plan
was developed or changed in response to community comment.

CHG certifies it has sought and accepted community-level stakeholder input into
the development of the application. (Please refer to Tab 1 — RFS Proposal
Checklist, and Tab 5, Appendix #12b, attached.)

The Applicant has conducted a program of stakeholder involvement (with the
Applicant providing a narrative of all activities designed to obtain community
input.)
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CHG conducted a focus group with stakeholders that included participation from
the dual eligible population in the community. This focus group represented
various age groups, including Seniors and Persons with Disabilities (SPD). The
focus group discussion was designed to obtain input on benefits, communication
preferences (i.e. website, newsletters etc.), perceived barriers/challenges to
accessing services, and grievance processes. The outcome of the meeting was
informative and comments will be taken into consideration during the
implementation of the Dual Eligibles Demonstration Project.

Additionally, CHG has been actively participating in the San Diego County AlS
LTCIP Stakeholder Meetings for the past 10 years which is now focused on the
implementation of the Dual Eligibles Demonstration Project. This work team has
been very instrumental in providing a forum for Managed Care Organizations
(MCO) to collaborate with County Agencies and hold forums for stakeholder
input. On February 14, 2012, the LTCIP held a Stakeholders Meeting to solicit
feedback from stakeholders and for MCOs to share their vision of implementing a
successful Dual Eligibles Demonstration Project. (Please refer to Tab 1 — RFS
Proposal Checklist, and Tab 5, Appendix #12c, attached.)

13. Attestation

DHCS may refuse to enter into a contract with a Applicant if any person who has
an ownership or a controlling interest in the Applicant’s firm or is an agent or
managing employee of the Applicant, has been convicted of a criminal offense
related to that person’s involvement in any program under Medicaid (Medi-Cal),
or Medicare. Applicant shall certify that it has no such relationships with such a
person.
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CHG certifies it has no relationship with anyone who has been convicted of a
criminal offense under Medicaid (Medi-Cal), or Medicare. (Please refer to Tab 1 —
RFS Proposal Checklist, and Tab 5, Appendix #13, attached.)

14. Corporations

Corporations must certify they are in good standing and qualified to conduct
business in California.

CHG certifies that its entity is in good standing and qualified to conduct business
in California. (Please refer to Tab 1 — RFS Proposal Checklist, and Tab 5,
Appendix #14, attached.)

15. Limited Liability Companies and Limited Partnerships

Limited Liability Companies and Limited Partnerships must certify that they are in
“active” standing and qualified to conduct business in California.

This certification requirement does not apply to CHG.

16. Nonprofit Organizations

Non-profit organizations must certify their eligibility to claim nonprofit status.

CHG certifies that it is a non-profit organization. (Please refer to Tab 1 — RFS
Proposal Checklist, and Tab 5, Appendix #16, attached.)
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17. Past Business Practice

Applicants must certify they have a past record of sound business integrity and a
history of being responsive to past contractual obligations.

CHG certifies that its organization has sound business integrity and a history of
being responsive to past contractual obligations. (Please refer to Tab 1 — RFS
Proposal Checklist, attached.)

18. Work plan and Deliverables Certification

The Applicant must certify that they are willing to comply with future
Demonstration requirements, which will be released timely by DHCS and CMS to
allow for comment and implementation. In addition, the Applicant certifies that it
will provide operational plans for achieving those requirements as part of the
Readiness Review.

CHG certifies that it will comply with all future Demonstration requirements as
specified by DHCS and CMS. CHG will provide operational plans for achieving the
requirements for the California Dual Eligibles Demonstration Project as part of its
readiness review. (Please refer to Tab 1 — RFS Proposal Checklist, attached.)
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Tab 3 - Project Narrative



Section: Executive Summary

Community Health Group (CHG) is pleased to submit its response to the California
Department of Health Care Services (DHCS) Request for Solutions (RFS) for the
Dual Eligibles Demonstration Project to provide health care services to individuals
eligible for Medicare and Medi-Cal benefits in San Diego County. We are a local,
non-profit health plan that has served San Diego County’s residents for the past
30 years. We currently serve over 139,000 members, of which over 2,000 are
dual eligible members enrolled in its Medi-Cal plan, over 9,000 are Medi-Cal
Seniors and Persons with Disabilities (SPD) members, and over 1,000 are Dual
Eligible Special Needs Plan (D-SNP) members.

CHG views its participation in the Dual Eligibles Demonstration Project as a
continuation of the products and services it provides to currently enrolled
members. These products and services include but are not limited to:
coordination of benefits, continuity of care and services, referral to home- and
community-based alternatives, working with members who desire to self-direct
their care, improving health processes, outcomes and patients’ satisfaction and
monitoring the provision of high quality and cost-effective care.

CHG will offer the full range of services covered by Medicare Parts C and D and
Medi-Cal, behavioral health in coordination with the San Diego County Specialty
Mental Health Plan, and Long-Term Supportive Services (LTSS), including: In-
Home Supportive Services (IHSS), Community Based Adult Services (CBAS), long-
term custodial care and the Multi-Purpose Senior Services Program (MSSP). In
addition to the above products and services, CHG is evaluating the feasibility of
offering the following add-on benefits: non-emergent transportation, worldwide
emergency services, vision benefits, and a dental benefit to ensure a full-range of
integrated services.
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Members currently have access to an extensive Medi-Cal/Medicare provider
network in San Diego County. The network includes a significant number of
Primary Care Physicians (PCP) and specialists in addition to contracts with
Federally Qualified Health Centers (FQHC), acute care hospitals, Long Term Acute
Care Hospitals (LTACH) and Skilled Nursing Facilities (SNF). The Plan also has
contracts with Independent Practice Associations (IPAs), has Memorandums of
Agreement (MOA) with several San Diego County Health and Human Services
Agencies (HHSA), and has a MOA in place with the San Diego County Specialty
Mental Health Plan.

The Plan is constantly expanding its partnerships with San Diego County agencies
and anticipates executing additional MOAs with the San Diego County Behavioral
Health Plan, San Diego County Aging and Independence Services (AlS), IHSS, San
Diego County Public Authority, San Diego County Public Health Services, MSSP
and providers in San Diego County to ensure the full integration of all covered
benefits for Dual Eligible members.

CHG is excited and is 100% dedicated to working with DHCS and the Centers for
Medicare and Medicaid Services (CMS) to successfully transition a high-risk
population into managed care and therein demonstrate that it is possible to
provide coordinated and seamless care using a beneficiary-centered delivery
model to improve the quality of care, reduce institutional care, enhance home-
and community-based services and to accomplish all of the above in a cost
effective manner.

Community
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Application

Section 1: Program Design

Section 1.1: Program Vision and Goals

The Application must:

Question 1.1.1

Describe the experience serving dually eligible beneficiaries, both under Medi-Cal
and through Medicare Advantage Special Needs Plan contracts, if any.

CHG is organized as a local, non-profit health plan and has served dual eligible
beneficiaries in San Diego County for the past 30 years. Over the years, CHG has
consistently maintained the largest Medi-Cal market share in San Diego County.
CHG currently serves dual eligible members in its Medi-Cal plan as well as Medi-
Cal only SPD members. The Plan coordinates the physical, social and behavioral
health needs of its dual eligible members and works closely with providers,
Community-Based Organizations, San Diego County Behavioral Health Plan and
Healthy San Diego stakeholders to ensure proper coordination and access to care.

Enrollment in CHG’s D-SNP began in January 1, 2008 through a contract with CMS.
The Plan’s historical experience with this population positions it well for
participation in DHCS’ Dual Eligibles Demonstration Project.

Question 1.1.2

Explain why this program is a strategic match for the Applicant’s overall mission.

CHG’s Mission Statement states “Community Health Group is a health plan that is
dedicated to improvement and maintenance of health for our members to help
them achieve optimum health while demonstrating Exceptional Service and
competency in serving diverse populations.” Given its Mission, CHG believes the
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goals of the Dual Eligibles Demonstration Project are closely aligned. To ensure
that excellent service is provided, CHG has recruited and trained a dedicated San
Diego-based Member Services staff who is available 24 hours a day/7 days a week
to assist members and ensure they receive the care and community services they
need. CHG’s staff works hard to remove barriers to care for its members while
ensuring they receive exceptional customer service in the process. CHG’s mission
has always been and continues to be dedicated to serving San Diego County
beneficiaries and is built around the needs of this population. CHG is committed
to its members and the community it serves. Through participation in the Dual
Eligibles Demonstration Project, CHG will be able to improve care coordination
and integrate the full range of services to meet the needs of members.

Question 1.1.3

Explain how the program meets the goals of the Duals Demonstration.

CHG has specifically designed its program to align with the DHCS goals for the
Dual Eligibles Demonstration Project. It is critical to allow members to be active
participants in their care and to maximize their ability to remain in their homes
and community. CHG’s care management team, including its Behavioral Health
Program Manager, member services and clinical staff work together to meet each
member’s health, social, psycho-social and behavioral health needs. The Plan’s
Interdisciplinary Care Team (ICT) works together with the member and provider
network to develop care plans to address members’ specific clinical needs. The
ICT works closely with community-based programs and services to address the full
needs of each member. Being a local health plan allows CHG staff to be out in the
community, and to interface with hospitals and facilities where our members
receive their care. This approach allows for direct member interaction with our
ICT and for timely access to needed care. Through our multi-level care networks,
CHG is able to ensure that members receive the appropriate care at the
appropriate

¥ Community

Page 4



time and level of facility. Through the Dual Eligibles Demonstration Project, CHG’s
goal will be to increase availability and access to home- and community-based
alternatives and to retain members in the community and out of institutions.

Section 1.2: Comprehensive Program Description

The Application must:

Question 1.2.1

Describe the overall design of the proposed program, including the number of
enrollees, proposed partners, geographic coverage area and how you will provide
the integrated benefit package described above along with any supplemental
benefits you intend to offer. (You may mention items briefly here and reference
later sections where you provide more detailed descriptions.)

CHG serves and proposes to serve the entire San Diego County as a participant in
the Dual Eligibles Demonstration Project. DHCS has reported there are
approximately 75,000 dual eligible beneficiaries in San Diego County. CHG is
poised and ready to coordinate care for all of the dual eligible beneficiaries that
select or are assigned to our Plan on or after January 1, 2013.

CHG’s total membership as of December 2011 was over 139,000 members. This
included over 2,000 dual eligible members who voluntarily enrolled in our Plan of
whom over 1,000 are enrolled in CHG’s D-SNP. It also includes over 9,000 SPDs
who are only eligible for Medi-Cal. CHG is proposing to include the full range of
services covered by Medicare Parts C and D and Medi-Cal. This will also include
Long Term Care (LTC), Behavioral Health in coordination with the San Diego
County Specialty Mental Health Plan, IHSS, CBAS, and MSSP.

CHG will provide services to new dual eligible members through its extensive
network of providers and facilities which are culturally competent and
experienced in serving both Medi-Cal and Medicare beneficiaries. CHG will
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continue to expand its partnerships with the San Diego County Behavioral Health
Agency, IHSS, San Diego County Public Authority and other key community
advocates and health care providers as needed to fully serve the health care and
social needs of the dual eligible population.

CHG will implement the dual eligible program using the identified core benefit
package from DHCS/CMS to offer its members. These core benefits will include
medical, behavioral health and substance use services, pharmacy, LTSS, MSSP,
LTC and other home- and community-based services. CHG is evaluating the
feasibility of offering additional add-on benefits to its members for this product.
Such benefits may include: non-emergent transportation, worldwide emergency
services, vision benefit, and a dental benefit. CHG will coordinate the provision of
benefits to members through collaboration with our medical management
department and provider network. CHG will work closely with its provider
network to ensure they are educated on the benefits offered to members in this
product. Additionally, CHG will work with members to ensure they are educated
on the benefits that are afforded to them.

Question 1.2.2

Describe how you will manage the program within an integrated financing model,
(i.e. services are not treated as “Medicare” or “Medicaid” paid services.)

CHG will coordinate the provision of benefits and manage the program as a single benefit package under
the Dual Eligibles Demonstration Project. All reporting will be integrated to capture all benefits and
costs for this new line of business.

Question 1.2.3
Describe how the program is evidence-based.

As a National Committee for Quality Assurance (NCQA) accredited health plan
_that contracts with DHCS and CMS, CHG's internal structure and processes are
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based on prevailing standards of practice and evidence-based guidelines as
demonstrated in the following areas:

The Clinical Quality Improvement Committee (CQIC) has adopted evidence-based
guidelines based on scientific evidence; or by professional standards, in the
absence of scientific evidence; or by expert opinion, in the absence of professional
standards. Guidelines are adopted from recognized sources or involve board-
certified practitioners from appropriate specialties in the development or adoption
process. CHG distributes the guidelines to the appropriate network practitioners
after adoption.

CHG uses objective, measurable criteria for making utilization management
decisions that are based on sound clinical principles and processes and reasonable
medical evidence. CHG bases utilization management decisions on program-
specific criteria and guidelines (such as Medi-Cal guidelines and Medicare
National Coverage Determinations (MNCD)), Milliman Health Care Guidelines,
and guidelines issued by professional and governmental organizations.

CHG has developed a formal process, under the direction of its Technology
Assessment Committee, to evaluate and address new developments in technology
and new applications of existing technology for inclusion in its benefit plans to
keep pace with changes and to ensure that members have access to safe and
effective care. The Technology Assessment Committee is chaired by CHG’s Chief
Medical Officer (CMO) and includes contracted and credentialed clinicians for
primary and specialty care (including behavioral health) as well as several
members of CHG’s clinical staff. Other clinicians and external experts are asked
to participate as necessary.

CHG’s automated care management system and process incorporate evidence-
based criteria to guide care managers through the assessment and ongoing
management of members.

Question 1.2.4

Explain how the program will impact the underserved, address health disparities,
reduce the effect of multiple co-morbidities, and/or modify risk factors.
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CHG’s program is designed to enhance care coordination and communication
with members and improve quality of care through a seamless transition and
integration of needed health care services. CHG recognizes that many dual
eligible members will have significant and complex needs that necessitate
comprehensive care management. CHG’s care management program addresses
the complex needs of its members through:

Comprehensive Risk Assessments,
Care coordination,
Management of care transitions,

Disease Management for members with: Asthma, Chronic Obstructive Pulmonary
Disease (COPD), Congestive Heart Failure (CHF) and Diabetes to address effects of
health disparities, and co-morbidities, Health Education to modify risk factors, and
Multiple Admissions Program: targets members with a chronic condition and two
or more hospital admissions.

CHG also incorporates findings from the Plan’s Group Needs Assessment (GNA) to
address health disparities and health education needs in a culturally sensitive
manner.

Through effective utilization management of all the services listed above, CHG is
able to positively impact the effect of multiple co-morbidities, favorably modify
risk factors, and improve the overall quality of care.
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Question 1.2.5

Explain whether/how the program could include a component that qualifies
under the federal Health Home Plans SPA.

CHG’s dual eligible program includes components that qualify under the federal
Health Home Plans SPA. CHG envisions that one of the three Health Home
models, specifically a team of health care professionals who are linked to a
designated provider, is consistent with CHG’s Model of Care (MOC) for dual
eligibles.

In a recent survey of health plans, conducted by Mercer on behalf of DHCS, CHG
described current processes for comprehensive care management, care
coordination, health promotion, care transitions across the health care
continuum, individual and family support services, referral to community and
social support services, and the use of health information technology. The
exercise of completing the survey provided an opportunity for CHG to become
familiar with the requirements of a Health Home Plan and served as a validation
of CHG’s readiness to participate. It is also apparent that the requirements of the
Health Home Plans SPA and the Dual Eligibles Demonstration Project share a
significant common ground.

The standards for health homes is to promote a “whole-person” approach to care
that assesses the need for clinical and non-clinical services; the provision of those
services in a coordinated plan of care; the coordination and provision of
preventive and health promotion services; mental health and substance use
services; transitional care across settings; chronic disease management; individual
and family support; and LTSS, is completely alighed with CHG’s MOC.
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Additionally, the Health Home and Dual Eligibles models rely on the use of health
information technology to improve care coordination across the care continuum.
Given the alighnment of the care models, both sets of members would be managed
in the same manner. CHG will develop a mechanism to distinguish and track
members who meet the criteria for Health Home services from other dual
eligibles for reporting purposes.

Question 1.2.6

Identify the primary challenges to successful implementation of the program and
explain how these anticipated risks will be mitigated.

CHG anticipates the primary challenges to the successful implementation of the
program include the following:

Lack of Historical Clinical Data — To effectively integrate this new population into
managed care, complete and accurate historical clinical data from the fee-for-
service (FFS) environment from both CMS and DHCS will be needed. CHG's
experience with the integration of the SPD population from FFS into managed
care highlights the value of receiving the historical clinical data. This data will
allow for a seamless transition and the identification of conditions that were
continuity of care issues before the transition. CHG believes the receipt of this
data will contribute greatly to the success of the

Demonstration and CHG will pursue the acquisition of this data, if selected as a
Demonstration participant. If access to the historical data is not possible, CHG
will work closely with beneficiaries, their families and current providers of these
services to coordinate their transition into managed care.

Integration of LTSS — IHSS, CBAS, long-term custodial care in nursing facilities, and
MSSP services have traditionally been carved out of managed care. CHG will use
the initial period of the Demonstration to educate ourselves on how these
services are authorized and provided. The Demonstration requires CHG to assume
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the financial risk for providing services which are currently being provided
through a FFS system by providers with whom CHG has no previous contractual
relationship. As part of CHG’s oversight responsibility, the authorization process
and delivery of services will be monitored, learned, and evaluated during the first
year of the Demonstration as provided by the San Diego County or other facilities
via a contract/MOA with CHG.

Although CHG has established strong ties and relationships with the provider
community, local government, community-based organizations, the local advocacy
agency, and other managed Medi-Cal health plans operating within the Healthy
San Diego collaborative to help mitigate some of the risks, DHCS and CMS will
need to allow CHG (and all plans) enough flexibility to modify existing
arrangements, starting in year two, to ensure achievement of program and cost
containment goals over the term of the Demonstration period.

Utilization, Cost Data and Adequacy of Funding — It is imperative that CHG have a
thorough and complete understanding of the historical utilization and cost trends
of the dual eligible population, especially as it relates to LTSS. This information
needs to be provided at the earliest possible date so CHG has enough time to
conduct a proper analysis and develop a financial plan to ensure a successful
outcome. The risks associated with LTSS are significant enough to warrant a
timely sharing of data. Capitation rates must also be provided early in the
demonstration planning process so CHG can determine if funding levels will be
adequate to support the inclusion of proposed add-on benefits, and consideration
of increased staffing levels and other program changes that will be needed.
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Section 2: Coordination and Integration of LTSS
Section 2.1: LTSS Capacity
The Applicant must:

Question 2.1.1

Describe how would you propose to provide seamless coordination between
medical care and LTSS to keep people living in their homes and communities for
as long as possible.

CHG will provide seamless coordination between medical care and LTSS to keep
members living in their homes and communities for as long as possible as
outlined by the following process:

Care Management needs for newly enrolled members will be assessed in
accordance with DHCS-approved procedures for risk stratification and risk
assessment for SPDs using available FFS data, self-assessment questionnaires, and
CHG’s Health Risk Assessment (HRA) tool.

