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Executive Summary 
 Contra Costa Health Plan (CCHP) is the oldest County-sponsored 

Federally Qualified Health Maintenance Organization (HMO) in the country.  

CCHP is an integral entity within the Contra Costa County Health Services 

Department and has nearly 40 years of collaboration with the County Public 

Hospital and Federally Qualified Health Center (FQHC) Ambulatory Health 

Center, as well as the Public Health, Mental Health, and Substance Abuse 

Divisions within the Health Services Department. 

CCHP now proposes to operate a Dual Eligible Demonstration pilot 

project in Contra Costa County as this pilot offers the opportunity to 

implement the integrated model of health care and social services in the 

direction which we have been jointly working for over 15 years.  In 

becoming a pilot, we will finally be able to realize the vision of the Aging 

and Long Term Care Integration (ALTCI) Project we undertook, under the 

auspices of AB 1040, in partnership with the Aging and Adult Services 

(AAS) Bureau of the Contra Costa County Employment and Human 

Services Department (EHSD).  We were forced to put this vision on hold in 

2006 because of lack of State support for our model which proposed to use 

interdisciplinary medical and social work care management to integrate 
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health care and Home and Community Based Services (HCBS) into a 

seamless service delivery system. 

 We believe that this pilot project offers the opportunity to develop a 

coordinated system of care that will result in better health outcomes for the 

dual population, allowing them to attain optimal levels of personal 

independence and thereby reducing unnecessary use of emergency room 

care, hospitalization, and nursing home placement.  Under the pilot, it will 

be possible to rebalance their care by offering enhanced access to home 

and community-based alternatives to more costly and less desirable acute 

care and institutional long term care under an integrated funding model. 

 This pilot project anticipates enrolling about 80% of the 22,000 duals 

residing in the county over the course of calendar year 2013.  CCHP and 

its contracted Contra Costa Regional Medical Center (CCRMC) and Health 

Centers already care for 42% of the current duals in Contra Costa County.  

There are only two other Special Needs Plans (SNPs) in Contra Costa 

County.  Health Net and Kaiser.  Health Net has a current enrollment of 

less than 1,000 SNP members.  Kaiser has a current enrollment of 3100 

SNP members in Contra Costa County.  Together, Kaiser and Health Net 

represent 78% of duals in this county. 
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Key partners in implementing this pilot will be CCRMC and its eight 

FQHC clinics; the secondary contracted primary care and specialty and 

community FQHC network (CPN); the Behavioral Services Division of the 

County Health Services Department, which operates the homeless, mental 

health and substance abuse programs; the Aging and Adult Services (AAS) 

Bureau of the County Employment and Human Services Department, 

which administers both the In Home Supportive Services (IHSS) and Area 

Agency on Aging (AAA) programs for the county; Rehabilitation Services of 

Northern California (RSNC), operator of the Multipurpose Senior Services 

Program (MSSP), two newly credentialed Community Based Adult Services 

(CBAS) sites in the county (with MSSP), and the California Community 

Transitions (CCT) Program; and the Alzheimer Center of the East Bay, 

operator of the third CBAS site in Contra Costa County. 

In addition, we have initiated a Contra Costa Coordinating Council 

encompassing a broad continuum of home and community based service 

providers to partner with CCHP in improving the dual population’s access 

to long-term services and supports throughout the county.  Kaiser, Blue 

Cross, and Health Net are recent additions to this Coordinating Council and 

have expressed interest in collaborative arrangements with CCHP to serve 

this population.  Also, CCHP will formally expand its relationships with 
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existing county government appointed advisory bodies under a Dual Pilot 

Project, i.e. the Managed Care Commission (MCC) which already includes 

a dual member representative, Advisory Council on Aging, IHSS Public 

Authority Advisory Committee, and with behavioral health consumers to 

assure that stakeholders and consumers are actively involved in oversight 

of the planning, implementation, and ongoing operation of the pilot project. 

  



 

Contra Costa Health Plan  Page | 7 

Section 1:  Program Design 

Section 1.1:  Program Vision and Goals 
 1.1.1  CCHP has a nearly 40-year experience as a Federally 

Qualified HMO and a California Knox-Keene licensed managed care plan 

and has provided choice as the local initiative in a two-plan Medi-Cal model 

plan with three networks.  CCHP currently provides care to 88% of the 

Medi-Cal members enrolled in managed care in Contra Costa County.  

CCHP provides further choice within its Health Plan of three distinct 

Provider Networks:  the CCRMC and its eight FQHC clinics, a separate 

Community Provider Network (CPN) consisting of multiple contracted 

primary care and specialty providers, and four community FQHC providers 

with separate sites across the county, as well as a third sub-capitated 

network with Kaiser Permanente. 

CCHP provides 24/7 Advice Nurse services to both of its direct 

networks to assist members with health care advice linkages to appropriate 

care levels and referrals for both Urgent Care and Emergency Room care.  

CCHP members assigned to Kaiser receive 24/7 Advice Nurse services 

from Kaiser. 

CCHP has served duals who voluntarily chose to enroll throughout its 

long history.  More specifically, we have five years’ experience serving 

duals as a Medicare Advantage (SNP) from 2007 through 2011 and 
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through their voluntary enrollment into the Medi-Cal plan administered by 

CCHP.  Additionally, CCHP has successfully enrolled 91% of the Contra 

Costa County Seniors and Persons with Disabilities (SPDs) since June 

2011. 

During the five years that CCHP operated its SNP, there was an 

average of 165 dual eligibles enrolled in the program.  CCHP met all of the 

care management standards required for serving that population and our 

Structure and Process measures were approved by NCQA.  Our Model of 

Care, as well as our Quality Improvement Plan and Chronic Care 

Improvement Plan, were approved by CMS.  The financial risk of serving so 

few members in the SNP program with several outliers and CMS refusal to 

allow small SNPs to qualify for higher rates under the Star Program proved 

finally risky and led to our decision to terminate the SNP contract effective 

January 1, 2012.  It is anticipated that the much larger number of duals to 

be enrolled passively in the pilot will mitigate the financial risk we 

experienced for the much smaller voluntary enrollment in our SNP.  There 

are currently approximately 3,160 duals voluntarily enrolled in CCHP for 

their Medi-Cal benefits.  There are an additional 6,000 duals currently being 

treated by CCHP’s contracted health partners, CCRMC and Ambulatory 

Health Centers. 
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1.1.2  The core mission statement of Contra Costa Health Plan with 

its County Health Department is that it cares for and improves the health of 

all people in Contra Costa County with special attention to those who are 

most vulnerable to health problems.  The motto of CCHP is to provide “a 

culture of caring.” 

Contra Costa County has a complicated framework of medical, 

mental health, substance abuse and public health programs that care for 

predominately low-income and uninsured people and to insure overall 

community health standards are monitored and met.  Contra Costa Health 

Plan is one of seven divisions comprising Contra Costa Health Services 

(3,000 employees) which also include:  Contra Costa Mental Health, Contra 

Costa Public Health, Contra Costa Regional Medical Center and Health 

Centers, Alcohol and Other Drug Services, Contra Costa Environmental 

Health, Contra Costa Hazardous Materials, and Contra Costa Emergency 

Medical Services. 

Over 15 years ago, we initiated joint planning efforts with the Aging 

and Adult Services Bureau of the county to develop a health and social 

service coordinated model of care to better serve low-income seniors and 

persons with disabilities.  Under the auspices of AB 1040 we jointly 

developed an Aging and Long Term Care Integrated model of care with the 
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involvement of a broad cross-section of community stakeholders, both 

consumers and service providers.  We presented this model of care to the 

State in 2005-2006, but we were not successful in garnering the necessary 

administrative and legislative support to implement this model of care.  The 

Duals Demonstration Pilot now offers us the opportunity to proceed to 

implement our earlier vision. 

We anticipate that over time, the coordinated care system of the pilot 

project will result in better health outcomes for duals allowing them to attain 

their maximum level of personal independence thereby reducing incidences 

of emergency room care, hospitalization, and nursing home placement.  

The pilot will make it possible to rebalance their care by offering home and 

community based alternatives to more costly acute care and institutional 

long term care.  The emphasis on streamlined and joint funding and 

passive enrollment under managed care allows this vision to become a 

reality. 

1.1.3  Based upon our many years of planning and experience in 

delivering health care to the duals population, CCHP is committed to the 

overall goal of the Dual Eligible Demonstration Project to create a 

coordinated health, behavioral health, and social service delivery system 

providing consumer-centered care that will provide both improved health 
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outcomes and a better quality of life for those enrolled in the program.  

CCHP has established Health Risk Assessments, risk stratification to case 

management and care coordination as well as access to 24/7 Advice Nurse 

services for all of its 108,000 patients.  These health interventions have 

been established with the Medi-Cal dual diagnosis population, the SNP 

population for duals, and the participants in the county’s Low Income 

Health Program (LIHP) which CCHP administers.  Therefore, this pilot will 

be able to achieve the following outcomes: 

• Improve continuity of care and services by using care 

management to coordinate both medical and social benefits 

and access to care. 

• Maximize consumers’ ability to remain living in their own homes 

and in community settings, avoiding unnecessary institutional 

care by providing access to appropriate services and supports. 

• Increase the availability and access to home and community 

based services for the duals thereby reducing the occurrence of 

acute care episodes and incidences of institutional long term 

care placement. 
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• Maximize the ability of consumers to self-direct their care, 

participate in decision-making regarding their care options, and 

receive high quality care  

• Streamline health processes and improve care coordination 

and timely access to care leading to increased consumer 

satisfaction. 

• Optimize the use of Medicare, Medi-Cal, and other State and 

County resources by making CCHP, as a single entity, 

responsible for overall care coordination. 

Section 1.2:  Comprehensive Program Description 
1.2.1  Based upon our experience with both the TANF, SPD and 

CBAS populations, we estimate that between 80% and 90% of the dual 

eligible population not currently enrolled in an SNP in the county will enroll 

into the pilot under passive enrollment with an opt-out feature.  There are 

currently 3,160 duals enrolled in CCHP and an additional 6,000 duals 

already being treated by CCRMC and its Health Centers.  This would result 

in a total dual enrollment of between an approximately 12,000 individuals 

by the end of 2013.  We would be responsible for providing access to the 

full spectrum of both Medicare and Medi-Cal health care benefits including 

long-term custodial care in Nursing Facilities, MSSP, CBAS, IHSS, mental 
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health, and substance abuse services throughout the entire county.  Thus 

42% of duals are already aligned with CCHP.  Kaiser, as a sub-capitated 

provider, has expressed interest in collaborating with CCHP and their 

current SNP members.  Health Net as the other SNP in Contra Costa 

County has also indicated a willingness to work directly with CCHP and its 

SNP members. 

Health care services will be delivered through expansion of existing 

contracts and agreements with the Contra Costa Regional Medical Center 

in Martinez and its eight neighborhood clinics, which comprise a broad 

network of primary care physicians and medical specialists in a publicly 

operated setting administered by the County Health Services Department; 

and our secondary network CPN which includes a comprehensive array of 

private primary care providers (PCPs), medical specialists, community 

FQHC clinics, hospitals, and other ancillary health care providers.  

Prescription drugs will be provided through the expansion of our current 

Pharmacy Benefit Management contract.   Also, we will maintain and 

expand our contractual relationship with 33 skilled nursing facilities in all 

geographic regions of the county to ensure an adequate supply of beds for 

duals.  We would provide the supplemental benefit of worldwide emergency 
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care and are considering providing enhanced non-emergency 

transportation as a benefit. 