Once the risk assessment has been completed, CHG’s ICT will develop and
implement an individualized, person-centered care management plan to meet the
member’s continuing health care needs which include referrals to appropriate
LTSS.

CHG staff will coordinate members with access to LTSS through the local Aging
and Disability Resource Center (ADRC), which is the gateway for accessing LTSS in
San Diego and contracts with LTC facilities.

CHG care management staff will follow the member, track the progress of the
LTSS referral and document outcomes in CHG’s care management module.

CHG staff is currently working with the AIS administration to:
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develop a training program for their resource center staff to better understand
managed care

develop a training program for CHG staff to better understand the full scope of
services offered through AIS, and

develop processes to streamline referrals from CHG to the resource center to
ensure collaboration and coordination of services for plan members.

Question 2.1.2
Describe potential contracting relationships with current LTSS providers and how
you would develop a reimbursement arrangement.

CHG has included a Letter of Agreement to Work in Good Faith from Nick
Macchione, MS, MPH, FACHE, Director of the HHSA for San Diego County. (Please
see Tab 5, Appendix #26, attached.) CHG will work to obtain contracts with the
following San Diego County Agencies:

HHSA

County of San Diego Public Health

County of San Diego Public Health Authority
County of San Diego Behavioral Health Services

In addition to existing San Diego County agency relationships, CHG has identified
Intermediate Care Facilities (ICF) in CHG’s network (providers located in San Diego
County as potential candidates for addition). Reimbursement may include, but
not be limited to: discounted FFS, or capitation models for each LTSS provider
type and value based purchasing incentives.

CHG has identified the following licensed LTC facilities in San Diego County™:
three LTACHSs, 90 SNFs, two ICFs, one ICF-Developmentally Disabled (DD), 19 ICF-

! CA Dept. of Public Health, Health Facilities, Consumer Information System, Long Term Care Facilities
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Developmentally Disabled Nursing (DDN) and 75 ICF-Developmentally Disabled
Habilitative (DDH).

Medi-Cal — CHG is currently contracted with the following LTC facilities:
LTACHs 2 of 3
SNFs 36 of 90
Medicare — CHG is currently contracted with the following LTC facilities:
LTACHs 2 of 3
SNFs 18 of 90

CHG will solicit contracts with LTC facilities to ensure adequate Dual Eligible
coverage.

Question 2.1.3

Describe how you would use Health Risk Assessment Screening to identify
enrollees in need of medical care and LTSS and how you would standardize and
consolidate the numerous assessment tools currently used for specific medical
care and LTSS.

CHG will continue to use the HRA tool to identify enrollees in need of medical
care and LTSS and standardize tools for specific medical care and LTSS as defined
by the following process:

A member’s medical care need(s) will continue to be assessed following DHCS
approved procedures for risk stratification and risk assessment for SPDs using
available FFS data, self-assessment questionnaires, and CHG’s HRA tool.

CHG’s HRA tool will be modified to include specific LTSS criteria as specified by the
various support programs under the LTSS category. CHG has initiated discussions
with local LTSS providers to simplify the documentation of all programs and
develop a standard tool that will summarize key findings.
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Member needs will be assessed and stratified. All pertinent findings will be
summarized and included in CHG’s revised HRA tool.

Question 2.1.4

Describe any experience working with the broad network of LTSS providers,
ranging from home-and community-based service providers to institutional
settings.

CHG has experience working with LTSS providers. CHG has existing SNF contracts
(36 Medi-Cal and 18 Medicare) and will develop contracts with other LTC facilities
as needed. We have reached out to several Adult Day Health Care (ADHC)/CBAS
centers and begun developing relationships for integration of these services to
CHG effective July 1, 2012. Additionally, CHG has been an active participant with
the AIS LTCIP for over ten years with membership including many home- and
community-based providers.

Question 2.1.5

Describe your plans for delivering integrated care to individuals living in
institutional settings. Institutional settings are appropriate setting for some
individuals, but for those able and wanting to leave, how might you transition
them into the community? What processes, assurances do you have in place to
ensure proper care?

CHG currently has the capacity to engage in the provision of integrated care for
members in LTC facilities through the Plan’s current care management processes.
CHG will also recruit the staff with the necessary skill levels to help serve this
population in the most appropriate manner.

CHG’s transition plan (when appropriate and clinically indicated) to transition
members out of various institutional settings is based on the members’
health/social status and level of care needed as assessed at the time of the
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transition. Levels of care are determined by reviewing members’ clinical records
and applying evidenced-based standard clinical guidelines.

In 2009, CHG implemented a special program focusing on care management to
members with key chronic conditions and multiple co-morbidities. Care
management strategies focus on maximizing alternatives to the acute care setting
and providing extensive home care and other outpatient supportive services. This
program will be used when members are able to be transitioned from an
institutional setting back into the community, as clinically appropriate.

One of the resources available to CHG in monitoring and assessing these members
Is access to the Electronic Health Record (EHR) of CHG’s preferred contracted
network of SNFs. CHG makes every effort to access EHRs or hard copy records
of all institutions to evaluate and direct members to non-institutional care settings.

CHG ensures that members receive the appropriate level of care by applying care
management strategies focused on:

Member adherence with or capability of adhering to treatment plans,
Ensuring timely access to PCPs and other specialty providers,
Ensuring access to preventive health care,

Access to disease management and health education services to assist members
on self management of chronic conditions and medication reconciliation.

Section 2.2: [HSS
The Applicant must:

Question 2.2.1

Certify the intent to develop a contract with the County to administer IHSS
services, through individual contracts with the Public Authority and County for
IHSS administration in Year 1. The contract shall stipulate that:
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IHSS consumers retain their ability to select, hire, fire, schedule and supervise
their IHSS care provider, should participate in the development of their care plan,
and select who else participates in their care planning.

County IHSS social workers will use the Uniform Assessment tool and guided by
the Hourly Task Guidelines, authorize IHSS services, and participate actively in
local care coordination teams.

Wages and benefits will continue to be locally bargained through the Public
Authority with the elected/exclusive union that represents the IHSS care
providers.

County IHSS programs will continue to utilize procedures according to established
federal and state laws and regulations under the Duals Demonstration.

IHSS providers will continue to be paid through State Controller’s CMIPS program.

A process for working with the County IHSS agency to increase hours of support
above what is authorized under current statute that beneficiaries receive to the
extent the site has determined additional hours will avoid unnecessary
institutionalization.

CHG certifies its intention to develop a contract with the County of San Diego to
provide IHSS services to those beneficiaries who are enrolled with the Plan,
effective January 1, 2013. For the first year, CHG agrees to allow eligible IHSS
beneficiaries to select, hire,

fire, schedule and supervise their own care provider; allow San Diego County IHSS
social workers to perform in-home assessments and utilize procedures
established by federal and state laws and regulations; allow the San Diego County
IHSS Agency to increase hours if/when it is determined that additional hours will
avoid unnecessary institutionalization; and allow payment to such providers to be
paid by the State Controller’s Case Management, Information and Payrolling
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System (CMIPS) program. (Please refer to Tab 1, Project Narrative Criteria
Checklist, attached.)

Question 2.2.2

With consideration of the LTSS Framework in Appendix E that emphasizes
consumer choice, and in consideration of the approach taken in Year 1 as
described above, please describe the interaction with the IHSS program through
the evolution of the Demonstration in Years 2 and 3. Specifically address:

CHG will work closely with the San Diego County IHSS Agency in 2012 to develop
an appropriate monitoring and oversight plan to be implemented effective
January 1, 2013, to include:

Development of CHG referral and authorization policies and procedures.

Formation of a Joint Operating Committee (JOC) to review operational issues,
identify process enhancement opportunities and determine education and
training needs.

Based on the results of CHG’s monitoring and oversight activities in 2013, and
after actively participating in regular JOC meetings with the County IHSS Agency
staff, CHG will determine what changes, if any, are needed in years two and/or
three to maximize operational efficiency and reduce cost.

A proposed care coordination model with IHSS, including the referral, assessment,
and care coordination process.

CHG will work with the local San Diego County Public Authority to implement a
care coordination model to include the following components:
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Referral guidelines for initial and extension of services will be in accordance with
current processes based on current IHSS home assessments.

Authorization guidelines for initial and extension of services will be based on
current processes and as necessary to ensure the health and safety of the
member.

Care Coordination of LTSS for plan members.

A vision for professional training for the IHSS worker including how you would
incentivize/coordinate training, including with regards to dementia and
Alzheimer’s disease.

CHG will partner to work with the local San Diego County Public Authority to
provide IHSS worker training. San Diego County Public authority will offer
provider/worker training to a voluntary group of participants using six-week
National Caregiver Training Program modules. Modules cover topics including:

Infection Control

How to Care for Someone on Bed Rest
Personal Care

Tub Baths and Showers

Vital Signs

How to Manage Medications

Safe Wheelchair Use

Nutrition
Taking Care of the Caregiver

Fall Prevention
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Fire Safety

CHG’s partnership with the San Diego County Public Health Authority and a local
community based program will include development of training curricula to
address the needs of patients with dementia and Alzheimer’s. CHG has begun
discussions with staff from the George Glenner Alzheimer’s Centers, a network of
adult day programs who for over 30 years, have served patients with Alzheipags’s9
Parkinson’s and other forms of dementia and memory impairment. Center staff
has agreed to assist CHG in developing curricula and providing staff training as
needed.

A plan for coordinating emergency systems for personal attendant coverage.

In 2013, CHG will work closely with the San Diego County IHSS Agency to develop
a plan for coordinating emergency systems for personal attendant coverage.

Based on the results of CHG’s monitoring and oversight activities in 2013 and
after actively participating in regular JOC meetings with the County IHSS Agency
staff, CHG will determine what changes, if any, are needed in years 2 and/or 3 to
maximize operational efficiency, increase quality of care and reduce costs.

Section 2.3: Social Support Coordination
Applicants must:
Question 2.3.1

Certify that you will provide an operational plan for connecting beneficiaries to
social supports that includes clear evaluation metrics.

CHG certifies that it shall establish and maintain an operational plan for
connecting beneficiaries to social supports that include clear evaluation metrics.
(Please refer to Tab 1, Project Narrative Criteria Checklist, attached.)
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Question 2.3.2

Describe how you will assess and assist beneficiaries in connecting to community
social programs (such as Meals on Wheels, CalFresh, and others) that support
living in the home and in the community.

CHG will continue to assess the need for and assist beneficiaries in connecting to
community social support programs that support living in the home and in the
community as outlined by the following process:

Newly enrolled members will continue to be individually assessed utilizing DHCS
approved procedures for risk stratification and risk assessment for SPDs, available
FFS data, Member Evaluation Tool (MET), and CHG’s HRA risk assessment tool.

Once the individual risk assessment has been completed, the case is reviewed
during weekly case rounds by the ICT.

An individualized, person-centered care management plan is developed by the care
management team to satisfy the member’s continuing health care needs, to include
referrals to appropriate community social support programs, Meals on Wheels,
energy assistance programs, CalFresh, and services for those beneficiaries with
intellectual and developmental disabilities.

Members shall also be assisted by CHG’s Member Services Department (available
to members 24 hours a day/7 days a week). Member Services representatives have
been trained to direct members in need of social, health and disaster services to 2-
1-1 San Diego through a warm transfer. 2-1-1 San Diego is a free resource and
information hub that connects people throughout the county to over 6,000
community services through a stigma-free, confidential, 24/7 phone service and a
searchable online database. CHG’s Behavioral Health Program Manager was one
of the original founders of 2-1-1 San Diego and remains active in promoting 2-1-1
San Diego among CHG’s provider community.

(%geoammunlty Page 21

roup



Question 2.3.3

Describe how you would partner with the local Area Agency on Aging (AAA), Aging
and Disability Resource Connection (ADRC), and/or Independent Living Center
(ILC).

CHG has a well established relationship in place with the local ADRC. The local ADRC has provided
training to CHG’s staff and providers. CHG’s members are referred to the ADRC based on need(s)
identified through the risk assessment process. CHG’s member and provider web pages contain a link to
the ADRC’s web site.

Question 2.3.4

Describe how you would partner with housing providers, such as senior housing,
residential care facilities, assisted living facilities, and continuing care retirement
communities, to arrange for housing or to provide services in the housing facilities
for beneficiaries.

In 2011, CHG led a county-wide effort to train various behavioral health
independent care facilities, the Senior Alliance and Downtown Senior Center, on
the transition of SPD members into managed care. The trainings focused on how
to navigate the healthcare system and the importance of coordinating services
with their clients’ health plan. The Senior Community Collaborative is a group of
leaders serving seniors with services ranging from housing, meals, home
adaptation, transportation, and in home assistance. The Downtown Senior
Center provides daily activities and has a 200 unit housing program. These
educational programs will continue in 2012 and throughout the demonstration
period.

CHG plans to continue working closely with staff at the different senior centers,
LTC facilities, and with the AIS Unit and with the local 2-1-1 San Diego program to
develop and implement processes to coordinate care for members living in these
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facilities. 2-1-1 San Diego keeps and up to date listing of all facilities and
programs serving seniors. Our Behavioral Health Program Manager is the only
health plan representative asked to serve on their Health Leadership Advisory
Board.

Section 3: Coordination and Integration of Mental Health and Substance
Use Services
The Applicant must:

Question 3.1

Describe how you will provide seamless and coordinated access to the full array of
mental health and substance use benefits covered by Medicare and Medi-Cal,
including how you will:

Incorporate screening, warm hand-offs and follow-up for identifying and
coordinating treatment for substance use.

CHG identifies and coordinates treatment for all behavioral health services in the
same manner. CHG’s behavioral health program, which currently serves over
23,000 Healthy Families members and over 1,000 D-SNP members, includes
treatments for both substance use and mental illness. Screening occurs through the
care management process and/or by the member’s PCP. Members may also self-
refer. Once the need is identified, CHG assists the member to obtain a timely
appointment with the most appropriate provider within CHG’s contracted network.
The contracted provider completes the initial evaluation and sends a treatment plan
to CHG. The treatment plan summary is forwarded to the member’s PCP to ensure
coordination of care. CHG’s Behavioral Health Program Manager is part of the
ICT and works closely with care management staff to further facilitate care
coordination. When a member or guardian expresses the need for an immediate
appointment, CHG routinely arranges same-day evaluations. Additionally, CHG’s
practice is to schedule same-day appointments upon discharge from an in-patient
setting.
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Incorporate screening, warm hand-offs and follow-up for identifying and
coordinating treatment for mental illness.

CHG identifies and coordinates treatment for all behavioral health services in the
same manner. CHG’s behavioral health program, which currently serves over
23,000 Healthy Families members and over 1,000 D-SNP members, includes
treatments for both substance use and mental illness. Screening occurs through
the care management process and/or by the member’s PCP. Members may also
self-refer. Once the need is identified, CHG assists the member to obtain a timely
appointment with the most appropriate provider within CHG’s contracted
network. The contracted provider completes the initial evaluation and sends a
treatment plan to CHG. The treatment plan summary is forwarded to the
member’s PCP to ensure coordination of care. CHG’s behavioral health program
manager is part of the ICT and works closely with care management staff to
further facilitate care coordination. When a member or guardian expresses the
need for an immediate appointment, CHG routinely arranges same-day
evaluations. Additionally, CHG’s practice is to schedule same-day appointments
upon discharge from an acute setting.

Question 3.2

Explain how your program would work with a dedicated Mental Health Director,
and /or psychiatrist quality assurance (preferably with training in geriatric
psychiatry).

CHG employs a full-time, dedicated, Behavioral Health Program Manager who has
managed CHG’s behavioral health program since 1993, prior to specialty mental
health being contractually carved out by DHCS. Additionally, CHG has a contracted
Psychiatrist and licensed clinical Psychologist available 24 hours a day/7 days a
week. The Behavioral Health Program Manager works closely with the Contracting
Department to maintain a network of practitioners to meet the needs of CHG’s
members. He is actively involved in the behavioral health and substance use
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community and with Community-Based Organizations and is a resource to the
care management staff in coordinating member’s physical and mental health as
well as in addressing any social issues. Additionally, CHG has contracted with a
Behavioral Health Consultant, who is a licensed Psychologist, and is responsible
for the overall clinical direction of all behavioral health services provided by CHG.
The Behavioral Health Consultant is actively involved in implementing the
behavioral health aspects of CHG’s Utilization Management program including
setting policies, participating in credentialing, reviewing potential denials and
participating in Utilization Management, Clinical Quality Improvement,
Credentialing and Technology Assessment Committees. Additionally, CHG has
identified a physician who is board certified in Family Medicine and Psychiatry
with extensive Geriatric Psychiatry experience who will serve as our Psychiatric
Consultant throughout the Demonstration Project and beyond. The Psychiatric
Consultant is actively involved in our Pharmacy and Therapeutics and Behavioral
Health Committees and will assist in enhancing our Behavioral Health Program to
better serve the needs of the dual eligible members.

Question 3.3
Explain how your program supports co-location of services and/or
multidisciplinary, team-based care coordination.

Care coordination between physical and behavioral health occurs through CHG’s
ICT. CHG’s Behavioral Health Program Manager is an integral member of the ICT.
The ICT, under the direction of CHG’s CMO, also includes care managers,
utilization management staff, a member services representative, a pharmacist,
and a community and preventive services staff member. A member’s behavioral
health needs are included in care discussions. When members are referred to a
contracted behavioral health provider, CHG forwards the treatment plan
summary to the member’s PCP upon receipt.
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Question 3.4

Describe how you will include consumers and advocates on local advisory
committees to oversee the care coordination partnership and progress toward
integration.

CHG maintains a Behavioral Health Advisory Committee that includes the San
Diego County Mental Health Clinical Director, a psychiatric registered nurse,
therapists, Psychologists, a representative from the local health advocacy agency
and, CHG's health services staff. This committee, co-chaired by CHG’s CMO and
Behavioral Health Program Manager, establishes the strategic direction and
recommends policy decisions relating to CHG’s Behavioral Health Program,
including care coordination between physical and behavioral health. CHG will
invite consumers to participate in this committee and will provide transportation
to facilitate participation.

Section 3.2: County Partnerships
Applicants must:

Question 3.2.1

Describe in detail how your model will support integrated benefits for individuals
severely affected by mental illness and chronic substance use disorders. In
preparing the response, keep in mind that your system of care may evolve over
time, relying more heavily on the County in Year 1 of the Demonstration. (See
Appendix G for technical assistance on coordinating and integrating mental health
and substance use services for the seriously affected.)

During the first year of the Demonstration, CHG will provide the scope of
behavioral health services through its contracted behavioral health network of
providers as defined by its D-SNP contract. Beneficiaries with a serious mental
illness or chronic substance use disorders will be referred to the San Diego County
Specialty Mental Health Plan to provide services that are traditionally not part of
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the Medicare scope of services such as targeted care management, rehabilitation
services, crisis intervention, adult residential and crisis residential treatment
services, and psychiatric health facility services. The current signed MOA with the
San Diego County Mental Health Plan will be expanded to include dual eligible
beneficiaries and will stipulate care coordination with CHG and contracted PCPs.