We are expanding our existing Care Management unit of nurses and 

social workers to manage and coordinate the full spectrum of medical care 

and long term services and supports.  We are collaborating by contracting 

a portion of the care management of home and community based services 

to Rehabilitation Services of Northern California (RSNC) given their 

extensive experience providing MSSP, ADHC, and Community Transition 

services in Contra Costa County.  CCHP will also expand its care tradition, 

where we have managed a Part D Program for the five-year SNP for duals.  

CCHP will also expand its Coleman Model Care Transitions Intervention 

Program (CTI) with two of our largest hospitals to assure appropriate 

medication and follow-up care for hospital-discharged patients at high risk 

for hospital readmission and avoidable Emergency Room use.  CCHP will 

also expand its Emergency Room Intervention Program where we send 

patients showing several avoidable Emergency Room visits by use of the 

New York Algorithm of Preventable Emergency Room letters explaining 

their care alternatives and using them to contact our 24/7 Advice Nurse 

Program. 
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CCHP is contracting with RSNC for the delivery of CBAS at its 

Antioch and Pleasant Hill sites for duals residing in eastern and central 

Contra Costa County and with Guardian Day Health and CBAS for west 

County.  We will expand the contract for MSSP services for duals 

throughout the county to assure delivery of intensive case management 

and waived services to duals at significant risk of placement in skilled 

nursing facilities but still able and willing to reside at home with this 

assistance.  This will also ensure access to Community Transition services 

countywide for duals potentially able to leave skilled nursing facilities. 

As a county government agency, CCHP will develop 

interdepartmental agreements with both the Aging and Adult Services 

Bureau (AAS) of the County Employment and Human Services Department 

(EHSD) and with the IHSS Public Authority for delivery of IHSS to eligible 

duals.  Aging and Adult Services social workers will continue to perform 

assessment and authorization of IHSS; however this process will be 

coordinated with CCHP care management staff to ensure that the IHSS 

authorization is congruent with the overall care plan for the individual 

consumer.  The agreement with the Public Authority will acknowledge its 

ongoing role in recruiting, screening, enrolling, training and paying 
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providers based upon the negotiated collective bargaining agreement with 

the union representing the providers. 

 Moreover, the agreement with AAS will also recognize that agency’s 

role as the Area Agency on Aging (AAS) for the county and will clarify 

procedures for assuring access for the dual members to the 

comprehensive array of home and community based services provided by 

that agency and its subcontractors under the Older Americans Act and 

Older Californians Act, i.e. information and assistance; congregate and 

home delivered meals; legal services; home visiting; home chore registry; 

social day care; health insurance counseling and advocacy; long term care 

ombudsman;  and family caregiver support.  Also, the agreement with AAS 

will incorporate working procedures for duals accessing Adult Protective 

Services administered by that agency.  Collaboration with the County’s 211 

Resource Program and Crisis Line for more information for duals is also 

beginning for this pilot. 

Similarly, an intradepartmental agreement will be expanded with the 

Division of Behavioral Health of the Contra Costa County Health Services 

Department for delivery of mental health and substance abuse services.  

This agreement will outline the collaborative coordinated care system 

currently being developed in partnership with the CCRMC and Ambulatory 
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Health Centers and will specify how dual consumers with mental health and 

substance abuse service needs will access necessary treatment and care.  

Interdisciplinary care planning and coordinated care management will be 

developed between the CCHP Care Management unit and Behavioral 

Health staff.  Three separate pilots of Behavioral Health Integration are 

currently occurring between Mental Health and the Ambulatory Health 

Centers.  These pilots are currently being evaluated prior to expansion in 

2012. 

In consultation with AAS Independent Living Resources of Solano 

and Contra Costa Counties, and the Independent Living Center (ILC) 

serving Contra Costa County, we will mutually determine the feasibility of 

developing an Aging and Disability Resource Center service delivery model 

from the existing information and assistance services already being 

provided by those agencies to both the elderly and adults with disabilities. 

1.2.2  CCHP has been in operation as a county operated health 

maintenance organization for nearly 40 years and has extensive 

experience operating capitated managed care programs.  We have offered 

prepaid Medi-Cal benefits since 1972 and have provided fee-for-service 

Medicare benefits since 1978.  We had a SNP for five years from 2007 – 

2011.  We have a fiscal infrastructure in place that can readily be adapted 
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to further integrate Medicare and Medi-Cal funding for duals.  We pay our 

own claims and maintain a large database for funding and utilization 

management. 

1.2.3  The empirical evidence underlying the integrated model of care 

to be implemented in this Dual Eligible Pilot has shown, in both California 

and across the country, that this integrated model offers both financial 

incentives and a care management structure that is capable of diverting 

health care resources away from more expensive emergency care, 

hospitalization and nursing home care to less costly home and community 

based services.  Inclusion of institutional skilled nursing care in the 

capitated rate for the pilot will create a fiscal incentive to shift care to such 

services as IHSS, CBAS, social day care, home visiting, chore services, 

and home health care whenever they are an appropriate alternative.  The 

capitated model will make it possible to enhance the scope of HCBS, 

making it more possible to encourage family caregivers to continue 

providing care in the home environment.  Moreover, to the extent the pilot 

program is successful in promoting effective self-care among members and 

appropriate use of primary care physicians while reducing episodes of 

emergency care, hospitalization, and unnecessary SNF placement, the 

resulting savings in Medicare and Medi-Cal funding will make available 
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additional resources to expand alternative HCBS and enhance care 

management, health care education, and outreach activities to the dual 

eligibles.  The utilization of the EPIC System Electronic Health Record 

(EHR) for both CCRMC, health clinics and CCHP will provide an easier tool 

for providers to utilize evidence-based guidelines in care practices. 

1.2.4  The care management component of this integrated care 

model will promote the ability of members to manage their own self-care to 

the greatest extent possible.  CCHP will use a both a self-screening tool 

and the Health Risk Assessment tool currently being used by Case 

Management staff for the SPD and SNP populations to identify dual 

eligibles at risk of medical problems and/or inappropriate emergency care, 

acute hospital care or nursing home placement.  In addition, Case 

Management staff will utilize risk stratification to review individual 

diagnoses and prior utilization patterns to identify high-risk individuals, e.g. 

members of historically underserved groups; members of groups with 

identified health disparities; members suffering from multiple co-morbidities 

and serious chronic conditions.  Data reviewed includes the following: 

• Monthly RAPS (claims) data reports. 

• Monthly enrollment data of new members into the CCHP plan. 

• Monthly pharmacy data reports. 
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• Review of discharge summaries received from CCRMC. 

• Lab data collected during the Health-Risk Assessment process. 

• Weekly collaborative CM/UM case conferences with CCHP Medical 

Director for concurrent review of admissions/discharges at community 

hospitals. 

Members identified as high-risk will receive a comprehensive assessment 

to determine their personal strengths and limitations and to develop a care 

plan to provide appropriate medical care and to offer access to those LTSS 

and HCBS which can assist in mitigating the impact of their medical 

conditions and in living as independently as possible.  Their care plans will 

promote members’ self-empowerment to the greatest extent possible in 

order to maintain or increase their independence and avoid episodes of 

unnecessary health care intervention.  CCHP staff will contact the member 

within 90 days and perform a health screening exam. Three times during 

the first two weeks after new enrollment notification, CCHP will attempt to 

contact the member by telephone no less than once a week. If the Health 

Plan is unable to contact the member during the first two weeks, 

subsequent efforts to contact the member are performed weekly.  If CCHP 

is unable to contact the new member by phone by the 45th day after 

enrollment notification, CCHP will send a written communication to the 
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member, informing the member to contact the Health Plan.  Attempts to 

contact the member will be documented on the Health Risk Screening form 

and kept by the Health Plan.   

Once the health information is collected, a nurse will screen all 

completed forms and if needed, forward a copy of the form to appropriate 

staff if follow-up needed, such as enroll in disease management, or explore 

the need for complex case management.  In addition, a copy of the 

assessment will be sent to the primary care provider. 

1.2.5  CCHP believes that they can easily utilize their existing Case 

Management resources, and contracts with MSSP and IHSS to meet the 

requirements of the Health Home soon to be offered to HMOs in California.  

This model integrates well with the Medical Homes already in place with 

the majority of the contracted primary care providers with CCHP.  Under 

authority of Sec. 1945 of the Social Security Act (Section 2703 of the 

Patient Protection and Affordable Care Act-ACA), California will consider 

submitting a State Plan Amendment for CMS approval to engage in a 

Health Home care model.  As of this date, California has applied for and 

received a CMS planning grant to explore the Health Home state option.  

CCHP believes that in the event California participates in this model, we 

can utilize our existing managed care plan in Contra Costa County to assist 
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in the statewide implementation of this model.  Consultants to the state 

have already identified the Managed Care Delivery System as one of seven 

potential Health Home model options.  They have further identified a “Dual-

Eligible” sub-option to the Managed Care Option that efficiently aligns with 

the Dual Pilot project.  CCHP’s extensive history and experience as a Medi-

Cal plan and SNP would assist in meeting the goals of enhancing 

integration and coordination of care, creating person-centered systems of 

care improving outcomes, care experiences, and overall value. 

 1.2.6  Among the major challenges facing this pilot program is 

uncertainty over whether the rate development process will result in 

appropriate risk adjustment for the actual population of dual eligibles to be 

served.  It will not be possible for Contra Costa County and CCHP to 

accept the financial risk for this integrated model unless the capitation rate 

and methodology are adequate.   The funding for the pilot must provide 

adequate financial resources to build the type of comprehensive care 

management infrastructure necessary to perform the complex assessment, 

care planning, monitoring and evaluation tasks that are critical to 

successfully caring for the duals. 

In order for CCHP to assume the financial risk and ultimately sign a 

contractual agreement with DHCS and CMS to operate a pilot program, it is 
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essential that DHCS provide, in a timely fashion, the detailed data needed 

to project potential financial risk.  CCHP needs to receive recent cost 

utilization and demographic data from Medi-Cal, Medicare, and IHSS for 

the dual eligibles residing in Contra Costa County including risk profiles, 

diagnoses, chronic conditions, medical providers, LTSS usage, including 

skilled nursing and waiver programs, age distribution, and residential ZIP 

codes.   We will need to carefully review and analyze this data to determine 

that an eventually agreed upon capitation rate will not put CCHP and 

Contra Costa County Health Department in an unacceptable financially 

risky position. 

 The short timeline for pilot implementation is also particularly 

challenging.  Extensive pre-implementation activities including education 

and outreach to potential members, providers, caregivers and community 

stakeholders will all need to be accomplished by the end of calendar year 

2012.  We have already set in motion a wide variety of collaborative efforts 

with our key partners and other community stakeholders to begin these 

efforts.  We have met with a cross-section of essential LTSS providers and, 

as a result of that session, established a Coordinating Council of service 

providers that has begun convening to organize pre-implementation 

activities.  We have also met with leading community advocates for seniors 
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and persons with disabilities, i.e. the Managed Care Commission, the 

County Advisory Council on Aging, and the Access to Care Stakeholders 

Group.  We just met with the Contra Costa County Health Integration 

Committee of both County Mental Health and community mental health and 

substance abuse agencies to discuss further collaborative efforts at 

Behavioral Health integration with primary care and the needs of duals.  