Over time, but no later than January 1, 2015, CHG intends to have a contractual
relationship with the San Diego County Specialty Mental Health Plan to intensify
the care coordination process and will include financial arrangements and
incentives that promote shared accountability for coordination and achieving set
performance objectives. CHG has a strong track record in working with
behavioral health providers, as evidenced by a CHG conducted behavioral health
provider satisfaction survey. In 2011, CHG received a 98% satisfaction rating. CHG
will continue to work with the San Diego County Specialty Mental Health Plan to
facilitate effective collaboration needed to achieve our improved integration goal.

CHG is well-positioned to manage a full range of behavioral health services for
dual eligible beneficiaries. CHG’s behavioral health program currently serves its
D-SNP members and, prior to the State’s carve-out of specialty mental health in
1998, CHG managed comprehensive behavioral health services for its Medi-Cal
members. This extensive expertise with both Medicare and Medi-Cal will serve
dual eligible members well.

Question 3.2.2

Provide evidence of existing local partnerships and/or describe a plan for a
partnership with the County for provision of mental health and substance use
services to the seriously and persistently ill that includes measures for shared
accountability and progress toward integration in the capitated payment by 2015.

In 1998, CHG signed a MOA with the local San Diego County Health and Human
Services Agencies Mental Health Plan Behavioral Health Administration. As a
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function of the MOA, CHG assigned a liaison, the Behavioral Health Program
Manager, to work closely with San Diego County Behavioral Health Services. The
MOA details services to be provided by the Plan and services provided by San
Diego County Behavioral Health Services. Additionally, CHG is the only Medi-Cal
managed care plan that has a contract with San Diego County Behavioral Health
Services for the Healthy Families line of business. This contractual relationship
provides CHG with direct experience in working with San Diego County Behavioral
Health Services. CHG meets with the San Diego County Behavioral Health Services
administrators, contracted providers, and Optum Health, their Administrative
Services Organization (ASO), on a regular basis. CHG will build on these existing
relationships to address services for the seriously and persistently ill, including
appropriate payment mechanisms.

Describe how you will work with County partners to establish standardized
criteria for identifying beneficiaries to target for care coordination.

CHG’s Behavioral Health Program Manager has chaired and continues to chair the
Healthy San Diego Behavioral Health Work Team since its inception in 1998. All
Medi-Cal Managed Care and D-SNP plans participate. This forum will be used to
develop standardized criteria for identifying beneficiaries’ care coordination
needs.

Describe how you will overcome barriers to exchange information across systems
for purposes of care coordination and monitoring.

The Healthy San Diego Behavioral Health Work Team has developed a
Coordination of Care protocol that includes guidelines for use. These tools will be
used to identify and remove barriers and promote the exchange of information
across systems. Multiple training sessions will be conducted targeting physical
and behavioral health providers. CHG’s current process with its D-SNP members
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includes coordination between physical and behavioral health providers 100% of
the time. Upon receiving behavioral health services, CHG staff forwards a case
summary to the medical provider. Pertinent medical information is also shared
with the behavioral health providers on an as needed basis. CHG intends to
implement this process for members who enroll under the Dual Eligibles
Demonstration Project.

Section 4: Person-Centered Care Coordination
The Applicant must:

Question 4.1

Describe how care coordination would provide a person-centered approach for
the wide range of medical conditions, disabilities, and functional limitations,
intellectual and cognitive abilities among dual eligibles, including those who can
self-direct care and also those with dementia and Alzheimer’s disease.

CHG defines a person-centered approach as a set of approaches designed to assist
someone to maximize their independence and quality of life. The model is used
most often as a life planning tool to enable individuals with disabilities to increase
their personal self-determination and improve their own independence. CHG will
continue to coordinate care through a person-centered approach for the wide
range of medical conditions, disabilities, and functional limitations, intellectual
and cognitive abilities among dual eligibles as outlined by the following process:

Members will continue to be assessed in accordance with CHG’s standard
evidence based clinical guidelines and monitored through the care management
program conducted throughout the continuum of care, including but not limited
to the following points of contact: primary care, specialty care, elective hospital
admissions, acute emergency admissions, post hospital discharge planning,
medication management, behavioral health and substance use services, home
health services, and referral to community-based services based on member
needs.
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Assessments are member-centered and provide all covered services. Needs will
be addressed via a seamless approach following DHCS approved procedures for
risk stratification and risk assessment using available FFS data, self-assessment
questionnaires, and CHG’s HRA tool.

Completed assessments are reviewed during weekly case reviews by CHG’s ICT
and an individualized, person-centered care management plan is then developed
to meet the member’s continuing health care needs, based on risk levels and
urgency for health care services. CHG’s ICT consists of our CMO, Director of
Utilization Management Services, Director of Health Care Operations, Behavioral
Health Program Manager, High Risk Care Management Registered Nurses,
Preventive Services Coordinator, Corporate Quality Specialist and Member
Services representation. Care management plans will continue to include
necessary referrals to appropriate community social support programs serving the
needs of patients with dementia and Alzheimer’s disease, including those listed
by the local 2-1-1 San Diego program, the San Diego Regional Center and other
providers of care with expertise in serving members with functional and
intellectual limitations.

Members’ ongoing medical care needs are assessed in accordance with CHG's
standard evidence-based clinical guidelines and throughout the continuum of
care to ensure services are provided in the ideal facility to foster improvement of
clinical outcomes.

Questions 4.2

Attach the model of care coordination for dual eligibles as outlined in Appendix C.
This will not count against any page limit.

Please refer to CHG’s MOC document as shown in Tab 4, Supporting Attachment
C.
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Questions 4.3

Describe the extent to which providers in your network currently participate in
care coordination and what steps you will take to train/incentivize/monitor
providers who are not experienced in participating in care teams and care
coordination.

The PCP plays a pivotal role in care coordination as part of their primary care
duties and responsibilities. PCPs are expected to coordinate primary and
preventive care with care provided by specialists and services received through
community-based agencies. PCPs also provide follow-up care when a member is
discharged from the hospital or the Emergency Room (ER), and work with CHG’s
care management staff to facilitate care transitions.

Care coordination is a critical component of care management which helps to
ensure that members receive needed services as determined by their health
status. A member’s PCP plays a key role in identifying the need and in
coordinating referrals to specialty, ancillary, community-based, and other
services. CHG's care management staff work closely with a member’s PCP to
coordinate transitions in care when needed.

CHG’s primary care contracts require that PCPs designate a case manager to be
the liaison with CHG’s care management staff. CHG’s Provider Manual further
stipulates that PCPs are responsible for ensuring timely care coordination as part
of their scope of primary care services. Each PCP receives a copy of the Provider
Manual, which is also available on CHG’s Provider Extranet. In addition to the
manual, CHG invites PCPs and their case managers to participate in care
management meetings where pertinent topics related to care management are
discussed and shared. Care coordination is also included in the MOC curriculum.
WCom munity
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CHG specialists also play an important role in the care coordination process
through direct communication with the PCP and through active participation with
CHG’s care management staff and ICT.

CHG will monitor its providers’ effectiveness in care coordination by tracking
admission rates to long term custodial care and hospital readmissions using the
Healthcare Effectiveness and Data Information Set (HEDIS) Plan All Cause
Readmission measure. Outlier physicians will be provided with additional training
by care management staff.

Section 5: Consumer Protections
Applicant must:

Question 5.1

Certify that your organization will be in compliance with all consumer protections
described in the forthcoming Demonstration Proposal and Federal-State MOU.
Sites shall prove compliance during the Readiness Review.

CHG certifies that it will comply with all consumer protections as described in the
forthcoming Demonstration Proposal and Federal-State Memorandum of
Understanding (MOU). (Please refer to Tab 1, Project Narrative Criteria Checklist,
attached.)
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Section 5.1: Consumer Choice
Applicant must:

Question 5.1.1

Describe how beneficiaries will be able to choose their primary provider,
specialists and participants on their care team, as needed.

The primary goal of CHG’s current enrollment process is to support the member’s
right to build a care team that addresses their individualized needs. Our Member
Services staff is available 24 hours a day/7 days a week to support members in
this function. If a member chooses an in-network PCP during the initial enrollment
process, this choice is honored. If a member does not choose a PCP, one is
assigned based on address, language spoken, age, etc. If the member does not
agree with our assignment, CHG facilitates an immediate transfer to a new
contracted provider during the new member welcome call or when the member
calls to request a PCP change. CHG’s process already provides members the
opportunity to select the participants of their care team, including choice of in-
network primary and specialty providers, pharmacies, family members, and other
caretakers. If the member’s choice of specialty provider is not within our network,
we try to accommodate the request. CHG understands the importance of
continuity of care for the members during this Dual Eligibles Demonstration
Project. The Enrollment module of our Information System includes fields that
allow us to track the member’s choice of participants in their care team.

Question 5.1.2

Describe how beneficiaries will be able to self-direct their care and will be
provided the necessary support to do so in an effective manner, including
whether to participate in carecoordination services.
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Members are able to self-direct their care through the following processes:
Participating in their care management and care coordination,
Selecting their PCP,

Selecting their in-network obstetrical provider for pregnancy and gynecological
services,

Selecting their specialty providers from the contracted network,
Deciding whether or not to participate in a relevant health education program,

Deciding whether or not to participate in a relevant disease management
program,

Deciding whether or not to accept services or treatments recommended or
offered to them by their physician(s) and health plan, If they are receiving IHSS
services, the ability to hire and fire their IHSS workers,

Newly enrolled members have the right to request continuity of care with their
previous physician if their physician is not contracted with CHG.

Section 5.2: Access
Applicant must:
Question 5.2.1

Certify that during the readiness review process you will demonstrate compliance
with rigorous standards for accessibility established by DHCS.

CHG certifies that during the readiness review process it will demonstrate
compliance with the rigorous standards for accessibility established by DHCS
(Please refer to Tab 1, Project Narrative Criteria Checklist, attached).
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Question 5.2.2

Discuss how your program will be accessible, while considering: physical
accessibility, community accessibility, document/information accessibility, and
doctor/provider accessibility.

CHG is committed to ensuring all members have the maximum accessibility
possible under this program. CHG’s program will ensure maximum accessibility
utilizing the following approaches:

Physical accessibility — CHG ensures members have physical accessibility through

several mechanisms. CHG completes the Physical Accessibility Review Survey
(PARS) with all PCPs and high volume specialist offices, and members are notified
of these results through the Plan’s provider directory. CHG also collaborates with
other health plans through the Healthy San Diego Facility Site Review Workgroup.
Through this collaborative program Medi-Cal PCP accessibility is continuously
monitored on a county-wide basis.

Community Accessibility — CHG ensures community accessibility through its 24

hours as day/7 days a week member services representatives. Community
accessibility needs, once identified, are referred to the Member Services
Department for follow up. CHG works closely with several Community-Based
Organizations including 2-1-1 San Diego services. These services include
programs such as Meals On Wheels, Calfresh, and other community support
programs.

Documentation/Information Accessibility — Document/information accessibility

is achieved through a variety of mechanisms, including but not limited to: (1)
forms documenting initial and periodic assessments, (2) referral and authorization
activities, (3) claims and encounter data submission evidencing the provision of
%Com munity
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care, (4) tracking of all Member Services, Appeals and Grievance and Provider
Services communications and interactions, (5) tracking and trending of timely
access standards and any other data results, determined to be appropriate to
ensure there is reasonable document/information accessibility throughout the
demonstration project.

CHG also utilizes numerous on-line tools and provides access to educational
materials and Plan information for members. Available tools include: large font
format of member materials posted on the web, member newsletters, Physician
Directory Search, TTY services, on-line formulary, health education link, and
mobile storm (health education texts to members). CHG also connects with its
providers and key community partners, including the San Diego Immunization
Registry, and has EHR access to multiple providers. Providers access information
through CHG’s web site in the provider section which links them to provider
alerts, newsletters, health education materials, clinical resources and CHG staff.
Members have access to our web site for Health Education, Quality and Guideline
resources, Grievance Forms, Provider and Hospital Search, Urgent Care Sites and
a Privacy Statement.

Doctor/provider accessibility — CHG currently ensures doctor/provider

accessibility through the Provider Relations Representatives who work with the
applicable provider to remedy any identified issues and/or barriers to access. CHG
also conducts “Mystery Shopper” calls on a regular basis as a way to monitor
appointment access at PCP locations and to ensure appropriate after-hours
availability. CHG also employs a site certification team who works with our
provider network to assess compliance with all physical accessibility, community
accessibility and provider accessibility regulations. This is monitored through
both the Healthy San Diego facility site certification process and CHG’s provider
relations team during site visits.
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Currently CHG monitors accessibility trends through the Member Services and
Appeals and Grievances Departments. The Member Services Department and
Grievance and Appeals Department track member complaints and trends by
category. On a quarterly basis the Service Quality Improvement Committee
(SQIC) reviews the top member complaints and implements corrective action
plans when necessary. This information is then presented to the CQIC who, in
turn, reports to the Board of Directors. Additionally, CHG reviews member
responses to the physician accessibility questions from the Consumer Assessment
of Healthcare Providers and Systems (CAHPS) survey and addresses any identified
accessibility issues.

Question 5.2.3

Describe how you communicate information about the accessibility levels of
providers in your network to beneficiaries.

CHG communicates information about accessibility levels to beneficiaries via its
provider directory, CHG’s website, member newsletters, and daily telephonic
communications with its members. The Plan’s provider directory and online
physician finder tool include the most frequently used accessibility indicators,
such as handicap access.

Section 5.3: Education and Outreach
Applicants must:

Question 5.3.1

Describe how you will ensure effective communication in a range of formats with
beneficiaries.

CHG currently meets the communication needs of its members in the following
ways:
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CHG employs a bilingual staff in English and Spanish, and all Member Services
staff is required to be fluent in English and one of our current Medi-Cal/Medicare
threshold languages (Spanish, Vietnamese, and Arabic).

CHG contracts with the Language Line to provide over the phone interpretation in
more than 140 languages, 24 hours a day/7 days a week.

CHG contracts with The African Alliance for face to face interpretation and Deaf
Community Services for sign language interpretation.

CHG has purchased TTY software to communicate with our hearing-impaired
members directly, implementation will occur within the next three months. This
TTY software will replace our current contract with TTY.

CHG provides member materials in English and Spanish and all other threshold
languages upon request. CHG will also provide member materials in Braille or
audio format upon request. In addition, our members have the capability of

changing the size of the font on our website to accommodate ease of reading.

CHG is in the process of purchasing Text to Speech (TTS) software and will begin
implementation within the second quarter of 2012.

Question 5.3.2

Explain how your organization currently meets the linguistic and cultural needs to
communicate with consumers/beneficiaries in their own language, and any
pending improvements in that capability.

CHG currently meets the cultural and linguistic needs to communicate with
members in their own language through the Plan’s Language Assistance Program
(LAP). The purpose of the LAP is to ensure services, both clinical and non-clinical,
are provided in a culturally competent manner and is accessible to all members,
including those with Limited English Proficiency (LEP), limited reading skills,
hearing incapacity, or those with diverse cultural and ethnic backgrounds.
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The LAP ensures that interpretation and translation services are easily accessible
and available to members in threshold languages, at all points of contact, at no
charge, without using minors or family members (unless requested by the
member). All Language Assistance Services (LAS) are coordinated through
Member Services and are available 24 hours a day. Currently, over 70% of CHG
staff is bilingual in English and other languages. In addition, Member Services
staff speaks English, Spanish, Viethamese and Arabic. Nurses offering advice
through the Plan’s after hours Telephone Advise Nurse Program are also bilingual
in English and Spanish and have access to the language line to assist with other
languages when necessary.

Members are educated on the process to access LAS via our Evidence of Coverage
(EOC), during new member welcome calls, when members contact Member
Services staff for interpreter assistance, and when care is accessed and
interpreter services are not readily available through the provider. If providers do
not have their own arrangement for interpretation services, these are
coordinated through CHG. CHG staff is trained on the Plan’s LAP through annual
staff trainings and a bulletin board which highlights how to access services.
Additional training is provided to key staff that has direct contact with CHG
members: Telephone Advice Nurse Program, Member Services and Health Care
Services. PCPs are trained on CHG’s LAP through various methods such as:
provider manual, provider alerts, newsletters, new provider orientations and
provider staff trainings.

CHG provides a wide array of culturally and linguistically appropriate health
education services through an extensive, countywide network of health education
and promotion providers which include hospitals, community health centers and
Community-Based Organizations. Many services and health education materials
are available in English, Spanish, Vietnamese, Arabic and other languages.
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Since 1982, CHG has participated in the Healthy San Diego Collaborative with the
other Medi-Cal managed care plans in San Diego County. Under the Healthy San
Diego umbrella, the Health Education and Cultural and Linguistic Workgroup has
conducted trainings on a number of topics, including the language access and
cultural and linguistic requirements. The standard protocol at all trainings is to
provide the “Interpreter Services Health Plan Contact Information Sheet.” This
resource for health care providers includes language assistance and contact
information for each health plan.

On a quarterly basis, CHG monitors compliance with the provision of LAS by
tracking utilization of services, member complaints and grievances and reporting
findings through the SQIC. CHG is continually reassessing its linguistic and cultural
needs and will implement improvements when needed. As the language
requirements of our membership change, we will add the needed bilingual staff.

Question 5.3.3

Certify that you will comply with rigorous requirements established by DHCS and
provide the following as part of the Readiness Review:

A detailed operational plan for beneficiary outreach and communication.

An explanation of the different modes of communication for beneficiaries’ visual,
audio, and linguistic needs.

An explanation of your approach to educate counselors and providers to explain
the benefit package to beneficiaries in a way they can understand.

CHG certifies that it will comply with rigorous requirements established by DHCS
and will provide a detailed operational plan, an explanation of the different
modes of communication for beneficiaries’ visual, audio and linguistic needs, and
an explanation of the Plan’s approach to educating counselors and providers to
explain the benefit package to beneficiaries in a way they can understand as part
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of the Readiness Review. (Please refer to Tab 1, Project Narrative Criteria
Checklist, attached.)

Section 5.4: Stakeholder Input

The Application must:
Question 5.4.1

Discuss the local stakeholder engagement plan and timeline during 2012 project
development/implementation phase, including any stakeholder meetings that
have been held during development of the Application.

CHG’s stakeholder engagement plan is already underway. The Plan has been
participating in the AIS Long Term Care Integration Project (LTCIP) for close to ten
years. Since the date of the release of the Dual Eligibles Demonstration Project
RFS, this group’s main focus has been stakeholder involvement. CHG has asked
the LTCIP Stakeholder group to develop a subgroup to serve as the Consumer
Advisory Stakeholder Group for this demonstration project and they have agreed.
Stakeholders have been identified including consumers, health plans, AlS staff,
the Chair of the Southern California local collaborative of CBAS Centers, San Diego
County Behavioral Health Administration, and Advocates.

CHG has also participated in several AIS LTCIP Stakeholder collaborative meetings
this year including January 30", February 8" February 14™, and the AIS LTCIP
Stakeholder Meeting held on February 14", The February 14 meeting included
health plans, IHSS, hospitals, CBAS,

advocates and consumers, Community-Based Organizations, community clinics,
Behavioral Health and LTC representatives. These stakeholders were able to
provide feedback during the application development to all participating health
plans and county representatives.
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On February 2", CHG conducted a focus group with participation from the Dual
Eligible population in the community. This focus group represented various age
groups along with SPDs. The focus group discussion was designed to obtain input
on benefits, communication preferences (i.e. website, newsletters etc.), the
perceived barriers/challenges to accessing services, understanding the program and
services, and grievance processes. The outcome of the meeting was very
informative and the comments will be taken into consideration during the
implementation of the Dual Eligibles Demonstration Project.

CHG’s stakeholder engagement plan for the balance of 2012 will involve ongoing
participation with LTCIP, the Consumer Advocacy Group, attendance at DHCS and
CMS collaborative meetings, and evaluation and implementation of focus group
recommendations, as appropriate.

Question 5.4.2

Discuss the stakeholder engagement plan throughout the three-year
Demonstration.

CHG’s stakeholder engagement plan started in 2011 and will extend throughout
the three-year Demonstration period and will include the following components:

Proactive stakeholders’ involvement, including participation with new focus
groups of Dual Eligible members; ongoing participation on the LTCIP Stakeholders
group; and participation in the Consumer Advisory Stakeholder Group

Sponsoring multiple county outreach and educational meetings to educate
members and their advocates Active involvement of senior CHG staff, such as the
Behavioral Health Program Manager, in program design and implementation
activities
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Partnering with the Consumer Center for Health Education and Advocacy/Legal
Aid Society to provide support and guidance in the development of managed care
awareness and cost containment activities

Conducting member surveys as necessary to ensure adequate education and
training is available to members

Question 5.4.3

Identify and describe the method for meaningfully involving external stakeholders
in the development and ongoing operations of the program. Meaningfully means
that integrating entities, at a minimum, should develop a process for gathering
and incorporating ongoing feedback from external stakeholders on program
operations, benefits, and access to services, adequacy of grievance processes, and
other consumer protections.

CHG has a well established Public Policy Committee which meets quarterly. This
Committee includes consumers and a representative from the Consumer Center
for Health Education and Advocacy/Legal Aid Society. The meeting is chaired by a
CHG Board member and two other CHG Board members are routinely in
attendance. This forum allows for direct stakeholder input to the CHG Board of
Directors and staff. The Public Policy Committee, along with development of one
or more JOCs, is expected to ensure meaningful stakeholder development and
involvement throughout the demonstration project. Additionally, CHG will
continue to work with the AIS LTCIP Stakeholder group and local Healthy San
Diego health plans. Based on input from the stakeholders meetings, CHG will
incorporate feedback as appropriate.
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Section 5.5: Enrollment Process

The Applicant must:
Question 5.5.1

Explain how you envision enrollment starting in 2013 and being phased in over
the course of the year.

CHG supports a passive enrollment model inclusive of all eligible members who
do not opt-out and are enrolled in the managed care program, but can choose to
opt-out after an initial six-month period. This model provides all dual eligible
beneficiaries an opportunity to participate in the new integrated care program
and to access a wider range of services for a limited time. It provides beneficiaries
a designated “trial period” to experience services with the guarantee of opting
out. During this initial enrollment phase, CHG will also have an opportunity to
demonstrate its “value” to the beneficiary, with the goal of CHG achieving a high
retention rate. In this model, education/outreach programs will be necessary to
ensure beneficiary understanding. CHG also supports a phased-in enrollment
process over a 12-month period similar to the mandatory enrollment of SPDs with
enrollment commencing on their birth month.

Question 5.5.2

Describe how your organization will apply lessons learned from the enroliment of
SPDs into Medi-Cal managed care.

During the enrollment of SPDs, CHG Member Services representatives worked
closely with its newly enrolled members to educate them on managed care.
Through the new member orientation call, as expected, the Plan’s average call
length was extended due to the need to answer member specific questions
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regarding referrals, provider network, continuity of care, and formulary issues.
We anticipate that additional time will be needed to properly orient our dual

eligible members. CHG will enhance member materials to meet the needs of its
new dual eligible members. Feedback from the LTCIP Stakeholders group will be
considered when developing Plan materials.

Question 5.5.3

Describe what your organization needs to know from DHCS about administrative
and network issues that will need to be addressed before the pilot programs
begin enrollment.

To help ensure the success of the Demonstration Project, CHG will need access to
information similar to the information provided during the SPD transition — that
is, Medi-Cal FFS clinical data and self assessment information. In addition, to the
extent available, some or all of the following information and cost of care data
will be needed:

All CBAS nurse assessments, IHSS cost and case notes, case and progress summary
notes from the centers for eligible members, outstanding Treatment
Authorization Requests (TAR) and LTC placement information

Behavioral health utilization (to assist CHG in identifying members needing care
within our network or those who would benefit from services through the San
Diego County Specialty Mental Health Plan)

Medicare encounter and pharmacy data

Complete details of the current contractual arrangements with all IHSS and LTC
providers. This information should include the current contractual rates paid by
the State of California for these services along with a complete list of the
contracted providers in San Diego County
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Capitation rates must be provided early in the demonstration planning process. It
is difficult to design additional benefits, determine staffing levels and properly
plan for the transition of new members without the benefit of rate information.
We respectfully request that rate discussions begin immediately after site and
county selection.

Section 5.6: Appeals and Grievances

Applicants must:

Question 5.6.1

Certify that your organization will be in compliance with the appeals and
grievances processes for both beneficiaries and providers described in the
forthcoming Demonstration Proposal and Federal-State MOU.

CHG certifies that it will fully comply with the appeals and grievances processes
described in the forthcoming Demonstration Proposal and Federal-State MOU.
(Please refer to Tab 1, Project Narrative Criteria Checklist, attached.)

Section 6: Organizational Capacity
The Applicant must:

Question 6.1

Describe the guiding principles of the organization and record of performance in
delivery services to dual eligibles that demonstrate and understanding of the
needs of the community or population.

CHG has been operating successfully for the past 30 years. The guiding principles
of the organization have always been to provide high quality and cost effective
care to our members in San Diego County. Our health plan grew out of a FQHC
background with a mission to provide culturally competent quality health care to
our members. CHG is and has been NCQA accredited for more than ten years. In
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2011, CHG tied for #1 as the best Medicaid Health Plan in California by Consumer
Reports. CHG has the background, knowledge and community affiliations needed
to meet any/all current and future member needs. Due to our traditional and
safety net status and HEDIS scores we will receive the highest percentage of auto-
assigned Medi-Cal membership in San Diego County during 2012.

CHG is the largest government-funded program health plan in San Diego County
serving more than 139,000 total members among all of our lines of business,
including over 2,000 dual eligible members who voluntarily enrolled in our plan,
and over 1,000 Medicare D-SNP members. CHG believes the DHCS Dual Eligibles
Demonstration Project mirrors the population we have historically served and
continue to serve today. The Plan’s focus will continue to be on providing
culturally and linguistically sensitive services along with the provision of high
quality and cost-effective health care services. CHG has demonstrated its
knowledge and understanding of its members’ population in San Diego County
and works closely with community advocacy groups, providers and community
service agencies that have traditionally served its members’ needs.

CHG staff are active participants in several stakeholder committees at the local
HHSA level including: Healthy San Diego’s Joint Professional and Consumer
Advisory Committee, Behavioral Health Work Team (CHG staff act as chairman),
Regional Center Work Teams (CHG staff act as chairman), Health Education and
Cultural Linguistic Workgroup, Facility Site Review Workgroup, Quality
Improvement Sub-committee (CHG act as chairman), Health Plan Work Group
(CHG act as co-chairman), and California Children’s Services Work Group. These
work groups allow the Plan to hear directly from the consumer, advocacy groups,
county staff and other Medi-Cal health plan representatives. The information
CHG receives from its community involvement allows the Plan to better serve the
full needs of its current members.
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CHG is governed by a nine-member Board of Directors. Our Chief Executive
Officer (CEO) reports directly to the Board of Directors. Reporting to the CEO are
the Chief Medical Officer, Chief Financial Officer, Chief Operations Officer, Chief
Regulatory and Legal Affairs Officer and Chief Information Officer. Participation in
the Dual Eligibles Demonstration Project is seen as a company-wide endeavor
starting with the Board of Directors. Internal monitoring and reporting will occur
at the Executive and management levels through divisional reports. The Board
will be updated on progress monthly through the CEO’s monthly report to the
Board of Directors, monthly Board of Directors meetings and Educational
Programs Committee Meetings.

CHG is committed to recruiting the additional staff resources and expertise
needed to succeed under this Demonstration Project. The Plan will use internal
monitoring audits, HEDIS and CAHPS scores, provider satisfaction feedback,
member services reports and utilization benchmarks to monitor the program.

Question 6.2

Provide a current organizational chart with names of key leaders.

CHG’s current organizational chart, with names of key leaders, is attached. (Please
refer to Tab 4, Supporting Attachment A.)

Question 6.3

Describe how the proposed key staff members have relevant skills and leadership
ability to successfully carry out the project.
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The key to CHG’s success is its leadership. CHG’s CEO, Norma Diaz, MBA, has
been with CHG for 30 years (since its inception) and in her current position since
2002. Ms. Diaz has a total of 36 years of health care experience and is joined by a
seasoned senior management team with many years of managed care experience.
Many other CHG employees, both in management and front-line staff, have had a
long tenure with the Plan and have “lived through” the implementation of several
extensive projects similar to the Dual Eligibles Demonstration Project from the
inception phase through completion. The following will be key Executives in
CHG’s successful implementation of the Dual Eligibles Demonstration Project:

Bill Rice, CPA, Chief Financial Officer, has over 25 years experience in health
care and has been with CHG for over seven years. He has overall financial
responsibility of the organization, including meeting regulatory financial standards,
revenue and cost controls, and financial reporting.

Edward D. Hutt, MD, MBA, Chief Medical Officer, has over 26 years experience
In managing both Medicaid and Medicare membership and has been with CHG for
over four years. He leads CHG’s Health Care Services Department and has
developed close working relationships with our provider community and health
care facilities with multiple levels of care. Dr. Hutt’s clinical team is actively
engaged in discharge planning, care management and ensures that members are
linked to community resources and necessary care across the continuum of care.

Mike McGarrigle, MBA, Chief Operating Officer, has over 20 years health care
experience including Medicaid and Medicare and was most recently the Chief
Operating Officer of Aetna in Philadelphia, PA. He will lead CHG’s
implementation of the Dual Eligibles Demonstration Project and will be supported
by the entire CHG Executive and management team.

Ann Warren, MA, Chief Regulatory and Legal Affairs Officer, has over 25 years
health care experience, including behavioral health, and has been with CHG for
over 17 years.

Her role is to continue to represent CHG at state level meetings, as well as actively
participate with CHG’s CEO at California Association of Health Plans (CAHP) and
Local Health Plans of California (LHPC) meetings. She will ensure that CHG
remains current on all regulations and legislation impacting this program for full
compliance.
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Jonathan Tamayo, BS, Chief Information Officer, has 30 years experience in
health care and has been with CHG for over 17 years. He is in charge of technical
support, system configuration, enrollment, encounters, Electronic Data

Interchange (EDI) and new technologies that support CHG's programs.

Nora Pintado, MHA, Director of Health Plan Operations, has over 29 years of
health care experience and has been with CHG for over 25 years. She has more
than 20 years of experience in member service and advocacy matters. She has
vast experience in the development and implementation of strategies to achieve
member satisfaction and retention.

Martha Jazo-Bajet, RN, MPH, Director of Utilization Management Services, has
been with CHG for 30 years and oversees utilization management, care
management, and cultural and linguistic services. She was a founding member of
Healthy San Diego and, for over 10 years, has been the chairperson of the Healthy
San Diego Quality Improvement Sub-Committee.

Noreen Koizumi, PharmD, Director of Health Care Operations, has been with
CHG for 30 years. In addition to her health care duties, she is responsible for the
provision of pharmacy services to CHG’s members. She manages CHG’s contract
with MedIlmpact Healthcare Systems, Inc., CHG’s Pharmacy Benefits Manager of
18 years who has national expertise in providing Part D and Medi-Cal/Medicaid
benefits.

Carole Anderson, RN, MEd, Corporate Quality Director, has over 40 years of
health care experience and has been with CHG for over 18 years. She is
responsible for the development and overall implementation of the organization’s
quality management program, including establishing organizational goals related
to quality improvement strategies and activities, and recommending and
implementing an organization-wide improvement approach/process.

George Scolari, Behavioral Health Program Manager, has been with CHG for 15
years. George managed CHG’s behavioral health services program prior to 1998,
when behavioral health was contractually carved out of CHG’s DHCS contract. He
continues to manage the behavioral health program for CHG’s D-SNP and Healthy
Families members.
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Most of CHG’s employees live and work in the San Diego community. As such,
many CHG employees have developed professional, face-to-face relationships
with providers, community clinics, hospitals, community-based organizations and
local and state government agencies. CHG employees serve on committees, task
forces, and boards of some of these organizations, and, in many cases, in
leadership roles. This high level of community involvement will also help CHG to
successfully implement and manage this Dual Eligibles Demonstration Project.

Question 6.4

Provide a resume of the Duals Demonstration Project Manager.

Please refer to Tab 4, Supporting Attachment B.

Question 6.5
Describe the governance, organizational and structural functions that will be in
place to implement, monitor, and operate the Demonstration.

CHG is governed by a very active and engaged nine-member Board of Directors.
Board members are involved on a monthly basis through their various Board and
Committee assignments. Day-to-day decisions are and will continue to be the
responsibility of the CEO, Executive, and management staff, which includes active
oversight and monitoring of work produced by managers, supervisors and staff.

On a functional level, the CEO and senior team will oversee development and
implementation of all necessary changes to existing program policies, procedures
and processes, as well as, staff recruitment, development of internal and external
monitoring and oversight programs, participation with DHCS, CMS, local public
agencies and other stakeholders, and such other program enhancements as are
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needed to ensure successful implementation commencing on January 1, 2013 and
throughout the term of the Dual Eligibles Demonstration Project.

Section 6.2: Operational Plan
Question 6.2.1

Provide a preliminary operational plan that includes a draft work plan showing
how it plans to implement in 2013 and ramp up in the first year.

CHG is actively developing a formal work plan to ensure the successful
implementation of the Dual Eligibles Demonstration Project commencing on
January 1, 2013. The implementation will be under the direction of its COO, who
in turn is supported by the CEO and experienced Executive and management
team. Each operational area within CHG will play a critical part to the success of
this implementation. The post implementation monitoring will include reporting
from each department which will identify any critical components needing
modification. CHG will build upon the knowledge and experience gained in the
first year of operation and will highlight its outcomes through medical
management utilization and cost, quality, member surveys, provider surveys and
tracking of complaints and grievances. This will become the foundation upon
which future program improvements will be introduced in years 2 and 3 of the
Dual Eligibles Demonstration Project.

Until such time as the final work plan is in place, the following preliminary
operational plan will serve as the controlling document:

Roles and Responsibilities of key staff for implementation:
Norma Diaz, MBA — Chief Executive Officer
Bill Rice, CPA — Chief Financial Officer

Mike McGarrigle, MBA — Chief Operating Officer
Page 52
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Jonathan Tamayo, BS — Chief Information Officer

Edward D. Hutt, MD, MBA — Chief Medical Officer

Ann Warren, MA — Chief Regulatory and Legal Affairs Officer

Paty Urbina — Human Resources Manager

Martha Jazo-Bajet, RN, MPH — Director of Utilization Management Services
Noreen Koizumi, PharmD — Director of Health Care Operations

George Scolari — Behavioral Health Program Manager

Nora Pintado, MHA — Director of Health Plan Operations

David Ritchie, BA — Director of Contract Administration

Francisca Chavez, MBA — Regulatory Affairs Manager/Compliance Officer

Upon selection as a Dual Eligibles Demonstration Project participant, CHG will
immediately implement the following processes:

Continue with an internal pre-readiness assessment and activities to include
training internally on LTSS, LTC, IHSS, CBAS, and MSSP. CHG has established
partnerships including San Diego County agencies, advocates and other health
plans as part of this new Dual Eligibles Demonstration Project. CHG had a very
successful implementation with the mandatory enrollment of the SPD population.
The success of this implementation was due to our proactive involvement with
DHCS, San Diego County agencies, Healthy San Diego work teams, community
advocates, key stakeholders and potential members.

Major Implementation tasks to include:
Human Resources — Staffing assessment and recruitment of needed staff.

Information Systems Configuration — Evaluation and assessment of needed
upgrades or other tools to ensure proper internal and external reporting:
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Electronic Testing Plan with DHCS/CMS (Eligibility, Encounters and FFS Utilization
files, Capitation File) to ensure connectivity of data exchange.

Identification of State and Federal Reporting requirements — Confirmation with
DHCS and CMS for all other types of reporting.

Evaluation of Provider Network adequacy — Secure additional provider contracts
as needed.

Contract with County Agencies (AlS, San Diego County Public Authority,
Behavioral Health, IHSS and others).

Update Policies, Procedures and Processes — Review and evaluate all policies,
procedures and processes and modify as needed.

Continue participation in Stakeholder meetings - LTCIP, IHSS, LTSS and Behavioral
Health.

Develop and implement training plans, to include:
Enrollment, Claims, Member Services, Provider Relations, Medical Management.
Develop internal and external communication plans, to include:

Internal — Employee communication — CHG will ensure all employees are trained
and updated on a regular basis. This will be accomplished via monthly
departmental staff meetings, employee newsletters, and Intranet updates.

External — Provider, Member and Advocate/Stakeholders — CHG will continue to
work closely with our provider network to ensure a seamless transition for the
members. CHG will continue to communicate through Provider Alerts, provider
newsletters, face to face meetings, case managers meetings, and all standing
committees that include providers. CHG will continue to send out member
newsletters, complete outreach calls, keep its website up to date, meet regularly
with the Public Policy Committee and with numerous advocates and Community-
Based Organizations. Additionally, CHG will continue to play an active role with
the AIS LTCIP Stakeholder group.
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Review, assess and implement IS programs and other technology improvements,
to include:

Enrollment Module — Membership accounting.

Provider Module — Reports provider participation along with providers’
demographics and affiliations, and capturing languages membership capability.

Finance Module — Captures all provider claims payments.
Claims Module — Adjudication of all claims.
Phone System — Members’ and providers’ calls.

Care Management system — Providers’ prior authorization requests and risk
stratification.

Development of a detailed implementation schedule, to include all relevant tasks
and timeliness by April 1, 2012 to ensure the Plan is 100% compliant as of January
1, 2013.

The Project Manager will monitor the progress of the Dual Eligibles
Demonstration Project to ensure all tasks and deliverables of the work plan are
met on time. Additionally, CHG will create a critical issues log to include:
Reporting and Tracking:

Weekly Implementation Task Force Meetings
Operations Weekly Meeting
Monthly and Quarterly Reporting

Executive Leadership Meetings
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Question 6.2.2
Provide roles and responsibilities of key partners.