We will be scheduling additional meetings with other advocacy bodies 

including the IHSS Public Authority Advisory Committee, city committees 

on aging, caregiver support organizations, labor union representatives, and 

others.  Also, we will be working with the Health Insurance Counseling and 

Advocacy Program (HICAP) to assure that their corps of counselors will be 

knowledgeable about the pilot project when they assist dual eligibles in 

making their decisions about participating in the pilot.  Conversations about 

collaboration with both Kaiser and Blue Cross have begun but need further 

state guidance on sub-contracted models with other community SNPs. 

 Moreover, the ability of CCHP to obtain needed HCBS for the duals 

will be particularly challenging in the current political environment when 

many of those service providers have experienced major program 

reductions in recent years due to Federal, State, and local government 

budget reductions.  Rebuilding and expanding their service delivery 
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capabilities will take time as CCHP gradually shifts expenditures for the 

duals from skilled nursing and acute care to HCBS.  The collaborative 

working relationship that has already begun with our key partners, County 

AAS, Rehabilitation Services of Northern California, and Guardian Adult 

Day Care will, in part, focus on determining how these agencies can work 

with the pilot project to enhance access to their home and community 

based services i.e. area agency on aging services, IHSS, adult protective 

services, CBAS, MSSP, and Community Transition Care. 
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Section 2:  Coordination and Integration of LTSS 

Section 2.1:  LTSS Capacity 
 2.1.1  The Case Management and Utilization Management Units of 

CCHP currently authorize and coordinates health care for members within 

established guidelines.  For the Duals Pilot, these guidelines will be 

expanded to include facilitating access to and/or authorizing purchase of 

LTSS as well as conventional Medicare and Medi-Cal health care services.   

Case managers will be responsible for facilitating communication with 

medical team members and other agencies and community based 

organizations serving the dual members.  The integrated care management 

model requires active coordination and communication among the Case 

Management staff, the member, caregivers, family members, community 

based service providers, the primary care physician and other health care 

practitioners.  Shared decision-making is an important element of 

integrated case management and already incorporated in our CCHP Case 

Management procedures. 

 Monitoring the outcomes of the authorized care plan across a variety 

of care settings will require coordination among many professionals and 

agencies.  Case managers must have access to direct care provider 

information across the continuum of medical and HCBS providers.  CCHP 

will create a system for collecting data and monitoring the effectiveness 
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and quality of HCBS being delivered to the duals under individual care 

plans.  In addition, guidelines will be established for triggering 

reassessments and care plan revisions when there are substantive 

changes in the dual member’s physical condition, functional abilities, or 

social environment.  Such a monitoring system is an important element in 

being able to intervene promptly to avoid and/or minimize episodes of 

inappropriate or unnecessary emergency room care, hospitalization, or 

skilled nursing care. 

 2.1.2  CCHP has developed a formal contracting relationship with the 

three CBAS agencies in our county and will be expanded to include duals 

and MSSP services currently co-located with one of the CBAS agencies.  

That process will be used as a model for the Dual Pilot’s need to be able to 

contract for a broad range of HCBS, possibly including such services as 

personal care, transportation, personal security devices, family caregiver 

respite, chore work and home repair/modification, social day care, meal 

delivery, or assistive devices.  Collaboration with RSNC, the MSSP agency 

in our county, will be helpful in modeling contracts upon existing MSSP 

vendor agreements and reimbursement rates for purchase of HCBS. 

 2.1.3  As noted earlier, CCHP has developed three Health Risk 

Assessments (HRAs) for the Low Income Health Plan (LIHP), SPD and 
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SNP population’s members.  Health Risk Assessments currently in use 

when enrolling SPDs into CCHP, will be utilized in the Duals Pilot Project to 

identify high-risk individuals in need of a comprehensive assessment.  This 

comprehensive assessment process will be built upon the guidelines 

developed in 2005 under the ALTCI project.   Those guidelines specify that 

the best assessment is one that provides the maximum amount of relevant 

information in the least invasive and duplicative manner and which builds 

upon assessment information already collected by other programs.  This 

assessment information needs to be readily available to the PCP and other 

clinical practice team members, to the dual member himself or herself, and 

to their families, as appropriate under HIPAA guidelines soon after 

enrollment and ongoing.  One of the key assignments of our forthcoming 

Coordinating Council of service providers will be to consider methodologies 

for streamlining and/or consolidating the assessment tools currently in use 

for the various LTSS and health care programs that they administer for 

working with the pilot project. 

The assessment process should identify the member’s strengths and 

limitations so that effective and appropriate interventions can be delivered 

to prevent or delay functional decline and institutionalization.  Both initial 

and ongoing reassessments must be comprehensive and facilitate clinical, 
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behavioral, social service, and member self-care interventions.  It must 

consider the interrelationship between the physical, psychological, social, 

and supportive conditions in the member’s environment. 

 The assessment tool must facilitate the development of a care plan.  

The assessment and care planning process would include not only the 

CCHP case manager and member but, guided by the member’s 

preferences, encompass the broader care community, including community 

based service providers, the PCP, medical home teams, caregivers, and 

family members as appropriate.  The goal of the process is to create a care 

plan that wraps HCBS around medical services in a seamless system of 

care.  This process will also be utilized in the Health Home. 

 2.1.4  CCHP currently contracts with 33 SNFs in Contra Costa 

County as well as two acute rehabilitation facilities.  Additionally, our case 

managers collaborate with board and care homes, Meals on Wheels, IHSS 

and the new CBAS agencies to refer and assist in the development of care 

plans for fragile members.  We have included periodic consultation with the 

County Ombudsman for SNF contracting input. 

 2.1.5  CCHP is developing a plan to hire nurse practitioners with 

physician oversight to provide care to patients in SNFs to prevent 

unnecessary deterioration of medical care, E.R. visits or hospitalizations.  
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These nurse practitioners will consult with the SNFs and refer back to 

CCHP Case Management to assist with discharge planning for patients 

able to move to lower levels of care of back to a home setting.  The case 

manager will coordinate referrals to other community partners such as 

IHSS, MSSP, and CBAS. 

Section 2.2:  IHSS 
2.2.1 SEE CERTIFICATION CHECKLIST 

2.2.2  IHSS is by far the largest and most readily available HCBS for 

which many dual consumers are eligible because of their functional 

limitations.  Thus, it is essential that the pilot project, during its second and 

third year of operation, work towards implementation of a care coordination 

model integrating the IHSS program into the overall case management 

process through exploration of the following options: 

• Screening dual members requesting or referred to IHSS services 

for possibly needing a comprehensive assessment of their health 

and social situation in order to avoid unnecessary episodes of 

emergency care, hospitalization, or skilled nursing care. 

• Including the IHSS social worker assessment as part of a more 

comprehensive assessment of the member’s social and health 

situation. 
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• Authorizing IHSS hours as part of a continuum of services 

specified in a comprehensive care plan developed through a 

collaborative interdisciplinary team process encompassing both 

social work and health care perspectives. 

• Providing alternative personal care options for dual members who 

are not able to direct their IHSS care provider due to mental or 

physical illness, diminished mental capacity such as dementia or 

Alzheimers, or undue influence. 

• Develop tools to monitor the quality of personal care being 

provided to dual members under the IHSS program and identify 

areas requiring improvement. 

• Address the identified quality issues by undertaking a collaborative 

planning process with the Public Authority, Public Authority 

Advisory Committee, and IHSS provider union representatives to 

develop training curricula and create incentives for care providers 

to enhance their skills and abilities, especially for dealing with 

IHSS duals suffering from dementia as well as other issues 

identified in quality reviews. 

• Identify the possibility of training resources (including possible 

development of career ladder opportunities) for IHSS providers 
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being made available from multiple CMS Innovation Challenge 

Grant proposals submitted by SEIU, County Health Services, and 

the County Welfare Directors Association to CMS and currently 

under review. 

• In collaboration with the Public Authority registry identify 

alternative personal care resources in emergency situations such 

as bridging the gap when IHSS has not yet been authorized but a 

dual member is facing imminent discharge from the hospital or 

when an existing provider is temporarily or permanently 

unavailable on short notice before an appropriate independent 

provider replacement can be identified and enrolled. 

Section 2.3: Social Support Coordination 
 2.3.1  SEE CERTIFICATION CHECKLIST 

 2.3.2  The CCHP Care Management unit is familiar with the full range 

of HCBS in Contra Costa County available to the dual population.   The 

care planning process will include referral to local community programs that 

provide services to duals. CCHP case managers will refer dual members in 

need of these services to the individual service providers, for programs for 

which they are either eligible and/or able to purchase themselves.  This 

range of services includes CalFresh (Food Stamps); congregate and home 
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delivered meals; Food Bank grocery assistance; social day care; 

paratransit; home visiting and tele-care telephone reassurance; home 

chore registry; housing and respite care; legal assistance; assistive 

technology assistance; and independent living skills counseling. 

 2.3.3  Partnership with the AAS Information and Assistance Program, 

Independent Living Resources and the Contra Costa Crisis Center 211 line 

will be essential for keeping the Case Management staff informed about 

service availability and changes to the HCBS service system in the county.  

There is no Aging and Disability Resource Center (ADRC) in operation in 

Contra Costa County.  However, as part of the implementation process for 

the Dual Pilot, CCHP will collaborate with the above programs to determine 

how their existing staff can work together with CCHP Case Management 

staff to provide more intensive counseling to dual members in need of in-

depth assistance regarding access to available aging and disability 

resources in the community. 

 2.3.4  CCHP currently partners with the Homeless Program in Public 

Health, including sharing utilization data.  We have added representatives 

from the Public Health Homeless Program, SNF, Assisted Living and Board 

and Care Association, and the Housing Authority to our Contra Costa 

Coordinating Council for further strategic planning and collaboration. 
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Section 3:  Coordination and Integration of Mental Health and Substance Use 
Services 

3.1  The Contra Costa Health Department has previously committed 

to the integration of Behavioral Health with Primary Care.  The three 

divisions of Mental Health, Substance Abuse, and Homeless merged into 

one Division in 2011.  Currently, there are three separate pilots now in the 

evaluation stage of Mental Health integration with Primary Care.  The first 

two pilots involve different methods for improving both access and 

integration of Mental Health into Primary Care. 

1) Co-location with Psychological Interns (Wright Institute) into 

Primary Care has existed for the past year.  Referrals from 

PCPs to these Behaviorists occur with shared data access. 

2) Co-location of psychiatrists are occurring as “warm hand-offs” 

within a Primary Care setting. 

These professionals also provide consultation liaison work for the PCPs on 

co-morbid conditions and particularly for medication management.  

Additional collaboration between the Ambulatory Care Chief and Mental 

Health regarding shared screening tools are under development. 

3.1  The third pilot currently in process has established a nurse 

practitioner in the County Mental Health Clinic for the seriously and 

persistently mentally ill.  The nurse practitioner works on the medical issues 
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with this vulnerable population, who have previously only been willing to 

seek care for their mental health issues. 

3.2  CCHP will continue the partnership already established with the 

Director of Behavioral Health and Homeless Program.  Recruitment of 

other geriatricians with Behavioral Health experience has been successful 

and will continue with the Contra Costa Ambulatory Health Centers. 