CHG has established key partnerships in our Medi-Cal and D-SNP programs. CHG
has oversight of all the vendors to ensure compliance with State and Federal
regulations.

AlS — provides services to older adults, people with disabilities and their family
members, to help keep clients safely in their homes.

Behavioral Health Services and Network — consisting of over 200 providers
offering multiple behavioral health specialties and languages, providing both
Mental Health and Substance Use services (overseen by separate County entities).

California Paratransit — for non emergency transportation.

HHSA —the Agency provides a broad range of health and social services,
promoting wellness, self-sufficiency, and a better quality of life for all individuals
and families in San Diego County.

IHSS — provides homemaker and personal care assistance.
Language Line Services — language assistance line.
Liberty Dental — offers basic dental services to our Medicare recipients.

Medlmpact Healthcare Systems, Inc. —is the Plan’s Pharmacy Benefits Manager
administrator which is offered to both our Medicaid and Medicare enrollees.

Participating Physicians and Hospitals — consisting of all contracted physicians and
specialists, hospitals, FQHCs, Home Health Agencies and Ancillary providers.

CHG has contracts with the following hospitals in San Diego County for Medi-Cal:
Alvarado Hospital, Fallbrook Hospital, Palomar Hospital, Paradise Valley Hospital,
Pomerado Medical Center, Rady Children’s Hospital of San Diego, Scripps Mercy
Chula Vista, Scripps Memorial Encinitas, Scripps Green Hospital, Scripps Memorial
La Jolla, Scripps Mercy Hillcrest, Sharp Chula Vista Medical Center, Sharp Mary
Birch Hospital, Sharp Memorial Hospital, Tri-City Medical Center. CHG contracts
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with the following hospitals for our Medicare line of business: Alvarado Hospital,
Fallbrook Hospital,

Palomar Hospital, Paradise Valley Hospital, Pomerado Medical Center, Rady
Children’s Hospital of San Diego, Scripps Mercy Chula Vista, Scripps Memorial
Encinitas, Scripps Green Hospital, Scripps Memorial La Jolla, Scripps Mercy
Hillcrest, and Tri-City Medical Center.

San Diego County Public Health Authority.

Vision Service Plan (VSP) — which offers basic eye exams and eye wear to both our
Medicaid and Medicare members.

Question 6.1.3
Provide a timeline of major milestones and dates for successfully executing the
operational plan.

Under the supervision of the Project Manager, the following is the timeline:

April through June 2012 (Second Quarter)

Implement weekly Dual Eligible Task Force Meetings for entire year
Identify Benefit configuration requirements and develop implementation of plan

Initiate Public Agency contracting — AlS, IHSS, CBAS, San Diego County Public
Authority, San Diego County Behavioral Health Services

Update Marketing Plan

Continue meeting with Consumer Advocates/Stakeholders

Prepare and submit monthly progress reports to DHCS and CMS, as applicable
Develop staffing assessment and recruitment plan

Update CHG’s website
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July through September 2012 (Third Quarter)

Finalize Benefit Configuration Testing

Finalize Public Agency contracting

Develop Provider Communication plan

Begin testing of 820 ANSI, Enroliment and Utilization files with DHCS
Complete all updates to policies and procedures

Begin staff recruitment process

Continue to meet with Consumer Advocates/Stakeholders

Prepare and submit monthly progress reports to DHCS and CMS, as applicable

October through December 2012 (Fourth Quarter)

Load Enrollment files

Finalize hiring of new staff

Confirm all State reporting requirements

Complete training of all staff members

Implement Provider Communication plan

Initiate Provider staff training and education plan

Finalize and implement Member Communication plan
Continue Meeting with Consumer Advocates/Stakeholders

Prepare and submit monthly progress reports to DHCS and CMS, as applicable
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Question 6.1.4

Certify that the Applicant will report monthly on the progress made toward
implementation of the timeline. These reports will be posted publicly.

CHG certifies that it will report monthly to DHCS regarding the progress of
implementation of the Dual Eligibles Demonstration Project. (Please refer to Tab
1, Project Narrative Criteria Checklist, attached.)

Section 7: Network Adequacy
The Applicants must:

Question 7.1
Describe how your organization will ensure that your provider network is
adequate for your specific enrollees.

CHG continuously monitors its provider network in accordance with the following
standards:

CHG uses the DHCS standard of 10 miles or 30 minutes to determine member
geographic proximity to physicians.

CHG uses the CMS HSD 2013 tables to ensure adequate network coverage. In
addition:

CHG tracks physicians’ age restrictions

CHG’s Contracting Department works with CHG clinical staff to identify any gaps
in coverage for contract consideration.

CHG reports the findings to DHCS semi-annually for:
Over 500 Medi-Cal PCPs and over 300 Medicare PCPs (unduplicated)

¥ Community page 9

rouwp



Over 2,000 Medi-Cal specialists and over 1,000 Medicare specialists
(unduplicated)

In addition, CHG also conducts on-site inspections of current and prospective
PCPs to, in part, assess their ability to accommodate members with special needs.
Disabled access indicators are included in the Medi-Cal Provider Directory.

Question 7.2
Describe the methodologies you plan to use (capitation, Medicare rates, extra
payments for care coordination, etc.) to pay providers.

Depending upon the type of provider, CHG may decide to use a mix of value
based Pay for Performance (P4P) models in addition to traditional Medi-
Cal/Medicare FFS, Case Rates, Daily Per Diems, DRGs, and other methodologies as
may be appropriate. CHG currently uses HEDIS and member retention P4P
incentives for PCPs and EDI incentives for providers.

Question 7.3
Describe how your organization would encourage providers who currently do not
accept Medi-Cal to participate in the Demonstration project.

In addition to offering contracts to selected providers at competitive rates, CHG
may elect to design P4P incentives as a way to encourage providers and
organizations to participate in the Demonstration project. A P4P methodology
could be used for member retention, EDI record submission, ER utilization and
HEDIS performance.
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Question 7.4
Describe how you will work with providers to ensure accessibility for beneficiaries
with various disabilities.

As currently offered to D-SNP members, CHG’s MOC includes the following tools
to assist the disabled, when appropriate:

Provider directories which include disability access symbols

PCP site disability access assessments via Healthy San Diego in collaboration with
other health plans in San Diego County

Wheelchairs

TTY service linked to CHG’s Member Services Department.
Home Physician visits

Home Health agency services:

High-Tech nursing

Medical Social Work

Respite Care

Physical Therapy (PT)/Speech Therapy (ST)/Occupational Therapy (OT)
Home Phlebotomy service

In-Home Infusion service

In-Home Diagnostic Imaging provider

In-Home Respiratory Therapy

Non-emergency transportation to healthcare providers

Language assistance, face-to-face and telephone
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Braille printed and audio recordings

In-Home Health Education

Question 7.5

Describe your plan to engage with providers and encourage them to join your
care network, to the extent those providers are working with the Demonstration
population and are not in the network.

To the extent providers are actively working with Dual Eligibles, CHG may elect to
offer LOAs or contracts with the addition of P4P incentives as a way to encourage
those providers and organizations to participate in the Demonstration Project.
P4Ps could include those we currently have in place for member retention, EDI
record submission, ER utilization and HEDIS performance.

Question 7.6

Describe proposed subcontract arrangements (e.g., contracted provider network
pharmacy benefits management, etc.) in support of the goal of integrated
delivery.

CHG’s integrated delivery system is currently comprised of services which can also
supplement the LTSS program. The following providers (unduplicated) support
CHG’s network of over 500 Medi-Cal PCPs (over 300 Medicare PCPs), and over
2,000 Medi-Cal specialist physicians (over 1,000 Medicare specialist physicians)
are supported by the following extended network, consisting of:

Supplemental In-Home Supportive Services In-Home Physician group.
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Home Health agencies with High-Tech Nursing, Medical Social Workers, PT/OT/ST,
Wound Care and Respite Aide.

In-Home Phlebotomy agency.
In-Home Infusion provider.

In-Home Diagnostic Imaging provider.

Durable Medical Equipment provider that includes equipment delivery to homes.
Home Hemodialysis provider.

Home Respiratory Therapy provider.

Supplemental Long Term Care Services:

SNFs.

Sub-Acute Nursing Facilities.

Hemodialysis centers.

LTACHs with Intensive Care Units (ICU), a surgery suite, Intubation and Dialysis.

Reference Laboratory.

Other Network Providers of Service:
Pharmacies subcontracted via Pharmacy Benefits Manager (PBM).
Diagnostic and Therapeutic Imaging Centers.
Health Education providers.
General acute hospitals throughout San Diego County.
Community Clinics countywide, including rural areas.
Hospice providers.
¥ Community
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Independent Physician Association.

Language Assistance Providers, face-to-face and telephonic.
Specialty Laboratories, including Genetic and biotechnology testing.
Physical Therapy networks.

Ambulatory Infusion Center.

Vision Care network.

SMS Text provider for appointment/service reminders.
TTY service via CHG’s Member Services Department.

Behavioral Health Providers.

Question 7.7

Certify that the goal of integrated delivery of benefits for enrolled beneficiaries
will not be weakened by sub-contractual relationships of the applicant.

CHG certifies its provider network adequately meets the needs of all enrolled dual
eligibles within the current scope of dual eligible benefits and will not be
weakened by sub-contractual relationships. (Please refer to Tab 1, Project
Narrative Criteria Checklist, attached.)

Question 7.8

Certify that the plan will meet Medicare standards for medical services and
prescription drugs and Medi-Cal standards for long-term care networks and
during readiness review will demonstrate this network of providers is sufficient in
number, mix and geographic distribution to meet the needs of the anticipated
number of enrollees in the service area.
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CHG certifies that Medicare standards for medical services and prescription drugs
and Medi-Cal standards for long-term care networks will be met and, during
readiness review, will demonstrate this network of providers is sufficient in
number, mix, and geographic distribution to meet the needs of the anticipated
number of enrollees in the service area. (Please refer to Tab 1, Project Narrative
Criteria Checklist, attached.)

Question 7.9

Certify that the Plan will meet all Medicare Part D requirements (e.g., benefits,
network adequacy), and submit formularies and prescription drug event data.

CHG certifies that all Medicare Part D requirements (e.g., benefits, network
adequacy) will be met and will submit formularies and Prescription Drug Event
(PDE) data. (Please refer to Tab 1, Project Narrative Criteria Checklist, attached.)

Section 7.2: Technology

The Applicant must:

Question 7.2.1

Describe how your organization is currently utilizing technology in providing
quality care, including efforts of providers in your network to achieve the federal
“meaningful use” health information technology (HIT) standards.

CHG utilizes various modes of technology in monitoring and providing quality of
care. CHG developed and uses an automated customized care management
system to document and track clinical and quality of care measures for members
with high risk conditions. This system is currently used to meet all DHCS SPDs
reporting criteria and also incorporates established standard evidence-based
guidelines to improve quality of care and documentation. CHG’s provider web
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portal includes access to the following tools: HEDIS pop-up reminders that alert
PCPs of missing services needed for members during eligibility verification; a
direct HEDIS encounter submission portal that allows providers to directly submit
missing data for these HEDIS measures; a module to directly enter CHDP
encounters; on-line access to grievance and appeals filings; provider directory
search; and a prior authorization portal which allows providers to submit referrals
for authorizations with auto approval of specific requests. CHG also has access to
TTY services for members with hearing impairment.

Additionally, CHG has web-based access to on-line look-up for immunizations
through the San Diego Immunization Registry, and for lab results from our lab
vendor Quest. CHG has direct EDI interfaces with various providers for claims
payment and has electronic access to files from our vision services vendor VSP
and our PBM MedIimpact Healthcare Systems, Inc. Via provider EHR systems, care
management staff has on-line access to our members’ health information when
admitted to certain area hospitals and providers and are working toward
obtaining electronic access to all key providers serving our members countywide.
Through our San Diego County Medi-Cal Managed Care Collaborative, Healthy San
Diego, CHG is part of the Facility Site Review Work Team who utilizes and tracks
site certification via an on-line module. Plans use on-line templates to document
site review results, corrective action and full certification.

Many of our contracted providers are members of the San Diego County Medical
Association who are working with their members to enhance electronic
connectivity and assist physicians with meaningful use. The San Diego Council of
Community Clinics is very engaged with member clinics, assisting them with EHR
selection, implementation and meaningful use education and expertise.
Additionally, a contracted IPA is working with their MSO to select an EHR and
prepare for meaningful use, including expert on-site visits from their vendor who
works with the provider offices to assist in their implementation and meeting
meaningful use. CHG has also participated in provider training sessions from one
of the chosen EHR vendors.
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CHG is committed to partnering with other providers and IPAs on Health
Initiatives during this Dual Eligible Demonstration Project to ensure patient safety,
secure patient access to their personal health information and have the ability to
share health information with providers of care. Currently the Plan continues to
request remote access with other providers to align with the statewide health
information exchange and technology infrastructure. CHG is committed to
improving healthcare outcomes and reducing medical costs and will work with
providers and stakeholders on integrating and synchronizing the planning and
implementation of EHRs that will help our provider network meet the meaningful
use criteria.

Question 7.2.2

Describe how your organization intends to utilize care technology in the duals
Demonstration for beneficiaries at very high-risk of nursing home admission (such
as telehealth, remote health vitals and activity monitoring, care management
technologies, medication compliance monitoring, etc.)

CHG intends to utilize care technology for beneficiaries at very high risk of nursing
home admission by focusing on members with key chronic conditions that may
benefit from remote health vitals and activity monitoring. These services have
the potential for improved outcomes. Chronic diseases to be considered include:
CHF, Diabetes, COPD, and Hypertension.

Care technology services include timely transmission and remote interpretation of
patient data for follow-up and preventative interventions by providers. This
communication facilitates a productive interaction between the patient and their
provider in order to achieve improved treatment results such as: improved
recovery, better management of their diseases, improved quality of life and
reduction in inappropriate ER or acute care services.
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As CHG researches the variety of care technology programs, attention will be
placed on key areas to ensure positive outcomes to include:

A process for accurate data collection in digital format,
An electronic medical record for data incorporation and remote transmission,
A set of protocols for distant data analysis,

A variety of communication tools to permit effective dialogue between patients
and their providers, and

A system for automatically flagging and providing feedback for outlier data.

CHG is also exploring the feasibility of utilizing telehealth services through a
contracted community health center that currently utilizes a telehealth program
for key behavioral health conditions.

Question 7.2.3

Describe how technologies will be utilized to meet information exchange and
device protocol interoperability standards (if applicable).

CHG will work closely with our provider network on current technologies to meet
the information exchange advances. CHG will collaborate with plan providers to

research the use of Food and Drug Administration (FDA) approved tele-medicine

options that are in full compliance with the interoperability standards.

CHG will examine the quality and cost impacts on specific vital Medicare and
Medicaid services, and consider options to integrate the use of technology for
members receiving IHSS and other home based LTSS. When this technology
becomes affordable and generally available, providers may receive clinical
information transmitted by phone or computer resulting in the following possible
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outcomes: support for disease management programs and reduction in
inappropriate ER costs. Attention will be given to researching physiologic tele-
monitoring services that are home based and are easy to use by the patient,
family and/or caregiver.

Examples of physiologic tele-monitoring services to be considered may include:
body weight and blood glucose monitoring.

Section 8: Monitoring and Evaluation

The evaluation will examine the quality and cost impacts on specific vital
Medicare and Medicaid services, including the integration on IHSS and other
home-and community-based LTSS. Therefore, the Applicant must:

Question 8.1
Describe your organization’s capacity for tracking and reporting on:

Enrollee satisfaction, self-reported health status, and access to care,

CHG currently collects and analyzes data on enrollee satisfaction, self reported
health status and access to care results from a variety of sources including:

Enrollee satisfaction-CAHPS survey,
Self reported health status-Health Outcomes Survey (HOS),
HEDIS chart reviews,

Access to care-grievance, appeals, member disenrollments, and requests to
change PCPs.

CHG also conducts member interviews on targeted health education campaigns
through plan members who participate in the plan’s Public Policy Committee.
CHG also conducts GNAs and identifies health education needs. Additionally, CHG
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captures self-reported health status and access to care data through processes
implemented during the transition of the SPD membership. CHG will continue to
use the DHCS provided MET, FFS data and the Plan’s tool to stratify member risk
and identify members’ health care needs. CHG will continue to conduct Initial
Health Assessments (IHAs) to identify member needs proactively. Results of these
reviews are reviewed by CHG’s ICT for clinical/social/community identification of
needs and shared with the members, their PCP and other providers of care as
needed (such as LTSS providers).

Uniform encounter data for all covered services, including HCBS and behavioral
health services (Part D requirements for reporting PDE will continue to be
applied)

CHG collects encounter data from multiple sources. These sources include claims
encounter data, FFS claims data, state CBAS data, vision claims, pharmacy data,
and lab data. All of the data is logged and tracked through multiple reports and
logs with summary reports being reviewed on a scheduled basis. All of the data
received by CHG is first processed through rigorous front end edits to ensure
quality of data before being processed into the primary encounter data systems.
Edit reports are sent back to our trading partners when discrepancies in the
guality or timing of submission of the data is insufficient. Internal tracking of
encounter data by trending the amount by each category by month are also used
to determine patterns of submission by our trading partners.

External reports from our HEDIS vendor, DHCS and CMS are also used to set goals
on improving the process to meet the required quality measures and standards.
All the data is sorted and organized in a data warehouse and reported to each of
the respective regulatory agencies. Medi-Cal encounter data is sent monthly using
the DHCS format and CHG has demonstrated a consistent error rate of less than
one percent (1%) based on feedback reports provided by DHCS.
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Over the past few years, CHG’s HEDIS scores have steadily improved as a result of
CHG’s efforts to work with providers. Activities included outreaching to members
to ensure compliance with needed services, correct documentation of services
provided, and improvement in encounter data submission. CHG has also been
proficient in reporting Medicare encounter data by developing and utilizing a
custom Risk Adjustment Processing application to send diagnoses clusters to CMS.
CHG has increased its capture of relevant diagnoses through the strict adherence
to quality measures and the use of this application. CHG will continue to review all
of its data processes to ensure quality at all levels as we strive to achieve
excellence in all HEDIS measures.

CHG participated in the DHCS SB 208 Workgroup as a health plan participant.
CHG, along with other stakeholders, provided feedback on the new contract
requirements related to encounter data. CHG continues to work in collaboration
with DHCS on this project and provide ongoing input.

CHG has successfully reported PDE data and will continue to report to CMS as
required. CHG’s PDE rejection rate for contract year 2011 was six hundredths of
one percent. Working closely with its contracted Pharmacy Benefits Manager,
CHG has maintained a PDE rejection rate of less than one percent every year since
it was first awarded a D-SNP in January 1, 2008.

Condition-specific quality measures

CHG tracks condition-specific quality measures through HEDIS and NCQA
standards. CHG has a dedicated Total Quality Integration Management team
comprised of representatives from all departments dedicated to data collection,
analysis and outcome review with the focus of improving health care outcomes.
This information is also reported through the CQIC for recommendations and
clinical interventions. CHG tracks chronic diseases through the Plan’s disease
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management program. Members with chronic diseases (i.e., COPD, CHF, Asthma
and Diabetes) are tracked and receive targeted intervention based on the severity
of their illness and clinical need.