3.3  The Medical Homes are being expanded at the County 

Ambulatory Health Centers and the contracted FQHCs with the CCHP CPN 

network are hiring behaviorists (often social workers or marriage and family 

counselors) to support the Medical Home.  These developments all include 

co-location and multidisciplinary care teams with PCPs, nurse practitioners, 

RNs, dieticians, and health educators. 

 3.4  The Contra Costa Coordinating Council will also include 

representatives from Mental Health and Substance Abuse.  Additional 

discussion has already occurred with the CCHP Managed Care 

Commission which includes a dual member representative, Mental Health 

Integration Committee, and the Executive Committee of the Council on 

Aging, who will all provide input to the pilot development. 
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Section 3.1:  County Partnerships 
 3.1.1  The third pilot currently in process has established a nurse 

practitioner in the County Mental Health Clinic for the seriously and 

persistently mentally ill.  The nurse practitioner works on the medical issues 

with this vulnerable population, who have previously only been willing to 

seek care for their mental health issues. 

 The nurse practitioner works under the medical direction of the 

Ambulatory Health Chief to assist in chronic condition management and 

medication compliance issues.  Data is shared between the Ambulatory 

Care chart and Mental Health for coordinated patient care.  This pilot 

involves collaboration between the County Ambulatory Centers, County 

Department of Managed Mental Health and Department of Substance 

Abuse Services. 

 3.1.2  The above pilot resulted from a joint grant proposal to Calmend 

between CCHP and Mental Health, which funded the Nurse Practitioner 

model.  All three of the pilots described in 3.1 and 3.1.1 are being 

evaluated by the contracted agency Resources Development Associates 

under a separate Blue Shield grant written by CCHP to assess models of 

Behavioral Health Integration with primary care.  The CEO for CCRMC, 

Ambulatory Care Chief, and Director of Behavioral Health will develop 

expansions of successful pilots in 2012-2013.  These models post-
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evaluation will be modified and expanded.  The implementation of EPIC, an 

EHR (July 2012), will simplify many of the challenges for patient 

identification, data exchange and care coordination.  CCHP and its case 

managers will also be moving to EPIC in July 2012 so that care 

coordination across all entities will be enhanced.  This new EHR will 

increase the care coordination now occurring between CCHP Case 

Management and Mental Health Case Management in monthly meetings 

for Medi-Cal and dual members of CCHP. 
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Section 4:  Person-Centered Care Coordination 
 4.1  CCHP is committed to creating a person-centered care 

coordination model for the Duals Pilot.  The assessment and care planning 

process will be focused upon the individual health and social situation of 

the Duals Pilot member.  Care plans will authorize and/or recommend a set 

of available interventions and services that meet the unique needs of the 

member and that maximize his/her ability to live as independently as 

possible in the community. 

 In this person-centered care model, the care management team must 

have the capability to comprehensively assess care needs stemming from 

medical conditions, physical disabilities, functional limitations, intellectual 

limitations, mental illness, substance abuse, and cognitive limitations due to 

dementia or Alzheimer’s disease.  As part of its assessment, the care team 

must gather information about the living situation of the individual and 

determine how his/her social environment may impact his/her health care 

situation.  The care management team must be personally knowledgeable 

about or have ready access to professional staff familiar with the full range 

of local services and resources that are available to meet the unique needs 

of each person being served. 

 For those dual members suffering from Alzheimer’s disease, 

dementia, or other physical or mental conditions that impair their cognitive 
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ability to fully participate in the assessment and care planning process, 

CCHP will work with appropriately designated trustworthy family members 

or other personal representatives of the member to speak on behalf of their 

personal needs and preferences.   Moreover, care plans for members with 

impaired cognitive ability must take into account the need for frequent 

ongoing monitoring to minimize identified risks of abuse, neglect, or 

exploitation.  CCHP Case Management staff currently conduct HRAs and 

use risk stratification to identify patients upon enrollment to focus enhanced 

care coordination with patients and caregivers to meet their needs. 

4.2  SEE ATTACHMENT #2 THE MODEL OF CARE 

COORDINATION FOR DUAL ELIGIBLES  (AS OUTLINED IN APPENDIX 

C) 

4.3  The multiple Federally Qualified Health Centers, which either 

exist in the County clinics or in the contracted CPN network, already refer 

to Case Management and Advice Nurse Services at CCHP.  All of the 

CCHP providers, including those at the sub-contracted Kaiser network, 

currently receive the HRAs from the CCHP Care Unit upon enrollment.  

Additionally, they receive the Case Management Care Plan and care 

communication occurs between the PCPs and the case managers for 

patients under Case Management. 
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Further Medical Home and Health Home development will result in 

additional training, data exchange and care team participation. 
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Section 5:  Consumer Protections 
 5.1 SEE CERTIFICATION CHECKLIST 

Section 5.1:  Consumer Choice 
 5.1.1  As part of the enrollment process into CCHP, each new dual 

member will receive an enrollment packet with the list of PCPs available 

under the two provider networks offered, i.e. CCRMC Network or the CPN.  

Members are free to choose their PCP’s from those lists.  Those new 

members who do not choose will be assigned to providers they have used 

in the past to the extent that utilization information is available.  New 

members who are in the midst of specialized treatment with a provider who 

is outside the CCHP provider network will be allowed to continue with their 

current provider for a limited period of time provided that provider agrees to 

accept CCHP reimbursement rates.  This process includes time for 

physician recruitment to CCHP. 

 CCHP refers patients upon medical criteria to numerous specialists.  

There is significant specialist choice within each of the three networks as 

appropriate. 

 The assessment process will offer the dual member the opportunity to 

specify personal representatives, caregivers, and service providers he/she 

would like to participate in assessment and care planning. 
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5.1.2  It will be assumed that members will be a full participant in the 

assessment and care planning process and will be self-directing their 

HCBS care unless the assessment process determines that the member 

lacks the capability to assume those responsibilities.  The care planning 

process will provide the necessary information and explanatory detail to 

members for them to be full participants in that undertaking.   Where there 

is a choice of service providers available, members will be given the option 

of selecting from among them. 

For those members who choose not to participate in the care 

planning process and for those found to have physical, mental, or cognitive 

limitations which impair their ability to participate in care planning or to self-

direct their care, Case Management staff will seek to find appropriate 

surrogates (e.g. family, caregivers, or service providers) to assume those 

roles on the members’ behalf. 

Section 5.2:  Access 
 5.2.1  SEE CERTIFICATION CHECKLIST 

5.2.2  CCHP performs ongoing management of Provider Networks 

and monitors routine and urgent accessibility to care.  We conduct the 

DHCS Enhanced FSR (Facility Site Review) in the credentialing process of 
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all PCPs.  Physical and Disability access accommodation are rated as part 

of that contracting process. 

5.2.3  This physical and disability access accommodation information 

is shared and provided to members through both hard copy and electronic 

Provider Directory Access. 

Section 5.3:  Education and Outreach 
5.3.1  Contra Costa Health Plan will ensure effective communication 

with the dual beneficiaries by publishing all written communications at a 6th 

grade reading level. After enrollment in the health plan, beneficiaries will 

receive an Evidence of Coverage and Disclosure Form (EOC).  The EOC 

and Disclosure Form will be written as stipulated in Title28, CCR, Sections 

1300.51 (d) Exhibit T and U and Title 22, CCR, Section 53881. 

All written communications will be translated into the identified 

threshold and concentration languages in large-size print, Braille and audio 

format.  These alternate formats will be made available upon request.  The 

Member Services Guide will ensure Members’ understanding of the health 

plan processes and ensure the Member’s ability to make information health 

decisions.  The Guide will constitute a fair disclosure of the provisions of 

the covered health care services. It shall meet the requirements contained 

in the Health and Safety Codes, Section 1363 and Title 289, CCR, Section 



 

Contra Costa Health Plan  Page | 45 

1300.63 (a) as to print size, readability, and understandability of text. 

Written materials will be submitted to DHCS and CMS for approval prior to 

use. 

All electronic information and technology will comply with section 508 

Federal Criterion.  Telecommunications products such as voice mail, auto-

attendant, and interactive voice response telecommunications systems 

shall be usable by TTY users with their TTYs. 

5.3.2  CCHP has completed extensive training with all contracted 

providers on the linguistic, cultural and physical needs required to care for 

the SPDs and duals.  A database has been established by CCHP upon 

enrollment (REAL) which identifies the race, ethnicity and language used 

by the member verbally and their preferred written language.  This 

database is shared with the providers throughout the County Ambulatory 

Care Centers.  Well-developed translation service access is also available 

through HCIN, which includes certified translators and video monitors for 

them in exam rooms as well as Language Line contractors for phone 

translation.  Providers have already received training for physical and 

disability access with SPDs in written, video and presentation formats. 

5.3.3  SEE CERTIFICATION CHECKLIST 
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Section 5.4:  Stakeholder Input 
 5.4.1  Our stakeholder engagement plan will build upon the long 

history of stakeholder engagement CCHP and AAS pursued during the 

many years of planning the ALTCI project under the auspices of AB 1040.  

During the decade-long period of 1996-2006, a broad cross-section of 

consumer member representatives, service provider organizations, and 

health care and social service professionals participated in advisory 

committee meetings, public forums, and program design committees to 

provide input and feedback regarding the design of an integrated model of 

both health care and social service long term care for the County. 

 In preparation for the development of this Dual Demonstration 

proposal, CCHP convened a meeting of key service providers in January 

2012 to provide an overview of the Dual Demonstration Pilot and to begin a 

collaborative process of identifying the respective roles of each agency in 

the implementation of the project.   The participants invited included 

representatives of the Area Agency on Aging, IHSS, future CBAS 

programs, Independent Living Resources Center, Meals on Wheels, crisis 

centers, residential care, skilled nursing, ombudsmen, and CCHP Case 

Management.  As a result of that meeting, we have established a Contra 

Costa County Coordinating Council of service providers comprised of 

health care, aging, disability and behavioral health professionals which 
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have been meeting to begin working on implementation issues for the Dual 

Demonstration Pilot. 

In addition, CCHP staff made presentations to the County Managed 

Care Commission (January 2012) whose membership includes consumer 

representatives as well as health care professionals, to the County 

Advisory Council on Aging Executive Committee (February 2012), and to 

the Access to Care Stakeholders Group (February 2012) regarding the 

opportunities offered by the Duals Demonstration Request for Solutions 

and to discuss future opportunities for stakeholder involvement in the 

project design. 

 The stakeholder engagement plan for the pilot will necessitate 

creation of a Pilot Project Advisory Committee by July 1, 2012, under the 

umbrella of the existing Managed Care Commission which oversees 

CCHP.  This proposed Advisory Committee would have as its core 

membership representatives from key County Board of Supervisors-

appointed advisory bodies, i.e. the Managed Care Commission, the 

Advisory Council on Aging, and the IHSS Public Authority Advisory 

Committee, all of which have members who are duals themselves and 

whose members are recognized as important advocates for the dual 

population of the County.  Behavioral health professionals and consumer 
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representatives will also be invited to participate on this advisory 

committee.  This body would likely meet on a monthly basis during the run-

up and early implementation phases of the pilot.   This advisory body could 

be a useful sponsor of public meetings to gather broader stakeholder input 

regarding design and implementation issues. 

5.4.2  After the initial start-up months of the pilot project, this 

proposed Advisory Committee would meet bi-monthly or quarterly.   After 

the initial start-up period for the pilot is over, this Advisory Committee would 

sponsor periodic public meetings to report to the public regarding 

achievements of the pilot and for receiving public and consumer feedback 

on a regular basis. 

 The Coordinating Council of providers would be the major vehicle for 

assuring a platform for provider stakeholders to provide input and feedback 

regarding ongoing operations of the pilot project.  It can provide the venue 

for developing collaborative solutions regarding operational problems and 

issues that will inevitably arise during pilot implementation.  It will focus on 

overall project operational issues as well as on addressing the need for 

improvements in the availability of HCBS for the dual population.  It would 

continue to meet monthly or bi-monthly depending upon the volume of 

issues needing to be discussed.  It will set up working subcommittees or 
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task groups to focus on specific service delivery issues identified as the 

pilot project proceeds. 

 5.4.3  CCHP has long worked with the MCC as its Health Plan 

advisory body and has extensive history and experience in consulting that 

body for consumer and stakeholder input regarding the operations of the 

health plan.  In working with a pilot project advisory committee and the 

Coordinating Council of service providers, CCHP would apply the same 

principles of meaningful stakeholder involvement that have been followed 

with the MCC. Both of these entities would serve as vehicles for 

receiving public input regarding all aspects of pilot project, including 

program operations, benefits, access to services, grievances, and 

consumer protections. 

Section 5.5:  Enrollment Process 
 5.5.1  Unlike some other regions of the state, the SPD enrollment in 

Contra Costa County for CCHP has enrolled over 8,000 SPDs since June 

2011, with only 15 patient complaints in eight months.  This represents 

90% of the eligible SPDs in Contra Costa County during this time period.  

We would expect to follow a similar process for enrolling the duals into this 

proposed pilot on a monthly basis.  As the proposal specifications allow for 

no more than a one year roll-out of enrollment, we would recommend 
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enrolling one-twelfth of the duals each month beginning January 2013 

based upon birth month.  This process allows HRAs, PCP assignment and 

continuity of care issues to be resolved quickly with a manageable 

population. 

 We are pleased that the proposal specifications provide for passive 

enrollment with a voluntary opt-out, thereby likely assuring that there will be 

adequate enrollment numbers to make the pilot financially viable.   Duals 

should be notified 90 days before their scheduled enrollment date of the 

benefits available to them under the pilot and would be informed that they 

will be enrolled in the project unless they inform the state within 30 days 

that they choose to remain in fee-for-service or want some other option 

available to them, e.g. PACE which will remain carved out as a unique 

benefit in this county. 

 For purposes of ensuring adequate time for full implementation of 

case management care plans for duals with complex health and social 

needs, we would like to avail ourselves of the option to lock-in enrollment 

for six months before duals are able to disenroll from the pilot.  The overall 

accuracy and applicability of evaluation findings regarding the quality and 

impact of the pilot will be greatly enhanced if we have a minimum of six 

months of utilization and satisfaction data for most enrollees.   Under this 
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enrollment model, duals would be free to leave the pilot and choose some 

other option available to them after the sixth month following their 

enrollment.  This six-month lock-in also allows time for physician 

recruitment to CCHP for their continuity of care. 

 5.5.2  Learning from the experience of the enrollment of the SPD 

population into managed care during 2011-12, CCHP believes there needs 

to be a longer period of time made available for performing the HRAs of 

incoming dual enrollees.  If the State assigns the duals to the health plan at 

least 60 days prior to their actual enrollment, then their prior utilization 

information needs to be forwarded to CCHP no later than 45 days before 

their actual enrollment date.  This time frame will make it possible to initiate 

the assignment of their PCP, the authorization of ongoing medical care, 

and the HRA process well in advance of enrollment, thereby assuring a 

relatively smooth transition of the duals to the pilot.  Given that we are 

aware of the complexity of medical and social issues faced by a significant 

number of the duals, it is critical that the State make every effort to make 

this information available to CCHP in this proposed time frame. 

Also, realizing the additional complexities of the choice decision being 

faced by duals in whether or not to opt out of the pilot, we plan to provide 

detailed information about the Pilot Project to the Health Insurance 
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Counseling and Advocacy Program (HICAP) operated by the County Aging 

and Adult Services.  The decades of experience of their program staff and 

volunteers in counseling and advocating on behalf of Medicare recipients 

and their sterling reputation as disinterested experts and advocates will 

make them a valuable resource to duals wanting assistance in making their 

decision regarding participation in the pilot.  HICAP has the capability to 

meet with potential enrollees on an individual basis to help explain in detail 

the positives and negatives of deciding whether to opt out of enrollment into 

the Duals Pilot. 

 5.5.3  DHCS reporting requirements need to be mainstreamed and 

not duplicative or contradictory in timeframes with our CCHP reporting 

requirements.  Based upon the SPDs and CBAS mandates into managed 

care, that streamlined process should be enhanced. 

Section 5.6:  Appeals and Grievances 
 5.6.1  SEE CERTIFICATION CHECKLIST 
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Section 6:  Organizational Capacity 
 6.1  Contra Costa Health Plan has served the health needs of county 

residents for nearly 40 years.  It was the first Federally qualified, State 

licensed, county sponsored health maintenance organization in the United 

States.  In 1973, CCHP became the first county sponsored health plan to 

offer Medi-Cal managed care.  In 1976, we were the first county operated 

HMO to serve Medicare consumers.   In the 1980’s we began serving 

county employees, businesses, individuals and families.  In 2006, we were 

chosen as the lead agency for the Health Care Coverage Initiative in 

Contra Costa County, thereby serving thousands of low-income uninsured 

county residents.  CCHP operated a D-SNP for five years from 2007-11.  

Beginning June 2011, we have enrolled approximately 1,000 SPDs monthly 

into Medi-Cal managed care (averaging 90% of all eligible duals in the 

county).  Also, we estimate that 3,160 of the 22,000 dual eligibles residing 

in the county are enrolled in CCHP.   Additionally, 6,000 duals are currently 

receiving care at CCRMC and the Health Centers.  This population will 

most likely wish to enroll at CCHP to maintain continuity of care. 

CCHP is a Knox-Keene licensed plan and currently has over 108,000 

members, as well as recipients of the Low Income Health Plan (LIHP) 

almost 90% of whom are low-income.  Thus, CCHP has extensive 

experience providing managed health care to low-income persons of all 
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ages and is well positioned to serve the duals.  Moreover, as noted 

previously, the extensive planning undertaken to develop an Aging and 

Long Term Care Integration model of care under AB 1040, the experience 

of providing D-SNP care management over a five year period, and the 

ongoing successful enrollment of the SPD population has well prepared 

CCHP to put in place the system of care management and coordination for 

duals necessary for implementation of the demonstration pilot. 

Moreover, during the crisis of the past year resulting from the 

elimination of Medi-Cal Adult Day Health Care (ADHC) services and 

transition to the forthcoming Community Based Adult Services, CCHP 

senior leadership and care management staff have collaborated very 

closely with the two agencies that operate the three ADHC sites in our 

county.  We have met with those two agencies, Rehabilitation Services of 

Northern California and Guardian Adult Day Health Care, on a regular 

basis to coordinate case management services to assure a smooth 

transition of their clientele into managed care and to provide access to 

alternate services for those former ADHC clients who will not qualify for the 

new CBAS program.  CCHP has brought the two ADHC providers together 

with the County IHSS program and the Area Agency on Aging to identify 

alternative service options for those not eligible for CBAS.  This 
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collaborative experience over the past six months has laid the foundation 

for developing a Coordinating Council of service provider agencies as part 

of our implementation plan for the Duals Pilot.  CCHP enrolled 95% of all 

eligible ADHC members in this County during October and November 

2011. 

 As a division of the Contra Costa County Health Services 

Department, CCHP will receive and manage the capitation dollars from 

Medi-Cal and Medicare for the Pilot Project as it already does for tens of 

thousands of its currently enrolled Medi-Cal members as well as Healthy 

Family members.  The Chief Executive Officer of CCHP provides executive 

leadership reporting to the Director of the County Health Services 

Department. 

CCHP is ultimately responsible to the Contra Costa County Board of 

Supervisors.  The Board has appointed a CCHP Joint Conference 

Committee consisting of two of its five members, the Medical Director and 

CEO of CCHP, and two County Regional Medical Center physicians to 

monitor CCHP activities.  In addition, the Board has appointed a Managed 

Care Commission of consumers’ members, medical professionals, and 

other community representatives to serve in an advisory capacity to the 

Board of Supervisors to CCHP oversee operations.   CCHP has both a 
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longstanding Local Initiative Health Plan serving the low-income population 

of the county and the LIHP as well as providing commercial populations 

including county employees, private employers, and individuals.  CCHP 

has the necessary infrastructure in place to manage all of the complexities 

of a capitated program including enrollment, quality assurance, consumer 

complaints and grievances, and finance. 

6.2  SEE ATTACHMENT #3 CURRENT ORGANIZATIONAL CHART 

WITH NAMES OF KEY LEADERS 

6.3  The CEO of CCHP, Patricia Tanquary, has extensive experience 

in leadership in managed care, case management, partnership with 

multiple providers and SNF management having been both a hospital and 

health plan administrator at Kaiser at CCHP. 

Patricia Tanquary has been the Chief Executive Officer of the Contra 

Costa Health Plan since April 2007, directing and managing the activities of 

the Contra Costa Health Plan.  She, as part of the inter-divisional 

management team, assists in the planning, development and 

administration of the health programs and management activities of the 

Health Services Department and Contra Costa County.  Ms. Tanquary has 

been very involved with giving input into Health Care Reform with Local 
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Health Plans of California (LHPC) and Association for Community Affiliated 

Plans (ACAP) organizations. 

Ms. Tanquary served as the Deputy Executive Director for the Health 

Plan for the two years 2005–2007. 

Prior to being recruited to Contra Costa, Ms. Tanquary spent 18 

years with Kaiser Permanente. She served as Director of Member Services 

for Northern California and then as Hospital and Health Plan Administrator 

for Kaiser Hospital at San Rafael. 

She became the Continuing Care Leader for Kaiser at three Kaiser 

hospitals − Redwood City, Santa Clara, and San Jose − where she initiated 

Case Management for high-risk populations, which included social work 

and RN case managers in teams with geriatric nurse practitioners rounding 

in contracted skilled nursing facilities throughout the South Bay. 

Ms. Tanquary then moved to manage Statewide Divisional Provider 

Contracting, which led to her becoming the Director of National Provider 

Contracting for all Kaiser regions.  Her team provided and managed 

national contracts that accounted for regional size and model variations. 

Ms. Tanquary had previously been the Associate Administrator for 

French Hospital and Health Plan in San Francisco for five years assisting 
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them in implementing one of the four first Medicare Risk Demonstration 

Projects by CMS. 

She spent four years teaching social work and health courses and 

managed the undergraduate social work internship program at San Diego 

State University.  This work included surveying the Foster Care Program in 

San Diego County. 

Ms. Tanquary has a Masters in Social Work from San Diego State 

University and both a Masters in Public Health Administration and a 

Doctorate in Social Welfare from U.C. Berkeley. 

The consultant to CCHP, Bob Sessler, is a very experienced leader in 

Aging and Adult Services both at Contra Costa County and has been a 

leader in HCBS and the needs of the elderly at both state and national 

levels. 