Question 8.2

Describe your organization’s capacity for reporting beneficiary outcomes by
demographic characteristics (specifically age, English proficiency, disability,
ethnicity, race, gender, and sexual identity).

CHG reports on beneficiary outcomes by collecting and analyzing data based on
the enrollment data received from DHCS and CMS on the following member
demographic characteristics: age, gender, ethnicity, language, disability or
functional status (for new SPD members only), and GNA information. Specific
examples of this type of reporting are demonstrated in our reporting of age and
gender specific HEDIS measures, such as the Use of Appropriate Medications for
People with Asthma, Breast Cancer Screening, and Cervical Cancer Screening.

Question 8.3

Certify that you will work to meet all DHCS evaluation and monitoring
requirements, once made available.

CHG certifies that it will meet all evaluation and monitoring requirements, once
made available by DHCS. (Please refer to Tab 1, Project Narrative Criteria
Checklist, attached.)
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Section 9: Budget
The Applicant must, pending further rate development:

Question 9.1

Describe any infrastructure support that could help facilitate integration of LTSS
and behavioral health services (i.e. information exchange, capital investments and
training to increase accessibility of network providers, technical assistance, etc).

For true integration of services for the Dual Eligibles Demonstration Project
electronic data exchange is critical. Funding for connectivity for all providers who
serve Dual Eligible beneficiaries is critical to ensure the most effective and
efficient care is provided to the member. There are many traditional and safety
net providers serving these beneficiaries that do not have the resources to
implement the technology that is available. Funding for EHR, telemedicine, in-
home monitoring and other such services could improve the health outcome and
reduce the full cost of care. CHG would encourage DHCS to actively pursue
funding for the above technology services in 2012 so they can be integrated into
the Dual Eligibles Demonstration Project by mid to late 2013.
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B. Duals Demonstration Project Manger’s Supporting Attachment B

Michael McGarrigle

1515 Second Street #U208
Coronado, CA 92118

(484) 477-7939

Mmcgarrigle5@aol.com

SUMMARY OF QUALIFICATIONS

20+ years of professional insurance experience.
20 years of experience in Medical Claims, Call Centers and Operations.

16 + years of experience managing large operation teams including maintaining
performance metrics. Supervised up to 200 direct / indirect reports.

Excellent team player. Works well with management, IT and operation personnel.

Excellent written and oral communication abilities, easily relating with clients,
brokers, reinsurers.

Proven organizational abilities, frequently volunteering time and services for a
variety of professional commitments and activities.

Superior time management skills, prioritizing time effectively to guarantee all
tasks and implementations are successfully completed.

Skilled negotiator, always ensuring cost effective and efficient operations.
Diligent and creative in coordinating outside presentations, events, etc.

Thorough knowledge and understanding of medical codes, health insurance
codes, and medical terminology (ICD-9 codes and CPT codes).

Page 3


mailto:Mmcgarrigle5@aol.com�
mailto:mmcgarrigle5@aol.com

PROFESSIONAL EXPERIENCE

Community Health Group, Chula Vista, California, PA
Chief Operating Officer, (1-12 to current)

Responsible for oversight of operations for the Medi-Cal and CommuniCare
Advantage (HMO-SNP) products servicing over 139,000 members

Responsible for Claims, Member Services, Credentialing and Marketing
Departments.

Responsible for planning, directing, organizing controlling and evaluating
implementation strategic and tactical plans to ensure sounds operations.

Responsible for leading weekly operations meetings with all departments to
ensure all departments are operational

Oversight of ensuring all contractual requirements are met for both CMS (Center
for Medicare & Medicaid Services) and DHCS (Department of Human Services)
contracts

Participate in the development of the organizational budget, strategic and
operational plans and risk management activities

Aetna Better Health & Aetna Better Health Kids (Aetna), Philadelphia, PA

Chief Operating Officer (12/09 — 12/11)

Responsible for implementation for the Pennsylvania Medicaid Operations
servicing over 70,000 Medicaid recipients along with operations of the Aetna CHIP
program (27,000 members)

Responsible for Training, Compliance, Credentialing, Appeals, Member Services,
Provider Relations and Outreach, Encounters and Information Technology

Oversight for all delegated vendors —March Vision, Dentaquest and ESI Pharmacy
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Coordination of all Audits — Department of Public Welfare, Department of Health,
Department of Insurance

Responsible for Finance and Operational reports weekly, monthly and quarterly
to State Regulators

Participating in Senior Leadership Quarterly Business Reporting (QBR), Medical
Claims Management (MCM), and Management Operating Reporting (MOR)

Delaware Physicians Care, Inc. (Aetna), Newark, DE

Director — Provider Relations, Credentialing and Provider Appeals
(12/2006 — 12/2009)

Directed a Provider Representatives team responsible for a statewide network of
physicians, behavioral health practitioners, and hospitals, serving 105,000
Medicaid members for the State of Delaware

Managed a Credentialing team which is responsible for ensuring all network
providers credentialing to meet NCQA standards

Oversaw the Provider Appeals team to ensure appeals are handled within
timeframes established by State guidelines

Team lead for EQRO, HEDIS, and NCQA Audits

Developed a Provider Loyalty Program to improve provider satisfaction scores.
Demonstrated year over year improvements in score.

Coventry Health Care, Newark, DE

Director - Commercial & Medicaid Claims and Customer Service
(9/2004-12/2006)

Managed a claims operation of 200 associates who process Commercial and
Medicaid claims for membership of 625,000 with an $8 million annual budget
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Responsible for all internal and external audits for the health plan including
HIPAA, HEDIS, SAS 70 and SOX Audits.

QTC Management, Philadelphia, PA

Team Manager, Veteran Affairs Compensation (6/2004 — 9/2004)

Managed a department of 40 associates processing Veteran Affairs Compensation
claims under Government contract.

Responsible for ensuring contractual agreement to meet quality, timeliness and
customer service requirements.

Independence Blue Cross, Philadelphia, PA

Manager, Medicare Government Operations (6/2000 — 6/2004)
AmeriHealth 65, Personal Choice 65, Security 65 Products

Consistently met or exceeded both the Centers for Medicare and Medicaid
Services (CMS) goals and Independence Blue Cross (IBC) internal goals for claims
processing timeliness and quality.

Claims Supervisor (1/1998 to 6/2000)

Supervised 35 Claims Analysts

Provident Indemnity Life Insurance Company, Norristown, PA

Medical Claims Supervisor (4/96 to 1/98)

CIGNA Corporation, Philadelphia, PA

Senior Reinsurance Claim Specialist (3/93 —3/95)
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First Health, Inc., Exton, PA

Reinsurance Auditor (3/95- 4/96)

Senior Claims Analyst (6/90 - 3/93)

EDUCATION

Neumann University, Aston, PA

Bachelor of Arts, May 1990

Major: Communications; Minor: English

Philadelphia College of Osteopathic Medicine, Philadelphia, PA

Masters of Science, December 2003

Major: Organizational Development and Leadership
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Supporting Attachment C

C. Model of Care
Community Health Group

SNP Model of Care
Elements and Standards

As modified to reflect the Dual Demonstration Application

Introduction

Community Health Group (CHG) is a health plan that is dedicated to the
improvement and maintenance of health for its members to help them achieve
optimum health while demonstrating exceptional service and competency in
serving diverse populations. In the spirit of its mission, CHG realizes that a
vulnerable segment of its community, those who are dually eligible for Medicare
and Medicaid (Medi-Cal), have extensive healthcare needs that may not be fully
addressed in a fee-for-service environment. CHG’s model of care serves as a
roadmap and a guide to achieve its goals and mission as applied to the dual
eligible recipients in San Diego County.

Targeted Population

The populations targeted for California’s Dual Eligibles Demonstration project are
individuals with both Medicare (Parts A, B, and D coverage) and Medi-Cal. The
“dual eligibles” are low-income individuals who are elderly or are disabled and
have extensive health care needs. Dual eligible beneficiaries are more likely than
non-dual-eligible beneficiaries to be under 65-disabled. Forty-one percent of
dual-eligible beneficiaries nationwide are under 65-disabled, compared with 11
percent of the non-dual eligible population.?




California has approximately 1.1 million people enrolled in both Medicare and
Medi-Cal, of which over 75,000 reside in San Diego County. Seventy-one percent
(71%) of dual eligibles in California are 65 and older and most have multiple, co-
occurring conditions.? Additionally, many have limitations to perform activities of
daily living (ADL), e.g., bathing and dressing. Twenty-nine percent of dual eligibles
nation-wide have impairments in three to six ADLs. *

Dual eligibles are more likely to suffer from cognitive impairment and mental
disorders, and they have higher rates of diabetes, pulmonary disease, stroke, and
Alzheimer’s disease than do non-dual Medicare recipients.* Additionally, 19% of
dual eligible beneficiaries live in an institution, as compared to 3% of the non-
dual-eligible population.’

Needs of the Targeted Population

In addition to assessing the needs and developing customized care plans specific
to each member, CHG has and will continue to enhance services, resources, care
management tools and initiatives to meet the needs of its population. The
infrastructure of this care delivery model is focused on specifically addressing the
socio-economic, cultural and linguistic, and disease-related needs of the
membership. Also of importance are the issues that arise from lack of
coordination of care between providers, especially between physical and
behavioral health.

The majority of the dual eligible beneficiaries have multiple chronic illnesses with
varying levels of disease progression and acuity, the inability to care for
themselves, and a lack of family and/or in-home support. As a result, CHG has
enhanced the core offerings, such as its disease management programs, to meet
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specific needs of the dual eligible members. For example, some members with
COPD may have a difficult time with increased physical activity. As a result, CHG
has implemented a telephonic group health education/support group with a
respiratory therapist. This allows members to participate from the comfort of
their own homes and allows for social interaction with others with COPD while
educating members about their disease. Smoking cessation classes are offered in
the same fashion.

Members with multiple chronic ilinesses are frequently admitted to the hospital.
Members with three or more admissions as a result of a chronic disease (vs. acute
diagnoses) within a 12-month period are automatically enrolled in CHG’s Multiple
Admitters Program (MAP). MAP members receive intensive care and disease
management services and proactive planning to address member needs prior to
discharge (e.g., discharge medications delivered to the member’s home or to the
member while the member is still at the hospital or health education in the
member’s home).

The majority of the members will receive their care, including initial health
assessments and primary care visits, in their PCP’s office. However, the lack of
transportation and mobility is also a barrier for some members to visit their
primary care physicians. CHG intends to provide a transportation benefit as it
does for its Medicare dual eligible special needs (D-SNP) members. Despite the
transportation benefit, some members will not seek care until they are acutely
symptomatic. Therefore, as medically indicated, CHG will provide, based on a
potential need identified by a CHG Case Manager, an initial health assessment in
members’ homes by a physician to assess not only a members’ health status and
needs, but also their level of family support, safety issues in the home, and to
identify any other issues that may affect their health and well-being. CHG has also
found that when members do not have a permanent home or when they may be
embarrassed about their home situation, conducting an assessment
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in a neutral
place (such as a coffee shop) is an effective alternative.

Goals and Objectives

The goals and objectives of CHG’s model of care are to:

Improve access to essential services such as medical, mental health, LTSS, and
social services;

Measurable Outcomes:

CHG staff will make, at a minimum, three attempts to contact 100% of new
members to conduct an initial health risk assessment (which includes an
evaluation of a member’s medical, behavioral health, and social services needs)
and coordinate necessary follow-up care within 90 days of enrollment.

Improve access to affordable care;
Measurable Outcomes:

By 2014, increase the follow-up after Hospitalization for Mental lliness (FUH) by
3% over the baseline year of 2013.

Improve coordination of care through an identified point of contact;
Measurable Outcomes:

CHG will attempt to contact 100% of newly enrolled dual eligible members to
provide a “welcome call” which notifies the member of their assigned PCP and
how to access services.
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Improve seamless transitions of care across health care settings, providers, and
Home and Community-Based Services (HCBS);

Measurable Outcomes:

For planned and unplanned transitions from one level of care to another, share
the sending setting’s care plan with the receiving setting within one business day
of notification of the transition, 90% of the time.

Improve access to preventive health services;
Measurable Outcomes

By 2014, increase CHG’s HEDIS effectiveness of care measures (adult BMI
assessment, breast cancer screening, care for older adults, and glaucoma
screening) by 3% over the baseline year of 2013.

Improve access to HCBS;
Measurable Outcomes:

CHG will attempt to ensure completion of an initial health assessment of 100% of
newly enrolled dual eligible members which includes an evaluation of the need
for HCBS.

Assure appropriate utilization of services;
Measurable Outcomes

By 2014, decrease the HEDIS Plan All Cause Readmission (PCR) measure by 1%
over the baseline year of 2013.
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Improve beneficiary health outcomes (specify Medicare Advantage Organization
(MAO) selected health outcome measures).

Measurable Outcomes

By 2014, reduce the custodial long term care admission rate by 1% over the
baseline year of 2013.

By 2014, decrease the number of poorly controlled diabetics (as defined by the
HEDIS Comprehensive Diabetes Care measure) by 3% as compared to the baseline
year of 2013.

By 2015, increase the number of members who rate their general health above
“fair” as compared to the baseline year of 2013.

CHG’s Corporate Quality Department conducts quantitative analysis for
evaluating the effectiveness of the model of care and the achievement of the
established goals. Responsibility for oversight, accountability for monitoring,
evaluation and qualitative analysis lies with the Director Corporate Quality and
the Chief Medical Officer (CMO).

The ongoing evolution and improvement of the model of care is the responsibility
of the CMO. If goals are not met in the expected timeframe, the established
quality improvement process is followed to determine appropriate actions to be
taken. The analysis of the model of care quality measures is completed by the
Corporate Quality department with input by the Clinical Quality Improvement
Committee. A corrective action plan and evaluation process is recommended by
the Clinical Quality Improvement Committee. Any service-related issues are
brought to the Service Quality Improvement Committee for discussion and input.
Final recommendations for corrective action are presented to the Corporate
Quality Improvement Committee for review and approval.
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Staff Structure and Care Management Roles

Administrative Functions

Most of the administrative functions within CHG are housed within the
Operations Division. Under the direction of the Chief Operating Officer (COO), the
Operations Division is responsible for marketing, enrollment and eligibility,
member services, credentialing and claims administration. All of the
aforementioned functions are performed in-house; CHG does not use a
contractor for these services or brokers for marketing.

The Member Services Department is staffed 24 hours a day, 7 days a week and is
available and equipped to assist members and providers with any questions,
including eligibility and benefit verification. CHG does not use an automated
phone tree; every call is answered by a live person. CHG maintains high standards
for its call center. Calls are routinely monitored and call center metrics are
continuously tracked. Member Services staff speaks English, Spanish,
Vietnamese, and Arabic and accesses a language translation service and a TTY line
when needed. The Member Services Department disseminates written plan
information to members and advocates, and informs and educates members on
services and benefits. While every CHG employee receives annual customer
service training in MAGIC® (Make a Great Impression on the Customer), CHG's
Member Services Representatives receive more intensive training at more
frequent intervals. In the near future, CHG will be implementing an interactive
voice response (IVR) system to place calls to members regarding preventive
services and other messages regarding their health and wellness.
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Enrollment and disenrollment processing is done within the Member Services
Department by individuals specifically designated and trained to work with dual
eligible members. The enrollment and disenroliment processes are audited by
the Member Services Auditor/Trainer. This individual works closely with staff to
maintain accurate enrollment and eligibility files and to ensure that Member
Services staff follows established policies and procedures.

Claims are processed under the direction of the Director of Operations by a
Claims Department with expertise in processing Medicare and Medi-Cal claims.
CHG has the capability to receive and adjudicate claims electronically.
Approximately 99% of claims are processed and adjudicated within seven working
days of receipt with an accuracy rate of 99%.

Clinical Team

CHG performs utilization, case, and disease management functions in-house.
These functions are carried out by a team of licensed and non-licensed personnel
working under the clinical direction of the CMO, who is board-certified in family
practice, is a fellow of the American College of Utilization Review Physicians and
the American College of Medical Quality, and holds an unrestricted California
medical license.

CHG’s internal registered nurse (RN) case managers, under the direction of the
Director of UM Services, cover three areas within the continuum of care:

Outpatient Case Managers (RNs, Level || Reviewers) review and authorize
requests for services that cannot be approved by non-clinical (Level |) reviewers
using established protocols. Outpatient case managers ensure that members are
referred to the appropriate contracted facilities and providers and ensure that all
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specialty referral services are provided under the direction or concurrent
agreement of the member’s primary care practitioner. As part of their review,
Outpatient Case Managers identify members with high risk diagnoses and refer
them to the High Risk Case Managers for follow up. They also coordinate
requests for care outside of the referral network with the primary care
practitioners, if necessary.

Concurrent Review Nurses (RNs) conduct on-site review of the care rendered to
hospitalized members to assess admission or continued stay using medical criteria
for acute hospitalization. These case managers coordinate discharge plans with
the member (and their families or care representatives as appropriate), attending
physician, and hospital case managers in order to facilitate a seamless transition
to lower levels of care, when clinically appropriate and safe. They refer members
with on-going case management needs to the high risk case managers and
coordinate any necessary post-discharge outpatient referral and/or follow-up
care with the outpatient case managers.

High Risk Case Managers (RNs) address the needs of members who have been
hospitalized at least once for chronic or recurring conditions or who have been
determined to be high risk based on a stratification process. The objective of
these case managers is to prevent hospitalization by maximizing outpatient
modalities, such as prompt referral to specialists, quick access to primary care,
medication management, health education, and home health.

In addition to the Utilization and Case Management staff, CHG’s healthcare
services team includes:

Associate Medical Director, who holds an unrestricted California medical license
and is board-certified in Family Practice, is responsible for reviewing requests for
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services that do not meet clinical review criteria and may initiate the modification
or denial of services. The Associate Medical Director provides clinical guidance to
the case managers and support staff. He is also contracted to conduct initial
health assessment visits.

Personal Care Coordinator works closely with members, their families, Primary
Care Physicians (PCPs), specialists and community-based resources to facilitate
the individualized plan of care. CHG’s Personal Care Coordinator understands the
benefits available to each member, and can facilitate the optimal use of those
benefits, including facilitating transportation services. The Personal Care
Coordinator conducts an orientation call with every member and schedules an
initial health assessment/exam as well as the annual health assessment, if there is
none on record by the PCP. Members are encouraged to contact their Personal
Care Coordinator if they have any questions regarding their benefits and care.

Behavioral Health Services Program Manager is actively involved in the behavioral
health and substance abuse community and with community-based organizations
and is a resource to the case management staff in coordinating members’ physical
and mental health, as well as addressing any social issues, and is available 24
hours a day, seven days a week.

Behavioral Health Psychiatric Consultant is a physician who is board-certified in
family medicine and psychiatry. He is actively involved on CHG’s Pharmacy and
Therapeutics and Behavioral Committees and will assist in enhancing CHG’s
Behavioral Health Program to better serve the needs of the dual eligibles.