Bob Sessler retired as Director of the Aging & Adult Services Bureau 

of the Employment and Human Services Department for Contra Costa 

County.  Overseeing a combined budget of over $100 million and a staff of 

approximately 350 including six division offices, as well as the IHSS Public 

Authority, Mr. Sessler, as a consultant to the Contra Costa Health Plan, 

brings over 27 years of experience working within the aging network.  He 

has worked in all levels of area agency on aging activities including 
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provider of direct client services, advocacy, coordination, contracts 

administration, planning and Area Agency on Aging director.  

In 1967 Mr. Sessler graduated with a B.A. from Stanford University, 

having concentrated his studies in history, sociology and psychology.  In 

1984 he earned his Masters in Public Administration from California State 

University, Hayward.  He also attended the University of Southern 

California Andrus Gerontology Center, the University of Colorado National 

Leadership Institute on Aging, the Bay Area Social Service Consortium 

(BAASC) Executive Development Institute, and the Senior Executive 

Program. 

Mr. Sessler began his career in the late 1960’s as a Social Worker in 

Los Angeles County and in the 1970’s for Contra Costa County.  From 

1976 through 1989, he worked for the Contra Costa County Office on Aging 

beginning as an Information and Referral Coordinator, then a Program 

Specialist and later as a Planner/Assistant Director.  In 1989, Bob was 

promoted to the position of Director of Contra Costa’s then existing Office 

on Aging.  Upon the restructuring of the County’s social service agencies, 

Bob became manager of the newly formed Aging & Adult Services and was 

formally named the director of the new stand-alone bureau in 1989. 
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Mr. Sessler has been active in many state and national social service 

organizations.  He is currently President of the California Area Agency on 

Aging association, is presently on the Board of Directors for the National 

Association of Area Agencies on Aging, and is President of the Board for 

Contra Costa County Meals on Wheels, Inc., a non-profit fundraising entity. 

As Program Director of the Aging & Adult Services Bureau, Mr. 

Sessler administered a wide variety of services to the residents of Contra 

Costa County.  Programs within the Bureau provide varied services for the 

aged and adult disabled such as: County’s Area Agency on Aging, In Home 

Supportive Services, Medi-Cal, Adult Protective Services, Multipurpose 

Senior Services Program, Linkages (a program to connect clients with 

community support services), Long Term Care Integration, Providing 

Assistance to Caregivers in Transition (PACT), LPS Conservatorship, 

Health Insurance Counseling and Advocacy Program (HICAP), Senior Peer 

Counseling, Senior Legal Services and Senior Transportation programs.  

Additionally, Mr. Sessler supervised the County’s Non-Assistance Food 

Stamps Program and the In Home Supportive Services Public Authority. 

CCHP intends to hire an experienced pilot project manager under the 

direction of the CEO and CCHP consultant. 
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The current leadership in Case Management at CCHP, CBAS/MSSP 

leaders and IHSS leaders are also very experienced in their respective 

fields with commitment to further collaboration between county and 

community agencies. 

6.4  Duals Demonstration Project Manager 
Provide staffing assistance to the Contra Costa Coordinating Council 

meetings. 

Direct reports to CEO of Contra Costa Health Plan (CCHP) 

a. Provide consultation to the Health Plan’s Executive Committee with 

regard to determining goals and directing implementation plans for 

the Dual Demonstration Project; 

b. Provide consultation to the Health Plan’s Administrative Coordinating 

Committee with regard to implementation of Executive Committee 

goals and management issues raised to the Executive Committee; 

c. Provide consultation to the Health Plan’s Coordinating Committee 

with regard to regulatory issues; 

d. Provide consultation to the Health Plan’s Benefits Committee with 

regard to dual enrollee benefits to ensure compliance with regulatory 

agencies; 
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e. Provide consultation to the Health Plan’s Care Management Unit with 

regard to complying with legal requirements and issues affected dual 

enrollees. 

f. Consult on Pharmacy Administration and advice on set-up system for 

Part D pharmacy compliance with crossover Medicaid drug coverage; 

and 

g. Provides consultation to members of stakeholder group for Dual Pilot. 

Under general supervision, performs staff analysis and administrative 

duties within limited guidelines requiring creativity, wide discretion and in-

depth program knowledge and administrative experience. Assignments 

require provision of administrative support for one major program which 

may require the supervision of professional staff and some discretion in 

personnel matters. Required decisions may carry a significant 

consequence of error. Responsibility for management of a total program or 

conducting a complex special research and analysis assignment may be 

required. Position will report to the CEO of Contra Costa Health Plan and to 

associated staff and programs will be required. 

Minimum Qualifications: 

Education: Possession of a baccalaureate degree from an accredited 

college or university with a major in Business Administration, Public 



 

Contra Costa Health Plan  Page | 63 

Administration, Hospital Administration, Welfare Administration, Finance or 

a closely related field. 

Substitution for the required academic major: Either one (1) year of full-

time (or the equivalent of full-time) experience performing administrative 

duties in a health service agency or program, or possession of a Master's 

degree in Business Administration, Public Administration, Hospital 

Administration, Welfare Administration, Finance or a closely related field 

may be substituted for the academic major. 

 

 

Experience: 

At least 18 months full-time (or the equivalent of full-time) experience 

performing administrative duties in a health service agency or program is 

required. 

OR 

Possession of a Master's degree in Business Administration, Public 

Administration, Hospital Administration, Welfare Administration, Finance or 

a closely related field may be substituted for one (1) year of the required 

experience. 

Knowledge, Skills and Abilities: 
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Knowledge of: 

• Accepted principles and practices of health care administration  

• The organization and work of various hospital departments and 

outpatient clinics  

• Federal, State and County Codes, laws, rules and regulations 

applicable to “Dual” population 

• Principles and practices of management and supervision 

Ability to: 

• Gather and analyze data 

• Interpret and apply rules, regulations and laws 

• Supervise the work of others 

• Establish and maintain effective working relationships with others 

• Prepare clear and concise reports and correspondence 

 

Typical Tasks: 

• Plans, organizes and directs a major health care program to include 

determining program goals and the activities necessary to reach 

those goals, establishing program policies and procedures, 
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supervising professional and clerical program staff providing services 

in a number of locations, developing and controlling the program 

budget, and coordinating program activities at a number of sites 

• Develops and monitors policies and procedures to insure compliance 

with all legal mandates and to ensure the control of quality of staff 

and service delivery 

• Advises and consults with community advisory boards or interest 

groups regarding management and program activities 

Section 6.1:  Operational Plan 
6.1.1 PRELIMINARY OPERATIONAL PLAN FOR CALENDAR YEAR 

2013 

• Inform appropriate CCHP staff and provider networks of revised 

benefits available to dual eligibles under the pilot program and 

conduct training sessions for staff and providers most directly 

impacted. 

• Enroll approximately 1000 dual eligibles monthly based upon 

our experience with the SPD enrollment choice history. 

• Send new enrollees welcome letters explaining access to 24-

hour Advice Nurses, prescription drug procedures, and various 

membership issues. 
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• Send out Explanation of Coverage (EOC) for the Duals Pilot to 

enrollees along with their membership identification cards, plan 

handbook, and provider directory. 

• Case Management Unit will complete the Health Risk 

Assessment Process for high-risk duals and PCP assignment 

at least 45 days after to enrollment providing that the State 

sends us the list of enrollees in a timely fashion. 

• Meet monthly with Coordinating Council to develop referral 

relationships, standardization/coordination of assessment tools, 

care planning consultation, identify service gaps, etc. 

• Meet monthly with Pilot Project Advisory Committee to gather 

input from consumer representatives regarding implementation 

issues. 

• Schedule quarterly meetings in conjunction with the Pilot 

Project Advisory Committee, Advisory Council on Aging, and 

IHSS Public Authority Advisory Committee to get consumer 

feedback regarding pilot project implementation from those 

various constituencies. 

6.1.2  Roles and Responsibilities of Key Partners 
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Contra Costa County Regional Medical Center/Health Centers:  

provide primary care and specialist care at its Martinez central location and 

eight neighborhood clinics throughout the County; emergency care; in-

patient care; and provide Community Transition Initiative services through 

its discharge planning staff coaching patients to provide an optimal level of 

self-care upon return home to avoid unnecessary or inappropriate 

readmissions.  The CCHP CTI nurse will also assist with home visit 

transition services following discharge for high-risk patients. 

Community Provider Network:  provide primary care and specialist 

care through independent community physicians and contract clinics; 

provide emergency care and in-patient care at contracted hospitals; John 

Muir Medical Center will provide community transition services (CTI) 

coaching discharged patients in self-care techniques to avoid unnecessary 

or inappropriate readmissions. 

Lifelong Medical Care:  provide primary care with geriatricians 

including end-of-life care and dementia care.  Lifelong will also provide 

consultation to CCRMC and the Ambulatory Health Centers on Geriatric 

team care for duals. 

Aging and Adult Services Bureau, Contra Costa County Employment 

and Human Services Department:  assess duals for In Home Support 
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Services (IHSS) Sand authorize hours of care; process payroll for IHSS 

providers; coordinate with CCHP care managers access to Area Agency on 

Aging information and assistance, supportive services, nutrition programs, 

family caregiver services, and health insurance counseling and advocacy; 

coordinate with CCHP care management regarding Adult Protective 

Services. 

In-Home Services Public Authority:  recruit, screen, enroll, orient, and 

train. 

IHSS providers; maintain registry of potential IHSS providers; conduct 

collective bargaining with union representing IHSS providers for wages and 

benefits. 

Rehabilitation Services of Northern California:  provide CBAS to duals 

residing in central and east Contra Costa; provide MSSP services to duals 

countywide; provide California Community Transition services countywide 

for duals residing in skilled nursing who wish to move back into the 

community; may assist CCHP care management with such activities as 

monitoring and follow-up of  duals who at medical risk. 

Guardian Adult Day Care:  provide CBAS services to duals residing in 

west Contra Costa; may assist CCHP care management with monitoring 
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and follow-up of duals who are at medical risk; may provide countywide 

non-emergency transportation for duals. 

Behavioral Health Division, County Health Services Department:  

provide public mental health and substance abuse services to eligible duals 

in coordination with primary care physicians and CCHP Case Management 

staff.  Homeless care and Respite care coordination will also occur in 

consultation with CCHP. 

6.1.3 

  On January 1, 2013: 

• Contracts in place with enlarged network of community 

physicians. 

• Revised pharmacy benefits management contract in place. 

• Contract in place with RSNC for MSSP, CBAS, and Community 

Transitions. 

• Contract in place with Guardian for CBAS. 

• Intradepartmental agreements in place with Aging and Adult 

Services and IHSS Public Authority. 

• Expanded intradepartmental agreement in place with Division 

of Behavioral Health. 
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• Enroll approximately 100O duals on the first of each month 

through December 2012. 

• Ongoing recruitment of additional community physicians. 

• Monthly meetings of Coordinating Council of HCBS Providers. 

• Monthly meetings of Pilot Project Advisory Committee. 

• Bi-monthly meetings of the Managed Care Commission. 

• Quarterly meetings of Joint Conference Committee of the 

County Board of Supervisors. 

Quarterly public meetings in collaboration with County Advisory 

Committees representing seniors and persons with disabilities. 

6.1.4  SEE CERTIFICATION CHECKLIST 
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Section 7:  Network Adequacy 
  7.1  CCHP has a total of 3293 contracted PCPs and specialists 

providing care in two networks.  Those members accessing care at Kaiser 

are served by additional PCPs and specialists. 

 Physician recruitment and retention are continuous efforts.  In 

preparation for the SPDs, CCHP sent letters to many community 

physicians and made presentations with the Alameda/Contra Costa 

Medical Society across the county.  We utilized the Continuity of Care 

provisions to provide outreach to all providers at the time of enrollment, 

agreeing to either limited or full contract status. 

 7.2  CCHP has successfully utilized Fee-For-Service (FFS) Claims 

payment to limit risk to smaller providers and ensure 100% encounter data 

compliance.  We further use Panel Management Incentives to pay 

incentives beyond rates for serving an increased number of enrollees.  We 

are currently adjusting these rates to accommodate increased care needs 

of the SPDs and duals. 

 7.3  CCHP has a history of paying providers slightly higher than Medi-

Cal FFS rates and paying Medicare for the duals enrolled in the SNP, 

which would continue under this pilot and will attract additional providers 

not currently under the CCHP CPN network. 



 

Contra Costa Health Plan  Page | 72 

 7.4  The DHCS-Enhanced FSR (Facility Site Review) tool and 

training will continue to be utilized to ensure sufficient accessibility for 

desirable beneficiaries. 

7.5  New enrollment with six new Community FQHCs occurred in 

2011 for the SPDs and voluntary duals, which will also offer more 

experienced care for the duals. 

Lifelong Medical Care now provides clinics with several geriatricians 

and geriatric social workers.  This FQHC will also serve as a consultant to 

CCHP, CCRMC and the Health Centers in further development of similar 

capacity. 

Additional conversation with Kaiser and Health Net are occurring for 

sub-capitation to their SNP members in Contra Costa County. 

7.6  CCHP has established a seven-year contracted relationship with 

our Pharmaceutical Benefits Manager (PBM), PerformRx.  They have 

developed a sophisticated 340B Program, and a Part D Medi-Cal and 

Medicare Program for the SNP with CCHP.  We participate in their National 

Pharmacy and Therapeutic Committee for formulary compliance with all 

regulators.  They have consistently demonstrated knowledge, ability and 

skill in working with managed care with all populations and particularly the 

duals. 
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7.7  SEE CERTIFICATION CHECKLIST 

7.8  SEE CERTIFICATION CHECKLIST  

7.9  SEE CERTIFICATION CHECKLIST  

Section 7.1  Technology 
 7.1.1  CCHP, as a Health Plan, as well as CCRMC and all eight 

FQHC Clinics, are migrating to the EPIC Electronic Health Record (HER) 

System on July 1, 2013.  All providers, the County Hospital, Advice Nurses, 

CCHP Case Managers, Member Services Referral, Utilization Management 

and Quality staff will be able to communicate as part of the same electronic 

system and patient health record.  A component of this system allows for a 

web portal for the contracted providers to check eligibility, receive and reply 

to electronic medical information, and send electronic consultative reports 

back.  These reports will become part of the patient electronic record.  An 

additional feature is one where patients can have e-mail communication 

with their PCP through a secure site.  This feature will be utilized by our 

members assigned to Kaiser.  It improves care coordination, timely access, 

as well as decreasing unnecessary visits.  Electronic claims will also 

enhance provider payment. 

 7.1.2  CCHP has initiated a Care Transition Intervention (Coleman 

Model) in two of its major contracting hospitals.  The Coleman Model, 
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developed at the University of Colorado, Denver, is the framework for the 

Care Transitions Intervention (CTI) program at CCHP.  The program is 

designed to improve the continuity of care as clients transfer from one 

facility to another (i.e. from the hospital to home) and reduce the risk of 

readmissions. 

 During a four-week program, clients admitted to CCRMC with 

complex care needs and their family caregivers receive specific tools and 

work with a Transition Coach to learn self-management skills that will 

ensure their needs are met during the transition from hospital to home. 

 The coach’s job is to: 

1. Give clients a complete understanding of all the aspects of their 

care; answer questions from the client and family and/or 

caregivers as they arise; 

2. Assist client in understanding what brought them to the hospital 

and help them develop a viable health care plan for the future; 

3. Make sure that pre- and post-hospital medications are 

coordinated; 

4. Provide non-judgmental emotional support; 

5. Promote self-sufficiency; 
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6. Provide tools and coaching needed to empower the client to take 

charge of their condition and future healthcare needs. 

The intervention focuses on four conceptual areas, referred to as The 

Four Pillars™: 

1. Medication self-management:  patient is knowledgeable about 

medications and has a medication management system. 

2. Use of a dynamic patient-centered record:  patient understands 

and utilizes the Personal Health Record (PHR) to facilitate 

communication and ensure continuity of care plan across 

providers and settings.  The patient or informal caregiver manages 

the PHR.  This record is kept at the patient’s home for patient and 

caregiver use. 

3. Primary Care and Specialist Follow-Up:  patient schedules and 

completes follow-up visit with the primary care physician or 

specialist physician and is empowered to be an active participant 

in these interactions. 

4. Knowledge of Red Flags:  patient is knowledgeable about 

indications that their condition is worsening and how to respond. 

 Additionally, CCHP case managers and the CCRMC hospital social 

workers are working with AAS to create a volunteer program of retired 
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social workers and nurses to visit families in the home during a hospital 

stay to assist in the development of a rapid patient transition care plan, 

which prevents SNF stays where appropriate.  Those patients in the SNF 

will receive care by nurse practitioners who can utilize the EPIC EHR 

System to have appropriate medical data.  The SNFs will also have access 

to the provider web portal for data exchange. 

 7.1.3  CCHP is also working with its contracted CPN network as they 

pursue meaningful use.  All of the FQHCs are implementing an EHR 

system called Next Gen.  These providers will also have EPIC provider 

portal website access for improved patient data exchange.  Additionally, 

they are intending to implement an electronic communication tool with 

patients and their PCPs in 2013-2014. 

 Nationally, the Next Gen and EPIC systems are discussing future 

data links, which will improve clinical data exchange. 
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Section 8:  Monitoring and Evaluation 
8.1  CCHP currently provides Health Risk Assessments for the SPDs 

and voluntary duals and will continue to do so under the Dual Pilot.  These 

HRAs are mailed to patients for self-reported health status and are 

completed by Care Coordination staff utilizing additional utilization data. 

We have a long history of conducting annual patient satisfaction 

surveys with all the members served:  Medi-Cal, SNP, Healthy Families, 

LIHP, and Commercial.  We intend to conduct patient satisfaction surveys 

with the Dual Pilot as well.  Timely access to care is monitored currently 

with both provider and patient self-reporting input. 

CCHP has nearly 100% encounter data reported due to a FFS claims 

system and internal database.  CCHP has met all SNP requirements for 

uniform encounter data with Part D through its PBM and data is uploaded 

daily.  Encounter data for new covered services will be added through the 

claims adjustment process to this same internal database.  County Mental 

Health and Substance Abuse data systems are planning to be linked with 

the EPIC System, which will complete the EHR for patients served by both 

systems of care. 

Specific condition-specific quality measures will be added to the 

HEDIS data tracking currently in place with all Medi-Cal members.  CCHP 

has participated with the risk-adjustments utilized by CMS with its SNP 
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members.  However, no risk-adjusted mortality data has been shared by 

DHCS or CMS with us yet for the Duals Pilot. 

8.2  CCHP has an integrated database which has allowed us to 

report beneficiary outcomes including age, race, ethnicity, gender, 

language, geography, and disease by network for comparison.  These 

reports’ capabilities will be enhanced by the EPIC System, which will 

include Health Plan and clinical data. 
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Medi-Cal Performance Rates 

HEDIS Rates have been generally increasing year over year.  The 

average gain from 2010 to 2011 was almost four points per indicator.  

Fourteen of the twenty-one were above the Medi-Cal mean.  Three 

exceeded the High Performance Level (90th %ile) and none were below 

Minimum Performance level (25th %ile). 
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Final HEDIS Rates (audited) 6/15/2011 

        

CCHP Medicaid 

2008 
CCHP  
Final  

2009 
CCHP  
Final 

2010 
Final 

2011 
FINAL 

2011 
RMC 

2011 
CPN 

2011 
Kaiser 

2011 
MPL1 

BMI %ile calculated for children     18.49% 61.07% 65.61% 60.87% 78.57% 13.00% 
Nutrition counseling given for children     49.15% 58.88% 68.15% 50.00% 82.14% 34.30% 
Physical activity counseling for children     38.44% 46.47% 50.32% 33.70% 78.57% 22.90% 
*Yearly well child visit 3-6 yr. 66.46% 77.37% 74.70% 78.82% 78.24% 79.41% 79.59% 65.90% 
*Yearly adolescent well visits  38.9% 47.45% 38.69% 40.63% 34.09% 44.54% 54.17% 38.80% 
*Combo 3 immunizations 80.00% 82.48% 77.13% 87.16% 90.61% 76.19% 77.42% 63.50% 
No antibiotics for Acute Upper Resp. 
children 91.95% 93.64% 92.76% 93.29% 94.48% 89.78% 98.68% 82.10% 
*First trimester prenatal 80.25% 83.45% 84.67% 81.75% 83.74% 71.43% 86.25% 80.30% 
Postpartum visit 21-56 days 61.48% 68.13% 68.13% 67.40% 67.89% 55.95% 77.50% 58.70% 
No imaging for lower back pain   87.02% 87.14% 88.64% 85.43% 93.80% 92.96% 72.00% 
Breast cancer screening 47.60% 43.68% 56.19% 57.39% 53.13% 47.84% 79.52% 46.20% 
*Cervical cancer screening 69.70% 67.88% 69.34% 70.62% 63.08% 73.42% 86.08% 61.00% 
Diabetes Eye Exam 2 yrs. 52.6% 53.47% 48.54% 49.09% 55.18% 31.58% 49.06% 41.40% 
Diabetes screening LDL-C 77.90% 79.38% 78.65% 77.74% 73.48% 75.44% 93.40% 69.30% 
Diabetes LDL <100 42.10% 42.20% 40.69% 40.69% 36.89% 30.70% 63.21% 27.20% 
*Diabetes HbA1c testing 82.0% 83.03% 85.40% 86.86% 86.59% 81.58% 93.40% 76.00% 
Diabetes HbA1c(>9%) [lower is better] 38.0% 42.15% 31.75% 33.94% 34.76% 40.35% 24.53% >53.4 
Diabetes HbA1c (<8%)   49.09% 52.55% 56.57% 57.32% 51.75% 59.43% 38.70% 
Diabetes Nephropathy screen or treatment 81.20% 82.30% 86.5%3 89.23% 94.51% 70.18% 93.40% 72.50% 
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Diabetes  BP <140/90   56.20% 53.1%3 55.11% 52.44% 44.74% 74.53% 53.50% 
Avoidance of antibiotics in adults with 
acute bronchitis 37.50% 32.50% 31.87% 29.56% 23.15% 35.82% 40.74% 19.70% 
  

        Measures calculated solely by administrative data 
are in bold 

       * Auto assignment default algorithm 
measures 

        1 Minimum Performance Level=last year's 25th %ile, below which an improvement 
plan is required 

    2 High Performance Level=2010 90th 
percentile 

  
      above HPL 

 3These measures without MPL/HPL defined 
for 2010 

  
      below MPL 

 
   

      potential data problem 
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Weight Assessment and Counseling for Nutrition and Physical 

Activity (WCC) 

The percentage of members 3-17 years old, continuously enrolled with no 

more than a one month gap in coverage, who had at least one outpatient 

visit with a PCP or OB/GYN and who had evidence of the following during 

the measurement year: 1) a BMI percentile or BMI percentile plotted on a 

BMI-for-age growth chart, unless the member is 16-17 years old for whom 

a BMI value is acceptable.  2) Counseling for nutrition, and 3) counseling 

for physical activity or referral for physical activity counseling. 
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Well Child visits in the Third, Fourth, Fifth, and Sixth years of Life 

(W34)  

The percentage of Medi-Cal members who were three, four, five, or six 

years of age, and continuously enrolled during the measurement year who 

received one or more well visits with a primary care provider in during the 

measurement year. 