Behavioral Health Consultant, a licensed psychologist, is responsible for the
overall clinical direction of all behavioral health services provided by CHG. She is
actively involved in implementing the behavioral health aspects of CHG’s
utilization management (UM) program including setting policies, participating in
credentialing, reviewing potential denials, and participating in the UM, Clinical
Quality Improvement, Credentialing, and Technology Assessment Committees.
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Director of Health Care Operations provides administrative direction to the UM
Program and clinical and operational direction to the pharmacy services program.
As a pharmacist, she is actively involved in ensuring the integration of drug
therapy with all aspects of medical and behavioral health, participates in case
rounds, and serves as a resource to the case managers.

Community and Preventive Services Staff work closely with clinical staff to
maintain and refer members to a contracted health education network. Health
education contractors submit their curricula prior to being granted a contract by
CHG. The curricula are based on recognized national standards and guidelines
must be consistent with CHG’s clinical practice guidelines and protocols and
include education on self-management techniques. Community and Preventive
Services Staff also assist the High Risk Case Manager in implementation, tracking
and follow-up of various components of the care plan.

CHG is prepared to add both administrative and clinical staff to meet the program
goals, secure quality outcomes for members, and to fulfill the regulatory
requirements of the Demonstration Project. CHG will evaluate options to use
services through contracted providers and vendors versus hiring staff internally.
For example, CHG currently uses social workers through contracted home health
agencies on an as needed basis. As the need for this service increases based on
membership, CHG will determine whether it would be best to bring this service in-
house.
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Administrative and Clinical Oversight

CHG’s Human Resources Department verifies licensing and conducts a
background check on all new hires and verifies on-going licensing on all licensed
staff. Staff competency is assessed by their immediate clinical supervisors, and,
ultimately, the CMO. Each staff member receives an annual evaluation by their
supervisor.

As an NCQA-accredited health plan with contracts with the State of California and
CMS, CHG reports a full complement of Healthcare Effectiveness Data and
Information Set (HEDIS) measures and carries out several activities and
interventions geared towards the improvement of care and services provided to
our members. Through this process, CHG measures provider use of clinical
practice guidelines and the appropriateness and timeliness of services provided.
The HEDIS Manager is responsible for the process of collecting, analyzing, and
reporting CHG’s HEDIS measures.

The Director of Corporate Quality is responsible for conducting a quality
improvement program which targets improving quality measures based on our
HEDIS scores, CAHPS survey, HOS survey and other initiatives.

Under the direction of the Director of Health Care Operations, CHG monitors and
evaluates our Utilization Management (UM) program to assess the fairness,
consistency, and promptness of our UM decisions and appropriateness of
utilization. The monitoring process includes a review of claims and utilization
data (including pharmacy) as well as the evaluation of any complaints and appeals
related to the UM process, assessment of trends, implementation of actions to
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correct identified problems, mechanisms to communicate actions and results to
appropriate staff and practitioners, and evaluation of any corrective action plan
and measurements of performance.

Interdisciplinary Care Team (ICT)

CHG’s ICT consists of key stakeholders described within our care model. Team
members were selected based on the extent to which they can contribute to the
development, implementation, and assessment of a realistic and actionable
individualized care plan. Team members and their roles are listed below:

CMO - serves as a resource to determine the medical needs of the member;
determines the clinical appropriateness of treatment based on established
evidence-based clinical guidelines and standards

Director of UM Services — oversees the ICT review process; ensures that the
process remains sound and that each team member works interdependently to
complete their part of the care plan; also serves as a clinical resource

High Risk Case Manager — is responsible for coordinating the care plan with the
personal care coordinators and preventive services staff and is the primary
contact with the member once a care plan has been established; reviews the care
plan with the member (and family members where applicable), PCP and other
providers, and members of the care team to ensure that the care plan is
addressing the member’s needs; monitors the provision of services to ensure
follow-up and seamless transition of care across settings and providers;
recommends changes to the care plan based on feedback from the member and
other stakeholders or when members’ needs change
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Behavioral Health Services Manager — is the behavioral health and substance
abuse resource on the team; is responsible for managing members’ behavioral
health care and for care coordination with medical team members; and serves as
the team resource for community-based services

Member Services Trainer/Auditor — is the Member Services and benefit resource
on the team; assists team in maximizing and coordinating members’ benefits;
coordinates members’ transportation benefit; works with members and
contracted vendor to schedule and install home-adaptive equipment; is also a
resource for community-based services

Community and Preventive Services Specialist — works closely with the High Risk
Case Manager to coordinate the care plan and to identify appropriate preventive
and health education programs/classes to address members’ needs; serves as the
disease management resource on the team

Health Care Applications Coordinator — coordinates the case review process under
the direction of the Director of UM Services; tracks and records members that
have been reviewed by the ICT by date and risk stratification and maintains a
tickler file of when cases are to be re-reviewed by the ICT; disseminates ICT
reports to team members

Corporate Quality Specialist — serves as the diagnoses coding specialist on the
team; provides information obtained from file reviews conducted at the PCP
offices as a result of diagnoses validation and annual health assessment audits.

Director of Health Care Operations — as a pharmacist, is the team resource on
pharmacy services and drug therapy; serves to integrate drug therapy with all
aspects of medical and behavioral health; coordinates the care plan with the
medication therapy management program

PCPs — are provided with a copy of the health risk assessment and are invited to
participate in person or by teleconference during ICT case conferences when their
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patients are discussed. Any information or input provided by the PCP to the High
Risk Case Manager is discussed during the case conference if the PCP is not able
to participate.

Participation of the beneficiary is facilitated through the case management staff
in coordination with the High Risk Case Manager. The case management staff
reviews the care plan with the member (and family members where applicable)
and recommends changes to the care plan based on feedback from the member
and other stakeholders or when members’ needs change. Beneficiaries may also
participate through their PCPs.

The ICT meets weekly at a regularly scheduled day and time to review new and
existing cases, stratify the level of acuity, develop, assess and modify care plans.
The Health Care Applications Coordinator determines the case review “docket”
for each meeting. New cases are scheduled for review after the completion of
the initial health assessment (IHA). The Health Care Applications Coordinator
gathers all information that is available for each the member — the IHA report,
medical and pharmacy claims data (many members were previously CHG
members prior to qualifying for Medicare), any customer service calls received by
Member Services, and diagnosis codes received by CMS upon enrollment. The
team reviews the cases, assigns risk stratification, determines components of the
care plan, and determines when the care plan should be re-reviewed. After the
review, the Health Care Applications Coordinator scans all documents (by
member) into a designated electronic folder and updates the case review log.

Existing cases are included on the case review docket as they are due for review.
The Health Care Applications Coordinator provides team members with a copy of
the documents from the initial case review along with a summary of any available
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updated information. ICT members are responsible to be prepared to provide an
update on their areas of the care plan and to provide any new information
obtained. After the team reviews the existing cases, re-assigns or confirms risk
stratification and updates the care plan and follow-up, the Health Care
Applications Coordinator scans all new documents into the member’s file and
updates the case review log.

Provider Network

CHG’s care model is designed to provide a framework for an integrated and
comprehensive system of care in which the patient-primary care physician (PCP)
relationship is central. CHG’s primary care network consists of over 500 Medi-Cal
PCPs (over 300 Medicare PCPs), 15 Medi-Cal community clinic organizations (12
Medicare) and group practices and independent practice associations throughout
San Diego County. Contracted community clinics include federally qualified
health centers and look-alikes in San Diego County. These clinics comprise a major
component of the traditional and safety net provider network in the county and
provide a complement of services to at-risk dual eligibles. In addition to the PCP
(who in some instances may be a specialist) and the support staff in the primary
care home, CHG’s contracted network of facilities, medical and behavioral health
specialists, ancillary providers, and allied professionals are able to address the
medical needs of our members.

In addition to 17 Medi-Cal contracted acute-care hospitals (12 Medicare)
throughout the county, CHG’s network includes sub-acute facilities that provide
medical “step-down” and rehabilitative care, long term acute care facilities, skilled
nursing facilities (SNFs), dialysis centers, free-standing diagnostic centers,
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laboratory services, home health agencies, and durable medical equipment
providers. Highly cultivated partnerships with key facilities allow CHG’s case
managers to effectively transition members to sub-acute facilities that are able to
meet specialized needs such as ventilation, post-surgery rehabilitation, wound and
infusion care, cardiac and post-stroke rehabilitation.

CHG’s Medi-Cal specialty network includes over 2,300 physicians (over 1,800
Medicare Specialists) throughout the county, representing all major specialties and
sub-specialties necessary to meet the needs of members. CHG has also established
processes to provide care by non-contracted providers when care cannot be safely
and appropriately rendered within the network. CHG’s Contracts Department
meets regularly with case management staff to discuss network needs (based on
services and geographic location) and to discuss any issues that may arise with
contracted providers and vendors.

CHG also maintains a contracted behavioral health network of over 200
behavioral health providers. These providers include many different behavioral
health specialists and are able to provide services in many languages. The
behavioral health network includes contracts with three licensed mental health
professionals to provide care in the members’ home, if necessary. The behavioral
health system ensures that members discharged from a psychiatric admission are
seen on an outpatient basis by a contracted licensed behavioral health provider
on the same day of discharge. CHG has also contracted with the local chapter of
the National Alliance on Mental lliness (NAMI) to provide a "warm line" designed
to give members someone to talk to and complement other behavioral health
treatment.

CHG has a contracted county-wide health education network of over 20 providers
to provide culturally-sensitive and linguistically appropriate health education
services to our members. Classes are available throughout the county and some
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classes are available telephonically to address the needs of members who have
difficulty with or upon ambulation. A contracted health education provider is able
to conduct in-home health education sessions. These in-home sessions not only
provide access to members who are unable or unwilling to attend classes but also
provide another opportunity to assess the member’s home environment and
support system. This is important especially with diseases such as asthma, where
triggers in the home may contribute to exacerbations that could negate the
positive effects of a care plan.

CHG contracts with Outcomes, a medication therapy management (MTM) vendor.
Outcomes contracts with pharmacies within CHG’s contracted pharmacy network
to provide MTM services to dual eligible special needs members. Pharmacists at
contracted pharmacies complete an on-line training module. In addition to
pharmacists at network pharmacies, Outcomes contracts with pharmacist
consultants who are able to provide services outside of a store environment.

CHG also contracts with physicians to perform comprehensive assessments of
members in their home, if indicated. These assessments include the completion
of an initial or annual health assessment questionnaire, a review of medications,
an environmental assessment to determine any safety issues, and an interview
with the member and family members to identify any other issues that may affect
the health and well-being of the member.

No later than July 1, 2012 (or as soon as DHCS allows us to do so), CHG will
contract with DHCS-approved/certified Community-Based Adult Services (CBAS)
centers to provide services to meet the needs of the most vulnerable clients. In
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areas of the County where CBAS centers are not available, CHG is prepared to
provide beneficiaries with services encompassed by the CBAS centers to help the
beneficiary maintain independence and avoid institutionalization.

No later than January 1, 2013, CHG will contract with San Diego County’s Aging
and Independent Services (AlS) to provide In-Home Supportive Services (IHSS) and
Multi-Purpose Senior Services Program (MSSP) benefits as authorized under the
same process used under current state law in year one of the Demonstration.

The contractual relationship in future years will be based on future guidance from
DHCS and any other changes agreed to by CHG and AlS.

CHG intends to contract with appropriate entities throughout the County to
provide long term skilled, intermediate, and custodial care to meet the needs of
its membership. CHG will consult DHCS’ Health Facilities Consumer Information
System to determine contracting options in San Diego County.

CHG credentials every contracted provider and facility according to NCQA
standards. The credentialing process incorporates provider and member
grievances, issues identified through sentinel quality monitors and site
certification for PCPs and high volume specialists. PCPs and high volume
specialists must undergo and meet the requirements of a site review prior to
seeing members and must be reviewed every three years thereafter. The site
certification process includes a review of the physical facility as well as a review of
medical records practices.

The PCP functions as the primary gatekeeper and is responsible for determining
and requesting the services that a member needs. CHG’s High Risk Case Manager,

¥ Community

roup

Page 18



based on the care plan, may suggest alternatives to the PCP, but the PCP
determines the needed care.

The PCP follows CHG’s established processes to refer members to appropriate
services. When necessary, the High Risk Case Manager or Personal Care
Coordinator will assist in the referral process. Members at risk for non-
compliance or for failing appointments receive reminder calls by the Personal
Care Coordinator and transportation is also arranged when necessary. The
Personal Care Coordinator follows up with the member to ensure that the visit
occurred and requests a copy consultation reports, results, etc. This is
incorporated in members’ case files and reviewed by the ICT at the next
scheduled review. The ICT reviews the new information and modifies the care
plan accordingly. If rendered care appears to be inappropriate or inconsistent
with established evidence-based clinical practice guidelines and nationally
recognized protocols, the Chief Medical Officer contacts the PCP to discuss the
case. All care received throughout the healthcare continuum is coordinated
between the PCP and CHG’s UM and/or case management staff.

The appropriateness and quality of the care provided to CHG members is assessed
on a case-by-case basis as mentioned above. Care provided to CHG members is
also assessed on an aggregate basis using HEDIS measures. Using the HEDIS
platform, CHG obtains reports of members who have not received recommended
services or who have received services that are inappropriate. CHG addresses
these issues broadly through practitioner and/or member interventions. For
example, a targeted mailing or telephone outreach campaign may be directed to
all diabetics who have not received an annual eye exam.

CHG uses objective, measurable criteria for making utilization management
decisions that are based on sound clinical principles and processes and
&’Com munity
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reasonable medical evidence. CHG bases utilization management decisions on
program-specific criteria and guidelines (such as Medi-Cal guidelines and
Medicare National Coverage Determinations), Milliman Health Care Guidelines,
and guidelines issued by professional and governmental organizations.

CHG’s care plan templates for members with chronic conditions incorporate
evidence-based clinical practice guidelines and nationally recognized protocols.
For example, routine testing and exams based on the American Diabetes
Association guidelines are incorporated within the care plan for diabetics.

Furthermore, the Clinical Quality Improvement Committee has adopted evidence-
based guidelines based on scientific evidence; or on professional standards, in the
absence of scientific evidence; or on expert opinion, in the absence of
professional standards. Guidelines are adopted from recognized sources or
involve board-certified practitioners from appropriate specialties in the
development or adoption of clinical practice guidelines. CHG distributes the
guidelines to the appropriate network practitioners after adoption, at least every
two years, and when updates are made between the biennial distributions.

Model of Care Training for Personnel and Provider Network

Initial and annual model of care training is provided to Health Care Services staff
during new employee orientation/training sessions and during regularly
scheduled department meetings. Training to providers is conducted during
provider case management meetings and through written communication
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(Provider Alerts and Physician Newsletters) which are also posted on the Provider
Extranet.

Employees and providers attending face-to-face trainings sign an attendee list and
complete a training evaluation form. To facilitate and increase the training
participation rate of practitioners, CHG plans to collaborate with other San Diego
managed Medi-Cal plans through the geographic managed care collaborative
(Healthy San Diego). The overwhelming majority of CHG’s contracted providers
are also contracted with at least one other D-SNP. Offering combined training in
collaboration with the other health plans creates an incentive for providers to
attend the training; by attending one training session, he/she would satisfy the
requirements of all contracted health plans. CHG envisions the combined training
to cover the general principles common to all SNP care models (required factors)
while spending some time addressing any characteristics unique to specific plans.
Just as the Health San Diego collaborative currently publishes the HSD Plan
Partner Card (a one-sheet reference containing the names of the Plan liaisons
with contact information, pertinent plan information such as member/customer
service phone numbers, PBM contact information, and formulary web access
information of each of the managed Medi-Cal plans operating in San Diego
County as well as a listing of Medi-Cal drugs that are commonly “carved-out” of
the GMC contracts), a similar reference will be created to assist providers in
managing their members with each health plan.

After the joint health plan training(s) have been conducted for each year, CHG will
reach out to providers to provide training by posting training material on the
provider extranet which will create an electronic training record. Providers will
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receive continuous reminders until they complete the on-line training. Large
primary care sites may request on-site training sessions through CHG’s Provider
Relations Department.

CHG’s Director of Healthcare Operations is responsible for the oversight of the
model of care training. The Director of Healthcare Operations provides
administrative direction to CHG’s utilization and case management programes, is a
member of the ICT, and is well-versed in all aspects of CHG’s model of care.

Personnel or practitioners who miss face-to-face training meetings will be
contacted and rescheduled for make-up training sessions. Personnel or
practitioners who have not attended the training session are referred to the MOC
training material on the Provider Extranet

Health Risk Assessment (HRA)

CHG’s HRA tool is used to conduct both the initial assessment and annual
reassessment. The tool assesses the following:

Member demographics
Family and caregiver support and resources
Life planning activities (e.g., advanced directives)

Medical and behavioral health history and current assessment of existing
conditions, including

Review of systems
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Medical, psychosocial, functional, and cognitive status/needs
Current medications

Activities of daily living, including:

Pain assessment

Social activities

The initial health assessment (IHA) is conducted within 90 days of enrollment
using CHG’s HRA tool and process established for expediently processing
assessments with the mandatory SPD enrollment. To conduct the risk
assessment, CHG staff makes a minimum of three attempts to contact members.
Member Services staff mails a letter to all members immediately upon enroliment
to notify them of the risk assessment process and to encourage them to take
advantage of the benefit. A copy of the HRA tool is included with the letter as
well as directions on how to schedule the assessment and plan contact
information. Each member receives an initial phone call by a Member Services
representative. The risk assessment process is included in the “welcome call”
script made to all new members. The second and any subsequent phone call(s) is
made by designated Member Services staff to inform members of the benefit of
completing the assessment and will either conduct the non-clinical portion of the
assessment at the time of the call or schedule a future date and time for the
assessment. The assessment may be conducted directly with the member or the
member’s designated representative. Once Member Services completes the non-
clinical portion of the assessment, the case is forwarded to Case Management
staff for completion of the assessment and to develop the individualized care
plan.
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Annual health risk reassessments are conducted within one year of the last
assessment by the member’s PCP or as described above using the HRA tool. Upon
completion of the IHA, the member is scheduled for review by the ICT. The
Health Care Applications Coordinator distributes a copy of the completed IHA and
a file containing all information that CHG may have about the member to the
members of the ICT. This includes diagnoses or encounter data provided by CMS
and/or DHCS, information provided by the member on a Member Evaluation Tool
(MET) or Health Information Form (HIF), a history of any referrals, services
received, hospitalizations, contact with case management staff, paid claims,
prescription activity, calls to and by Member Services, and eligibility history (some
members may have had previous eligibility in CHG’s Medi-Cal only or D-SNP
plans). The members of the ICT use this information, along with the risk
assessment tool, to identify and stratify the health care, social, and supportive
needs of the member and to create the framework of and recommendations for
the individualized care plan or plan of care (POC). The primary goal of the POC is
to maximize the ability of the member to remain at his/her home and community
with appropriate services and supports in lieu of institutional care.

In the event that CHG is unable to reach a member to conduct an IHA, the Health
Care Applications Coordinator creates a file of any information that CHG may
have collected about that member and the file is reviewed by the ICT. The ICT
determines whether further action should be taken to contact the member. If
this is the case, the case management team will employ best efforts and try to
establish contact with the member. If the ICT determines that the member
appears to have no evident risk at the time of the review, the member’s file will
be closed until the annual review, or when the member receives a service that
triggers a review — e.g., hospitalization.
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A copy of the health risk assessment is mailed or faxed to the PCP. The High Risk
Care Manager or Personal Care Coordinator communicates the proposed POC
based on the stratification results of the risk assessment to every member. A
copy of the POC is also mailed to the member. The results of the risk assessment
are referenced during the discussion of the care plan. The High Risk Case
Manager makes follow-up calls with the PCP to coordinate care/treatment as
necessary based on clinical need.

Individualized Care Plan

The members of the ICT create the framework of and recommendations for the
individualized plan of care (POC). The POC is person-centered and solidified
during the discussion between the High Risk Case Manager or case management
staff and the member, his/her family members or care representatives. The
medical conditions, disabilities, functional limitations, intellectual and cognitive
abilities, including those who can self-direct care and those with dementia and
Alzheimer’s disease, are considered when formulating the plan. The agreed upon
POC is then mailed to the member. A copy of the POC is also faxed to the PCP
and, as the member’s medical home, the PCP has the opportunity to modify the
POC based on his/her clinical judgment.

The POC addresses the member’s current needs and potential needs over time
based on the health risk assessment. The POC sets goals and objectives, lists
specific services and benefits that are planned to meet the specific needs of the
member, incorporates preferences for care, addresses barriers to care, sets
schedules for follow-up and communication with the member, and incorporates
outcome measures. Appropriate resources and tools are identified to address
various aspects of the member’s care, such as maximizing benefits (such as
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transportation), community-based resources (such as In-Home Supportive
Services and Meals-on-wheels), identifying appropriate network providers (such
as home-based visits for members who are unable to leave their homes and
hospice care for members near the end-of-life) and CHG’s established programs
(such as health education/wellness classes and disease management programs).
The quantity and level of the services and resources included in the POC are
dependent upon the intensity of the member’s needs and risk stratification.

Care Coordination

CHG’s case management staff works with the member and PCP to coordinate all
needed medical, behavioral, and social services identified to meet the needs of the
member. The PCP plays a pivotal role in coordinating primary and preventive care
with care provided by specialists and through community-based services.

Care is also coordinated as a member transitions from one level of care to another
throughout the healthcare continuum. Transitional care coordination includes pre-
service assessments prior to targeted orthopedic surgeries; ongoing inpatient level
of care monitoring; transitioning of care to long term acute or custodial care
facilities, to skilled nursing, and intermediate care facilities; in home visitation
within 24 hours of hospital discharge, if indicated; discharge medications delivered
to the member or member’s home prior to or soon after discharge, when necessary;
and timely follow-up appointments with the PCP after discharge from the hospital
and the emergency room for targeted members.

The ICT pays special attention to members identified who are frail, disabled, have
end-stage renal disease, are near the end-of-life or who have multiple and
complex chronic conditions. Frailty represents a state of age-related physiologic
vulnerability resulting from impaired reserve and a reduced capacity to respond
effectively to stressors. The manifestations of frailty include weight loss,
weakness, fatigue, inactivity, and decreased food intake. In addition, signs of
frailty include decreased muscle mass, balance and gait abnormalities,
WCO mmunity
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deconditioning, and decreased bone mass. These clinical characteristics have
been shown to be highly predictive of a range of adverse outcomes clinically

associated with frailty, including decline in function, institutionalization, and

mortality.”

Disabled members include individuals with physical impairment, sensory
impairment, cognitive disorder, or mental disorder. In-home supportive services,
Meals on Wheels, and other resources are arranged for members without
adequate family or care-giver support. Visits in the member’s home by a medical,
psychiatric, or health education professional may be arranged for members who
are unable or unwilling to leave their homes. Life planning activities are
addressed with all members and hospice care is also discussed with members
near the end-of-life. The ICT ensures that members with end-stage renal disease
are under the care of a nephrologist, are set-up for dialysis, and to receive
necessary pharmacotherapy. The POC is determined as to whether or not the
member is a transplant candidate. Members with multiple and complex chronic
conditions are enrolled in CHG’s disease management program, are referred to an
intensive, specialty health education program, and are targeted for a
comprehensive medication review.

CHG’s case management staff incorporates the recommendations by the ICT in
the individualized POC. The finalized care plan is brought back for review by the
ICT before the first scheduled review only when it differs significantly from the
original recommendations made by the team. The POC is reviewed and revised,
at a minimum, on an annual basis and as a change in the member’s health status
is identified. During the annual or scheduled review, the ICT evaluates the POC to
determine whether all planned care and services have occurred. Potential barriers

¥ Community

rowup

Page 27



are addressed and incorporated in the subsequent revision of the care plan. The
initial POC as well as any changes to the POC are communicated to the member
by the High Risk Case Manager or Personal Care Coordinator.

POCs and risk assessments are scanned and saved electronically in a shared
network drive that is accessible to the ICT, Health Care Services, and Member
Services staff. The files are maintained in accordance with industry practices,
corporate policies and procedures to safeguard from destruction and secure
according to Health Insurance Portability and Accountability Act (HIPAA) security
standards. All CHG health care services staff that interact with or has anything to
do with the member’s care document pertinent information into CHG’s case
management module. This application allows all members of the healthcare team
to document their case notes in a single, electronic case file. Member Services
notes are also imported in the electronic case file.

The PCP receives a faxed copy of the initial POC from the case management staff
and he/she receives periodic updates, either by fax or via telephone call, when
there is a revision to the care plan. The High Risk Case Manager or Personal Care
Coordinator communicates revisions to the POC to the member and ICT as
necessary.

Communication Network

CHG communicates with Plan providers, members and regulatory agencies in
various methods. Being a local health plan, CHG employees live and work in the
community that they serve. Many CHG employees have developed professional,
face-to-face relationships with providers, community clinics, hospitals,
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community-based organizations and local and state government agencies. CHG
employees serve on committees, task forces, and boards of some of these
institutions. CHG’s CMO routinely visits network providers and CHG’s Concurrent
Review Nurses conduct review on-site at the hospitals. Provider Relations staff
conducts provider orientation training and visits primary care physician offices on
a regular basis. Face-to-face training with providers and their staff is conducted in
their individual offices, at CHG, or via web conferencing, when necessary.

CHG has standing committees which include network physicians (primary care
and specialists), mid-level practitioners, and pharmacists. These include the
Clinical Quality Improvement Committee, the Credentialing Sub-Committee, the
Utilization Management Committee, the Technology Assessment Committee, the
Pharmacy and Therapeutics Committee, and the Behavioral Health Advisory
Committee. CHG also maintains a Public Policy Committee (which reports directly
to the Board of Directors), comprised of members, a community-based
organization representative, a member from the Consumer Advocacy Department
of the local Legal Aid Society, and three (3) members of the Board of Directors.

All of these standing committees provide a forum for communication in addition
to the business conducted. In addition to the standing committees, CHG holds
regularly scheduled meetings and trainings with providers and/or their staffs.
When the need arises, focus groups are conducted with members and/or
providers to solicit opinions and feedback.

All CHG members receive a welcome call from the Member Services Department
upon active enrollment. The welcome call covers the member’s benefits, how to
access services, provides contact information, and other topics geared to assist
members. Members have access to Member Services staff, 24 hours a day, seven
days a week. CHG does not use automated phone trees in the call center; calls
are answered by a live person. All Member Services staff is bi-lingual in one of the
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Medi-Cal threshold languages for San Diego County which include: English,
Spanish, Vietnamese, and Arabic. CHG accesses a translation service as well a TTY
line, when necessary. Member Services Representatives acts as the member’s
liaison on many levels. Members may also come to CHG’s physical location to
meet with Member Services staff.

CHG has a web site with specific areas targeted to members, providers, and the
public in general. The web site contains plan and benefit information, a provider
network search feature (including hospitals, urgent care, and diagnostic centers),
health education information and preventive guidelines, drug formularies, plan
contacts, documents and information required by contractors, regulatory and
accreditation agencies, useful resources and links, and on-line tools for providers
and members. Members have the capability of completing and submitting an
electronic grievance form. CHG maintains a secured provider portal which allows
physicians to log-in and check member eligibility, submit electronic authorization
requests, look up the status of submitted claims, and to submit specific encounter
data electronically, such as electronic Child Health and Disability Prevention
Program (CHDP) submissions and HEDIS-specific encounters.

CHG communicates with members and providers through printed materials.
CHG’s Provider Manual is available to providers in print as well as electronically
through the web portal. Member and provider newsletters are published and
Provider Alerts (fax notices) are used to target specific topics as applicable.
Letters are also sent directly to members and physicians when it is the best mode
of communication for the message to be relayed.

CHG dedicates specific staff to enhance communication with providers, members
and regulatory agencies. This staff participates in weekly Operations Team
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meetings along with key representatives in all departments within the
organization. As it is decided that information must be communicated to
members, providers, and regulators, the Operations Team decides what
communication vehicle(s) is/are best suited for the message, assigns
responsibility to communicate the message, and the timeline for the
communication to occur. This allows all key stakeholders to be informed about
specific messages that will be communicated to members, providers, and
regulatory agencies and ensures that the message is consistent across all
mediums and to all parties. This, in turn, ensures that CHG’s Member Services and
Provider Relations staffs are well-prepared to field any questions that may result
from any particular message. At a state level, CHG staff are active participants in
the DHCS MMCD CEO, CMO and Pharmacy Director meetings, CMS user call-in
and trainings, and ICE committees. At a local level, CHG is active on numerous
stakeholder meetings and leads several Healthy San Diego work groups to ensure
the plan is fully aware of pertinent issues. These networking interfaces allow CHG
to ensure we are effectively communicating with providers, members and
regulatory agencies.

CHG maintains electronic copies of all communication issued to members,
providers, and regulators. Electronic files are maintained in secure files that are
backed up daily. Minutes are recorded to preserve a record of proceedings from
weekly Operations Team meetings and standing committees and are also
maintained in electronic files. Communication with members is documented in
the electronic Customer Service or Case Management modules.

CHG’s Service Quality Improvement Committee (SQIC) oversees the monitoring
and evaluation of communication effectiveness. The SQIC, in turn, reports to the
Corporate Quality Improvement Committee and, ultimately, to the CHG Board of
Directors. The SQIC is comprised of key staff from all departments. Each
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department is responsible for monitoring and reporting aspects of their processes
that have an impact on customer (member and provider) service to the SQIC.
Member Communication evaluation is conducted through the Public Policy
Committee. Communication effectiveness to members is also monitored through
member complaints and grievances, through CAHPS survey results (Health Plan
Materials/Customer Service domains), and CHG’s Public Policy focus groups. The
effectiveness of communication with providers is evaluated through the annual
Provider Satisfaction Survey and direct feedback from providers.

Care Management for the Most Vulnerable Subpopulations

CHG’s health risk assessment (HRA) tool is designed to identify the most
vulnerable subpopulations — the frail, disabled, members near the end of life, and
members having multiple and complex chronic conditions. These members are
determined to be of highest risk by CHG.

CHG’s High Risk Case Managers actively manage the most vulnerable members
with their PCPs and coordinate the following, when applicable:

Care rendered in the most appropriate setting (e.g., home or facility) and at the
most appropriate care level (e.g., acute, sub-acute, custodial).

Members without adequate family or care-giver support are referred to In-home
Supportive Services (IHSS), Meals on Wheels, and other resources.

Community-Based Adult Services Center.

Medi-Cal waiver programs, such as Acquired Immune Deficiency Syndrome (AIDS)
Waiver, Multipurpose Senior Services Program (MSSP), Home and Community-
Based Services Waiver for the Developmentally Disabled (HCBS-DD), Assisted
Living Waiver (AIW), and In-Home Operation Waiver (IHO).
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Visits in the member’s home by a medical, psychiatric, or health education
professional may be arranged for members who are unable or unwilling to leave
their homes.

Prescription delivery services.

Life planning activities are addressed with all members and hospice care is also
discussed with members near the end-of-life.

The ICT ensures that members with end-stage renal disease are under the care of
a nephrologist, are set-up for dialysis, and receive necessary pharmacotherapy.

Members with multiple and complex chronic conditions are enrolled in CHG’s
disease management program, are referred to an intensive, specialty health
education program (which may be conducted in the members’ home), and are
targeted for a comprehensive medication review.

An example of the services provided to its most vulnerable beneficiaries is
illustrated by the following case. L.C. is a CHG member with asthma, COPD, CHF,
and diabetes with lymphedema. She is also morbidly obese with multiple
hospitalizations. CHG’s High Risk Case Manager arranged home health services,
treatments at a lymphedema clinic, arranged for necessary DME, and arranged for
specialty health education provided by a respiratory therapist (RT). The RT did an
in-home environmental assessment, noted that the carpets were primary asthma
triggers, and immediately facilitated the removal of the carpets with the
member’s permission. The RT made frequent visits to assist member with her
CPAP and nebulizer (and supplies), provided education on proper medication and
equipment use, educated her family, and gained the member’s trust to the point
that member called the RT before experiencing an exacerbation of her
asthma/COPD. The High Risk Case Manager coordinated the care between the RT
and PCP, and together with the RT, ensured that the member kept her PCP
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appointments and picked up medications. Because of the RT’s frequent face-to-
face contact with the member, the RT was able to alert the High Risk Case
Manager when there was a problem with the member, e.g., when the member
was not using her lyphedema bandages.

CHG anticipates that the most vulnerable dual eligible members will also have
access to planned additional benefits for all dual eligible members.

Performance and Health Outcomes Measurement

CHG will evaluate the model of care by determining whether the goals have been
achieved. Many of the established goals are HEDIS measures. Non-HEDIS based
goals will be evaluated using internal reports from the case management system
and utilization reports generated from the data warehouse. The review of CHG’s
performance as compared to the measurable model of care goals and associated
analyses are incorporated into the established Quality Improvement and
Utilization Management processes.

The following table will be used in the evaluation process:

Goal Data Source Outcome Measure

Improve access to Report from CHG’s Case | CHG staff will make at a

essential services such | Management Module minimum of three

as medical, mental following report format | attempts to contact

health, LTSS, and social | developed for the 100% of new members

services seniors and persons to conduct an initial
with disabilities (SPD) health risk assessment
reports (which includes an

evaluation a member’s

medical, behavioral

%gpﬁmmunity Page 34

roup



Goal

Data Source

Outcome Measure

health, and social
services needs) and
coordinate necessary
follow-up care within
90 days of enrollment.

Improve access to
affordable care

HEDIS
measure/methodology;
baseline for this
population to be
established in 2013
with improvement to
be measured in 2014

By 2014, increase the
follow-up after
Hospitalization for
Mental Iliness (FUH) by
3% over the baseline
year of 2013.

Improve coordination
of care through an
identified point of
contact

Report from CHG’s
Enrollment Module

CHG will attempt to
contact 100% of newly
enrolled dual eligible
members to provide a
“welcome call” which
notifies the member of
their assigned PCP and
how to access services.

Improve seamless
transitions of care
across health care
settings, providers, and
HCBS

Report from CHG's
health care services
correspondence
module/application

For planned and
unplanned transitions
from one level of care
to another, share the
sending setting’s care
plan with the receiving
setting within one
business day of
notification of the
transition, 90% of the
time.
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Goal

Data Source

Outcome Measure

Improve access to
preventive health
services

HEDIS
measure/methodology;
baseline for this
population to be
established in 2013
with improvement to
be measured in 2014

By 2014, increase the
rate CHG’s HEDIS
effectiveness of care
measures (adult BMI
assessment, breast
cancer screening, care
for older adults, and
glaucoma screening) by
3% over the baseline
year of 2013.

Improve access to HCBS

Report from CHG’s Case
Management Module

CHG will attempt to
complete an initial
health assessment of
100% of newly enrolled
dual eligible members
which includes an
evaluation of the need
for HCBS.

Assure appropriate
utilization of services

HEDIS
measure/methodology;
baseline for this
population to be
established in 2013
with improvement to
be measured in 2014

By 2014, decrease the
HEDIS Plan All Cause
Readmission (PCR)
measure by 1% over
the baseline year of
2013.

Improve beneficiary
health outcomes
(specify Medicare
Advantage
Organization (MAO)
selected health

Report to be developed
from data loaded in
CHG’s data warehouse

HEDIS

By 2014, reduce the
custodial long term
care admission rate by
1% over the baseline
year of 2013.
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Goal

Data Source

Outcome Measure

outcome measures)

measure/methodology;
baseline for this
population to be
established in 2013
with improvement to
be measured in 2014

Report to be developed
from data housed in
CHG’s Case
Management Module
or the Health Outcomes
Survey (HOS)

By 2014, decrease the
number of poorly
controlled diabetics (as
defined by the HEDIS
Comprehensive
Diabetes Care measure)
by 3% as compared to
the baseline year of
2013.

By 2015, increase the
number of members
who rate their general
health above “fair” as
compared the baseline
year of 2013.

CHG’s Corporate Quality department provides quantitative analysis for evaluating

the effectiveness of the model of care. HEDIS reports and results are tracked by

CHG’s internal Total Quality Integration Committee under the leadership of the

HEDIS Manager. Reports obtained from CHG’s data warehouse and Case

Management Module are produced by CHG’s Informatics Manager and Senior EDI

Programmer Analyst, respectively.

CHG evaluates its model of care as part of its annual review of its quality

improvement activities. Performance towards goal achievement, as well as other

aspects of the care model, is reviewed. If goals are not met in the expected

timeframe, CHG will follow its established quality improvement process, based on

the quality improvement cycle, to determine appropriate actions to be taken. An
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analysis of the model of care quality measures is completed by the Corporate
Quality department with input by the Clinical Quality Improvement Committee
and includes a review of potential barriers towards achieving expected outcomes.
A corrective action plan is recommended by the Clinical Quality Improvement
Committee. Any service-related issues are brought to the Service Quality
Improvement Committee for discussion and input. Final recommendations for
corrective action are presented to the Corporate Quality Improvement
Committee for review and approval. Modifications may be made to the MOC if
indicated by the results of the analysis.

All data, analysis, and documentation of the MOC review and all other quality
improvement activities are stored electronically in the corporate computer
system by the Corporate Quality Department. Documentation from the quality
improvement program and its activities are available to CMS upon request and
during onsite audits.

Oversight accountability for monitoring, evaluation and qualitative analysis to
determine MOC effectiveness lies with the Director Corporate Quality and the
CMO. The results are incorporated in CHG’s annual Quality Improvement Report
which is reviewed and approved by CHG’s Clinical Quality Improvement
Committee, CHG’s Corporate Quality Improvement Committee, and, ultimately,
CHG’s Board of Directors.

CHG communicates improvements and changes via web announcements, internal
training of staff, Provider Newsletters, Member Newsletters and direct outreach
to primary care provider staff.
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Tab 5 - Appendices
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