 
 

Adolescent Well-Care visits (AWC) 

The percentage of Medi-Cal members who were 12-21 years of age, with 

no more than a 45 day gap in coverage during the measurement year, who 

had at least one comprehensive well-care visit with a primary care 

practitioner or and OB/GYN practitioner during the measurement year. 

2008 2009 2010 2011 
W34  66.5 77.4 74.7 78.8 
mean 76.2 76.2 76.2 76.2 
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Childhood Immunizations Status (CIS) 

The percentage of children continuously enrolled 12 months prior to the 

child’s second birthday, who had four DtaP/DT, three IPV, one MMR, three 

H influenza type B, three hepatitis B, one chicken pox vaccine (VZV) and 

four pneumococcal conjugate by their second birthday. 

 
 

Timeliness of Prenatal Care (PPC- Pre) 

2008 2009 2010 2011 
AWC  38.9 47.5 38.7 40.6 
mean 45.1 45.1 45.1 45.1 
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2008 2009 2010 2011 
CIS 80 82.5 77.1 87.2 
mean 74.5 74.5 74.5 74.5 
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The percentage of deliveries that received a prenatal care visit in the first 

trimester or within 42 days of enrollment in the health plan.  Continuous 

enrollment requirement is 43 days prior to delivery through 56 days after 

delivery. 

 
 
Postpartum Care (PPC-Post) 

The percentage of deliveries that had a postpartum visit on or between 21-

56 days after delivery. (three to eight weeks postpartum). 

2008 2009 2010 2011 
PPC- Pre 80.3 83.5 84.7 81.8 
mean 83.9 83.9 83.9 83.9 
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2008 2009 2010 2011 
PPC- Post 61.5 68.1 68.1 67.4 
mean 60.6 60.6 60.6 60.6 
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Breast Cancer Screening (BCS) 

The percentage of women 40-69 years of age who had a mammogram 

during the measurement year or year prior to the measurement year (two-

year span) and were continuously enrolled for both years. 

 
 
Cervical Cancer Screening (CCS) 

The percentage of women 21-64 years of age continuously enrolled for the 

measurement year, who received one or more pap tests during the 

measurement year or the two years prior to the measurement year (three-

year span). 

2008 2009 2010 2011 
BCS 47.6 43.7 56.2 57.4 
mean 54.0 54.0 54.0 54.0 
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Appropriate Treatment for Children with Upper Respiratory Infection 

(URI) 

The percentage of children 3 months – 18 years of age who were given a 

diagnosis of upper respiratory infection (URI) and were not dispensed an 

antibiotic prescription on or within three days after the episode date. 

 

 
 

2008 2009 2010 2011 
CCS 69.7 67.9 69.3 70.6 
mean 69.5 69.5 69.5 69.5 
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2008 2009 2010 2011 
URI 91.9 93.6 92.8 93.3 
mean 87.1 87.1 87.1 87.1 
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Avoidance of Antibiotic Treatment for Adults with Acute Bronchitis 

(AAB) 

The percentage of adults 18-64 years of age with a diagnosis of acute 

bronchitis who were not dispensed an antibiotic prescription on or within 

three days after the episode date.  A higher rate is better. 

 
Comprehensive Diabetes Care (CDC) 

This set of eight indicators measure process and outcome related to the 

care of patients aged 18-75 with type 1 and type 2 diabetes, continually 

enrolled for the measurement year and in some cases two years. 

Retinal Eye Exam- A retinal or dilated eye exam by an eye care 

professional (optometrist or ophthalmologist) in the measurement year or a 

negative retinal exam performed in the year prior to the measurement year. 

LDL Testing- An LDL-C test performed during the measurement year with 

the result documented in the medical record. 

2008 2009 2010 2011 
AAB  37.5 32.5 31.9 29.6 
Mean 29.1 29.1 29.1 29.1 
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Nephropathy screening- Screening for nephropathy or evidence of 

nephropathy or nephropathy treatment in the medical record.   This 

measure requires annual screening regardless of past results. 

HbA1c Testing- One or more HbA1c tests performed during the 

measurement year with a result documented in the medical record. 

HbA1c Level-Two rates are measured: >9%, where a lower score is better, 

and <8%, where a higher score is better. If there is no record of the test in 

the measurement year, it is counted against us in the >9% rate. 

Blood Pressure < 140/90-The most recent outpatient reading.  Both 

systolic and diastolic rates must be below the standards to pass.  If there is 

no reading on record for the measurement year, the case counts against 

us. 

LDL level <100-Most recent LDL cholesterol level.  If there is no such test 

on record for the measurement year, it counts against us. 
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Lower Back Pain (LBP) 

The percentage of adult members 18-50 years, with no gaps in enrollment, 

who had an outpatient encounter with a primary diagnosis of lower back 

pain who did not have an imaging study within 28 days of the diagnosis. 

 
 
 8.3  SEE CERTIFICATION CHECKLIST 

  

2008 2009 2010 2011 
LBP 89.4 87.0 87.1 88.6 
mean 80.4 80.4 80.4 80.4 

0 

20 

40 

60 

80 

100 

%
 C

om
pl

ia
nc

e 



 

Contra Costa Health Plan  Page | 94 

Section 9:  Budget 
9.1  CCHP will have completed the migration to EPIC with the County 

Hospitals, all of the Ambulatory Health Centers and Public Health by July 

2012.  The linking from EPIC to County Mental Health is planned as Phase 

II in early 2013. 

EPIC Care Link (web portal) will connect to the contracted providers 

and contracted community FQHCs for ease in medical record sharing.  

Electronic Health Record linking between the Next Gen system for FQHCs 

and EPIC will enhance EHR sharing.  However, the IHSS, CBAS, MSSP, 

and community SNFs all use entirely different systems.  Infrastructure 

support for creating IT linkage between these social care providers to the 

medical care providers is crucial.  Information Technology linkage requires 

expensive IT programming and potential upgrading for which neither CCHP 

nor these community agencies have funding.  This linkage could greatly 

ease the team Patient Assessment process across multiple agencies, 

increasing timelines and reducing travel time of providers for participation in 

patient assessment and coordinated patient care. 

Secondly, training funding for IHSS workers, Meals on Wheels 

drivers, and volunteers to enhance their critical problem identification skills 

for inclusion into the patient care assessment and care team is sorely 

needed to complete the goals of this Dual Pilot Project. 
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Thirdly, funding for transportation drivers of Meals on Wheels vans 

with frozen food could greatly increase the size of duals who could remain 

in their homes safely with essential nutrition needs met.  Currently, Meals 

on Wheels in Contra Costa has been unable to expand due to lack of 

volunteers capable of delivering small meals.  The economy, cost of fuel, 

and aging volunteers has sorely diminished their expansion capabilities.  

This added transportation funding with frozen food truck purchase would 

greatly increase the dual population under this Pilot Program. 
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Attachments 
 
  



 

Contra Costa Health Plan  Page | 97 

List of Attachments 

DUALS DEMO RFS ATTACHMENTS 
 

1. PROPOSAL CHECKLIST 
2. MODEL OF CARE COORDINATION FOR DUAL ELIGIBLES AS 

OUTLINED IN APPENDIX C OF RFS 
3. CURRENT ORGANIZATIONAL CHART WITH NAMES OF KEY 

LEADERS 
4. LETTER OF GOOD STANDING FROM DMHC 
5. LIST OF SANCTIONS/PENALTIES FROM MEDICARE OR THE 

STATE IN PAST 5 YEARS  
6. ALL DHCS ESTABLISHED QUALITY PERFORMANCE 

INDICATORS FOR MEDI-CAL MANAGED CARE PLANS, 
INCLUDING BUT NOT LIMITED TO MANDATORY HEDIS 
REQUIREMENTS 

7. ALL MA-SNP QUALITY PERFORMANCE REQUIREMENTS, 
INCLUDING BUT NOT LIMITED TO HEDIS REQUIREMENTS 

8. DOCUMENTATION DEMONSTRATING LOCAL STAKEHOLDER 
INVOLVEMENT 

• VERIFICATION THAT DAVID THAYER IS A DUAL 
MEMBER ON MCC 

• REFER TO PROJECT NARRATIVE SECTION 5.4.1 RE:  
PILOT PROJECT ADVISORY COMMITTEE 

• LETTERS OF SUPPORT FROM COMMUNITY 
STAKEHOLDERS 

o DEBBIE TOTH 
o PETER BEHR 
o ETTA MAITLAND 
o DAVID THAYER 
o CORY POHLEY 

• REFER TO PROJECT NARRATIVE SECTION 5.4.1 RE:  
COMMUNITY STAKEHOLDER INPUT INTO PROPOSAL  

• REFER TO PROJECT NARRATIVE SECTION 5.4.1 RE:  
NARRATIVE OF ACTIVITIES SEEKING COMMUNITY 
INPUT.  PACKETS FROM MCC MEETING ON 1/25/12, 
COMMUNITY STAKEHOLDER MEETING ON 1/27/12, 
ADVISORY COUNCIL ON AGING MEETING ON 2/1/12, 
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AND DR. WALKER’S STAKEHOLDER ACCESSS 
MEETING ON 2/2/12 
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9. LETTERS OF SUPPORT FROM COUNTY OFFICIALS 
O JOE VALENTINE 
O DR. BRUNNER 
O CHARLES ANDERSON 
O CYNTHIA BELON 
O SUZANNE TAVANO 

10. DRAFT AGREEMENT WITH IHSS 
11. SIGNED AGREEMENT WITH MENTAL HEALTH 




























































































































































































































































































	PDF -DUALS DEMO RFS-13 FINAL
	Executive Summary
	Section 1:  Program Design
	Section 1.1:  Program Vision and Goals
	Section 1.2:  Comprehensive Program Description

	Section 2:  Coordination and Integration of LTSS
	Section 2.1:  LTSS Capacity
	Section 2.2:  IHSS
	Section 2.3: Social Support Coordination

	Section 3:  Coordination and Integration of Mental Health and Substance Use Services
	Section 3.1:  County Partnerships

	Section 4:  Person-Centered Care Coordination
	Section 5:  Consumer Protections
	Section 5.1:  Consumer Choice
	Section 5.2:  Access
	Section 5.3:  Education and Outreach
	Section 5.4:  Stakeholder Input
	Section 5.5:  Enrollment Process
	Section 5.6:  Appeals and Grievances

	Section 6:  Organizational Capacity
	6.4  Duals Demonstration Project Manager
	Section 6.1:  Operational Plan

	Section 7:  Network Adequacy
	Section 7.1  Technology

	Section 8:  Monitoring and Evaluation
	Section 9:  Budget
	Attachments
	List of Attachments


	Dual Attachments 1 of 4
	Dual Attachments 2 of 4
	Dual Attachments 3 of 4
	Dual Attachmentes 4 of 4

